journal of pa Iliative care

Volume 4, Number 4, October 2011

www.paliatia.eu




PALIATIA, Vol 4, No 3, October 2011 ISSN 1844 — 7058

CONTENT

EDITORIAL

One step further for palliative care
Olaroiu M, MD, PhD

Abstract book of the international palliative care conference SHARING &
NETWORKING

Enhancing Palliative Care Compliance to International Standards
Bucharest, Romania, 12-15 October 2011

PLENARY SESSIONS

WORKSHOPS

Enhancing palliative care compliance to international standards
Sharing&Networking

FREE PAPER SECTION 1

FREE PAPER SECTION 2

POSTERS DISSCUSIONS

NEWS

The picture on the cover: Moonlight from Fritz Fottinger, Germany (1995)



EDITORIAL

One step further for palliative care

Marinela Olaroiu, MD, PhD, Editor-in-Chief of PALIATIA

This issue of PALIATIA PALIATIA contains the abstracts of the conference “Sharing & Networking”
(Bucharest, Romania, 12-15 October 2011). This conference intends to stimulate further palliative
care and its quality in Eastern European countries. Till today palliative care is underdeveloped in
these countries and progress is to slowly. At the same time, the number of abstracts and the variation
of national representatives in this conference underlines the interest, importance and need for
palliative care in Eastern European countries. For this reasons the Editorial team of PALIATIA has
devoted this issue to the conference abstracts, which are besides in English, partly in Romanian and
Russian.

In developed countries palliative care is considered as integrated part of health care, It means it is not
limited to oncology or pain treatment (how important this is in itself). On the contrary, with the ageing
of the population and the increase of chronic diseases all patients have the right to receive palliative
care. The need for this care is falling a short in Eastern European countries. Let us take Romania as
example. Accordingly to international data, as data are missing in Romania, the total number of
patients who need palliative care in Romania each year is 73,000. Palliative care at home is required
by over 46,000 patients per year on average, while the need for palliative care in institutions is about
27,000 patients per year. Less than 10% of these patients are receiving palliative care. Romania is on
place 22 of the 27 EU countries regarding the existence and provision of palliative care services.

The conference “Sharing & Networking” is also important because it fits in a range of activities to
stimulate palliative care in Eastern European countries. Two years ago (October 8th 2009) a
workshop “Palliative care for Romanian citizens : a plan for action” was held in Bucharest,
attended by Romanian policy makers and international experts. Policy makers recognised the need
for action, but these policymakers did not do much in the last two years. Therefore, actions by
concerned professionals and citizens are important. Also in 2009 the General Assembly of the
Council of Europe adopted a resolution, prepared by Dr. Wodarg from Germany, urging national
governments to have a policy to stimulate palliative care. And indeed as the resolution states
palliative care has to be an integral part of health care and social policy.

Indeed, palliative care must be seen as a public health priority as Natasa Milicevic states in the
abstract of this conference. Training of care professionals and implementation of protocols are
needed. Hospice Casa Sperantei and Dr. Daniela Mosoiu especially have played and still play a key
role for training in palliative care and implementation of protocols in Romania, as also will be shown in
this conference. Of course, use of international guidelines will help the growth of quality in palliative
care. All these subjects get for good reasons much attention in the abstracts of this conference. Even
important is public awareness (‘Please do not make us suffer anymore’) as well involvement and
training of volunteers, as Piotr Krakowich et al state in their abstract, and the support for family care
givers, as Pam Firth et al underline in their abstract.

The conference “Sharing & Networking” will contribute to further growth of palliative care in quantity
and quality. Indeed, this may best be realised by sharing and networking. These are also the
objectives for the on-line PALIATIA. We are glad we are able to contribute by publishing the abstracts
of the conference.



Palliative Care in 2011
ingrijirea Paliativa in 2011
MannuatuBHaa NMomowb B 2011 rogy

Daniela Mosoiu / laHnena Mowoto
Hospice “Casa Sperantei”, Romania / Xocnuc ,Kaca cnepaHuen”, PymblHus

Palliative care comes with a
new philosophy of care bringing
the patient as a suffering person
with all his/her needs in the
center of care. In ex-communist
countries (and even larger) this
model is a challenge for the
existing disease orientated
health care system and as
result resistance is occurring in
the process of integrating
palliative care.

On the other hand palliative
care is resonating with deep
human values, is addressing a
real need and is there for a
period in the person’s life when
frailty and need of support is
huge. As result it is continuous
gaining supporters from among
health care professionals,
communities, medical
authorities and policy makers.
Against economic crisis and
poverty palliative care is steadily
spreading in the Central and
Eastern Europe. Using the
timeline produced by the Open
Society Institute the plenary will
highlight achievements in the
region without claiming to be
exhaustive.

When moving forward palliative
care there are several ways to
push for decisions: the human
rights arguments, economic
arguments (costing data),
research data, collaborative
work and praising, “shaming
and blaming”, etc. Example of
success and pitfalls using these
modalities will be presented

Key words: Palliative care,
Central Eastern Europe,
achievements, advocacy
modalities.

Ingrijirea paliativa aduce o noua
filozofie de ingrijire ce pune in
centru persoana suferinda cu
toate nevoile sale. In tarile ex
comuniste ( si nu numai) acest
model de ingrijire reprezinta o
provocare pentru sistemele de
sanatate care sunt focalizate pe
tratamentul si vindecarea bolilor.
Ca atare procesul de integrare a
ingrijirilor palliative in serviciile
publice intampina humeroase
rezistente.

Pe de alta parte ingrijirea paliativa
castiga adepti din randul
profesionistilor medicali,
comunitatilor, autoritatilor si
factorilor decizionali deoarece
rezoneaza cu valori umane
profunde , se adreseaza unei
nevoi reale si unei perioade din
viata persoanei cand fragilitatea si
nevoia de sprijin devin maxime.
In ciuda lipsurilor si crizei
economice ingrijirea paliativa se
dezvolta constant in Europa
central si de est . Folosind
instrumentul de planificare
cronologica a serviciilor dezvoltat
de Open Society Institute plenara
va prezenta realizari din tarile din
regiune fara a avea pretentia de
a fi exhaustive.

In procesul de advocacy se pot
folosi multiple argumente si
tehnici : argumentul etic legat de
drepturile omului, financiar
(costuri ale serviciilor), date din
cercetare, colaborare si
evidentierea rezultatelor positive,
evidentiere lipsuri si responsabili.
Exemple de utilizarea acestor
metode cu succese si insuccese
vor fi prezentate.

Cuvinte cheie: ingrijiri paliative,
Europa Centrala de Est, realizari,
modalitati de advocacy.

MannuaTtmeHas NOMOLLb BHOCUT HOBYIO
chunocodmio No yxoay 3a 60nbHbIM,
CTaBs CTpajarLLero nayumneHTa co
BCEMM ero/eé€ noTpebHOCTAMM B LEEHTP
yxofa. B ObIBLUNX KOMMYHUCTUYECKNX
CTpaHax (1 He TOnbKO) 3Ta MoAaenb
ABNSETCS BbI30BOM AJ151 CUCTEM
30paBOOXPaHEHUS, OPUEHTMPYEMBIX B
OCHOBHOM Ha feYEHNE CYLLIECTBYIOLLNX
3aboneBaHuii, B pesynbTaTe Yero
NOSIBMSIETCA CONPOTUBIEHMNE, MPK
npouecce NHTerpauum nannnaTMeHon
MOMOLLMN.

C opyron CTOpOHbI, nannMaTMBHas
MOMOLLb PE30HUPYET C rny6oknumMm
4YernoBeYECKUMU LLIEHHOCTSAMM,
paccMaTpuBaeT peanbHble
noTpebHOCTM U NOSIBMSETCA B MOMEHT,
korga cnabocTb U HyXaa B NoaaepKKe
- orpoMHa. B pesynbTate yero, mbl
HenpepbiBHO HabrpaeM CTOPOHHWKOB
13 Yncra MeamUMHCKNX paboTHUKOB,
coobLecTB, MeOULMHCKUX BracTeN U
nonuTUKOB. Bonpekn skoHOMUYEeCKoMy
Kpusucy n 6egHOCTM, nannmaTuBHas
NMOMOLLb HEYKITOHHO
pacnpocTpaHsieTcs B LieHTpansHon u
BocTouHon EBpone. Vicnonb3ays
NNaHMpOBaHUE CPOKOB,
pa3paboTaHHoe MIHCTUTYTOM
“OTkpblToe O6LWEeCTBO”, NNEeHapHbI
JOKnaz NnoAYepKHET JOCTUXKEHUS B
PErvoHe, HO B TO e BPEMS, HE
npeTeHayeT Ha UCYePnbIBaOLLYHO
MOJHOTY.

B npouecce npoasmxeHns
nannmaTyBHOW MOMOLLY, CYLLECTBYIOT
HECKOIIbKO apryMeHTOB U METO0B:
3TUYECKMe apryMeHThl MO NpaBamM
yernoBekKa, 3KOHOMUYECKME apryMeHTbl
(maHHbIE NO CTOMMOCTH), AAHHbIE
nccnefoBaHUiA, COBMeCTHast paboTa u
BOCXBareHue, “CTbig 1 0OBUHEHME” 1
T.4. Takke OyayT npeacTaBneHbl
npyMepbl NOBYLLEK U ycrnexa B
NCMoNb30BaHUM 3TUX METOOB.
KnioueBble cnoBa: nannuatnsHas
nomolb, LleHTpansHas n BoctovHas
EBpona, goctmxeHns, agBokacu.



Improving the Quality of Spiritual Care as a Dimension of Palliative Care

Ynytu.uel-me KayecTBa ,quOBHOﬁ NMOMOLLM KaK OAUH U3 acneKToB nanjimatTuBHOro

yxopa

Betty Ferrell / Battn ®epenn

City of Hope National Medical Center, USA / HaunoHnanbHbIi MeguumHckuii LieHtp ,Fopoa Hagexapbl”, CLUA

Spirituality is a key concern for
patients and family caregiver
facing serious illness and end of
life care. Spiritual, religious and
existential concerns are key
elements of clinical practice
guidelines for quality palliative
care. This presentation reviews
a national consensus
conference which resulted in a
consensus definition of
spirituality and
recommendations in seven
areas: spiritual care models,
spiritual assessment, spiritual
treatment/care plans,
interprofessional team, training /
certification, personal and
professional development,
quality improvement. These
guidelines are now being
applied in a demonstration
project of nine hospitals who
have committed to serving as
models for improved spiritual
care within palliative care
programs. As hospice and
palliative care professionals are
committed to quality of life and
whole person care, attention to
spirituality is essential for best
practices for patients and their
families. Attention to self care
of the staff is also necessary
and should be a part of all
palliative care programs.

Key words: spirituality, spiritual
care, spiritual assessment,
quality improvement

Spiritualitatea reprezinta o
ingrijorare centrala a pacientilor
care se confrunta cu boli grave si
ingrijire la sfarsitul vieji si
familiilor care se ocupa de
ingrijirea lor. Ingrijorarile
spirituale, religioase si existentiale
sunt elemente cheie ale ghidurilor
de practica clinica de calitate a
ingrijirii paliative. Aceasta
prezentare face o revizie a unei
conferinte consensuale nationale
din care a rezultat un consens
asupra definitiei spiritualitatii cat si
recomandari in sapte zone:
modele de ingrijire spirituala,
evaluare spirituala, planuri de
tratament spiritual/ ingrijire,
echipa interprofesionala, instruire/
certificare, dezvoltare personala si
profesionala, imbunatatirea
calitatii. Aceste ghiduri sunt acum
aplicate Tntr-un proiect
demonstrativ realizat in noua
spitale care s-au angajat sa
serveasca drept modele pentru
imbunatatirea ingrijirii spirituale in
cadrul programelor de ingrijire
paliativa. Avand in vedere ca
profesionistii din hospice si
ingrijire paliativa sunt dedicafj
atentia catre spiritualitate este
esentiala pentru bune practici fata
de pacienti si familiile acestora.
Atentja catre ingrijirea personala
a personalului este de asemenea
necesara si ar trebui sa faca parte
din toate programele de ingrijire
paliativa.

Cuvinte cheie: spiritualitate,
ingrijire spirituala, evaluare
spirituala, imbunatatirea calitatii.

[lyXOBHOCTb SIBNAETCA KIHOYEBbLIM
BOMNPOCOM Afsi NauneHTOB,
CTankMBawLLMXCA C CepPbe3HbIMM
3aboneBaHNsIMM 1 MOMOLLIBIO B
KOHLE XXM3HK, a TaK e O5a cemen
yXaXnBalLUMN 33 HUMW.
[yxoBHblE, PENUIMO3HbIE U
3K3UCTeHLManbHble Npobrnemsl,
SABMNSIOTCS KMOYEBLIMU 3fIEMEHTaMM
NPaKTUYECKMX KIMHUYECKUX MMO0B
Mo Ka4yecTBEHHOMY MannMaTUBHOMY
yxogy. 3Ta npeseHTauus
rnepecMaTpvBaeT HaLWOHamNbHYO
cornacutenbHyt KoHepeHumto,
KOTOpas npuBena K KOHCEHCYCY No
onpegeneHnto JyXOBHOCTHU, a Takke
no pekoMeHZaunsiMm B CEMU
obnacTsax: npuMepbl JyXOBHOM
MOMOLLM, AyXOBHas OLEeHKM, NnaH
OYXOBHOro neveHus / yxoaa,
MyNbTUAUCUMNIIMHAPHAas KOMaHAa,
0o6yueHue / cepTudurkaums, NnMYHoe
n npodpeccrnoHansHoe pa3suTue,
ynyJleHne KayecTtsa. OTu
pekomMeHAaLmMm UCMOoNb3yTCH B
OEMOHCTPaLMOHHOM MPOoeKTe,
npoBoAsiLLEMCH B OEBATU
fonbHMUax, KOTopble CTPEMATCS
CNYXWTb NPUMEPOM ANA YNyYLLEHNS
OYyXOBHOW MOMOLLM B paMKax
nporpaMmebl No NanInaTuBHOMY
yxoay. Nicxoasa ua Toro, YTo,
npodeccnoHarsbl XOCN1coB 1
nannMaTMBHOW NOMOLLM, NpuaatoT
0coboe 3HaYeHNEe KaveCcTBY XKNU3HU 1
LeNIOCTHOMY yXO4y 3a NauMeHTOM,
BHMMaHWE K JyXOBHOCTM -
HeoOX04MMO OIS HaunydLwen
NPaKTUKU MO OTHOLLUEHUN K
naumeHTam u ux cembsam. BHumanmve
K CaMOMOMOLLM NepcoHana Takke
HeobXx0AMMO 1 OOMKHO CTaTb
4YacTbio BCEX NpOrpamm no
nannMaTMBHOMY yxoay.

KnioueBble crnoBa: 1yxOBHOCTb,
OYXOBHasl NOMOLLb, AyXOBHas
oLleHKa, ynydlleHne KayecTea.



Hospice and Hope — Are the Two Words Compatible?
Hospice si Speranta — sunt cele doua cuvinte compatibile?
Xocnuc 1 Hagexaa — ABNAKTCA N1 3TU ABa cnoBa COBMECTUMbIMU?

Graham Perolls / F'pam lNMeponnc

Hospice “Casa Sperantei” Romania and Hospices of Hope UK / Xocnuc “Kaca CnepaHuen” PymbiHus,
Xocnuc O Xoyn, CoegnHéHHoe KoponeBcTBO

Why Hospice Casa Sperantei? —
how the name was chosen and
the context. Other organisations
using the word “hope”.

What is hospice? — background
to the word and its current
meaning

What is hope? — quotes from
different sources to help
understand the concept

Dame Cicely Saunders — the
light of a new hope and how
hospice has changed the face of

dying

The nature and complexity of
hope — a scientific basis

Can we offer patients hope? —
some case studies which explore
the complexities

Hope and Denial — a fine
balance?

Maintaining hope in Advanced
Iliness — reflective discussion
video

Conclusion — are the two words
compatible?

De ce Hospice Casa Sperantei?
— cum a fost ales numele si
contextul. Alte organizatii care
folosesc cuvantul “speranta”.

Ce este un hospice? — istoria
acestui cuvant si semnificatia lui
actuala

Ce este speranta? — citate din
surse diferite pentru a ajuta la
intelegerea conceptului

Dame Cicely Saunders — lumina
unei noi sperante sicum a
schimbat hospice-ul fata mortji

Natura si complexitatea
sperantei — o baza stiintifica

Putem oferi pacientilor
speranta? — cateva studii de caz
care explora complexitatea

Speranta si Negarea — un
echilibru fin?

Mentinerea sperantei in boala
avansata — discutii asupra
materialelor video

Concluzii — sunt cele doua
cuvinte compatibile?

Mouyemy Xocnuc Kaca
CnepaHuen (Jom Hagexabl)? -
Kak Ob1510 BbIOpaHO Ha3BaHWe U
KOHTeKCT. [lpyrne opraHusaumm
KOTOpbI€ UCMOMb3YIT CII0BO
“CnepaHua” (Hagexaa)

Y10 o3HauvaeT Xocnuc? —
NCTOPUA 3TOrO CroBa 1 ero
COBpPEMEHHOE 3HayeHne

YTto Takoe Hagexaa? - umtatbl
U3 pasnnyHbIX UCTOYHUKOB, YTOObI
NOMOYb MOHATb KOHLLEMLINIO

Daum Cucenu CoHpgepc — ceeT
HOBOW HafeXabl U KaKk U3MEHWUN
XOCMU1C, NMULO CMEepTH

XapakTep U CIOXHOCTH
HageXnAabl — Hay4yHasi OCHOBa

MoxeM nu Mbl NpPeanoXuTb
nauueHTam Hagexny? -
HEKOTOpbIX TemaTnyeckme
nccneaoBaHus, KOTopble
nccnenyoT CNoXHOCTb 3TOro
TepMuHa

Hapexpa u otpuuaHue - TOHKUI
banaHc?

MopapepxuBaHMe HagexAabl B
npoanéHHon 6onesHun —
obcyxaeHne BMAEO MaTepmarnos

3akntoyeHue - ABMAKTCA NN 3TU
OBa cnosa COBMeCTUMbIMU?



Chemotherapy Induced Peripheral Neuropathy
Neuropatia periferica indusa de chimioterapie
Mepudepunyeckasa HemponaTua MHAYLUPOBAHHAA XMMUOTepanuen

Mariana Sporis / MapuaHa Cnopwuiu
Hospice “Casa Sperantei”, Romania / Xocnuc ,Kaca cnepaHuen”, PymbIHUs

Chemotherapy induced peripheral
neuropath}/ (CIPN) affects up to
30 — 40 % of patients, adults
and children, treated for various
types of cancer. It represents a
major dose-limiting and persistent
consequence of numerous
classes of antineoplastic agents:
taxanes, platinum drugs, vinka
alkaloids, thalidomide,
bortezomib. Damage to
neurological structures seems to
be related to dose. Therefore,
prevalence is expected to
increase as newer medication to
counteract myelosuppression
makes it possible to administer
higher doses of chemotherapy,
there is higher possibility of
treatment with multiple agents and
the life expectancy and survival
rates improved. Patients with
conditions involving pre-existing
neurological damage, as diabetes,
alcoholism, nutritional issues,
systemic diseases,
hypothyroidism, HIV are at greater
risk.

Symptoms of CIPN include distal
symmetrical numbness, tingling,
paresthesias, dysesthesias, pain
and/or distal weakness, trouble
swallowing, decreased fine motor
control, reduced balance and gait
impairment, constipation, trouble
passing urine, etc.

Chemotherapy induced peripheral
neuropathy interferes with
everyday function, social roles
and diminishes the quality of life.

No known agents have strongly
proven to prevent or treat severe
neuropathy more effectively than
regular neurologic examinations,
early intervention and patient
education. Various medications
are often used to mitigate pain
associated with CIPN, including
AINS, narcotics, anticonvulsants
(carbamazepine, gabapentin),

Neuropatia periferica indusa de
chimioterapie (NPIC) afecteaza
pana la 30 — 40 %" dintre
pacientii, adulti si copii, tratati
pentru diverse tipuri de cancer.
Reprezinta o cauza importanta a
scaderii dozelor de citostatice si o
consecinta persistenta a
numeroase clase de agenti
antineoplazici: taxani, compusi de
platina, alcaloizi de vinca,
talidomida, bortezomib. Afectarea
structurilor neurologice pare sa fie
in relatie cu doza. In consecints,
se asteapta cresterea prevalentei
NPIC, tinand cont de existenta a
noi medicamente ce
contracareaza mielosupresia
facand posibila administrarea unor
doze crescute de citostatice, de
accesibilitatea crescuta la
tratamente polichimioterapice si
de imbunatatirea ratei de
supravietuire si a sperantei de
viata. Pacientii cu afectiuni ce
implica alterari neurologice
preexistente, ca diabet zaharat,
alcoolism, tulburari nutritionale,
boli sistemice, hipotiroidism, HIV,
prezinta un risc crescut.

Tabloul simptomatic al NPIC
include: senzatia de amorteala
distala simetrica, furnicaturi,
parestezii, disestezie, durere
si/sau slabiciune distala, tulburari
ale reflexului de inghitire,
scaderea controlului sensibilitatii
motorii fine, tulburari de echilibru
si mers, constipatie, tulburari de
mictiune, etc.

Neuropatia periferica indusa de
chimioterapie interfera cu
activitatile de zi cu zi, cu viata
sociala si duce la scaderea calitatii
vietii.

Nu exista agenti care sa-si fi
demonstrat cu fermitate
capacitatea de a preveni sau trata
0 neuropatie severa comparative
cu controalele neurologice

Mepudepnyeckasa HenponaTna
WHAYLUMPOBaHHas XMMuoTepanuemn
(NPIC) nopaxaet Ao 30-40%
NauMeHTOoB, B3POCIbIX U AETEN,
rnievyawmxcsa ot pasnunyHbiX BUAOB
paka. OHa ABNsAeTCsA BaXKHON
NPUYYHON CHKEHWUS 403
UMTOCTATUKOB U CNEeACTBUEM
NCMOb30BaHNS MHOFOYMCIIEHHbIX
KnaccoB NpOTMBOOMYXONEBbIX
areHToB, KaK: TaKkCaHbl,
nnatMHocodepxalume
COegVHeHMs, BUHKaankanonapl,
Tanuaomng, 6opte3omMnd; Tak YTo
nopakeHue HeBPONOrMyYeCcKmX
CTPYKTYp 3aBUCUT OT MX A03.
Takum obpasom, oxngaercs
BO3pacTaHue
pacnpocTpaHeHHocTn NPIC, Tak
Kak HOBble fiekapcTea,
npegoTepaLlatoLme
MMWENOCCYNPECUo, NO3BONAOT
agMuHUCTpUpoBaTh Gonee
BbICOKME [03bl LUTOCTATUKOB,
MOBbILIAKT JOCTYMNHOCTb K
NleYeHNI0 NONMXMMMOTEpPanuen, n
ynyylwawT BbPKUBAEMOCTb U
NPOLOIMKNTENBHOCTb XU3HM.
MaumneHTsbl C yxe
CYLLEeCTBYOLLMMM
HEBPOIOrMYECKUMM
NOBPEXAEHUSMU, KaK CaxapHbIi
aunabeT, ankoronmam, HapyLleHus
NUTaHNs, CUCTEMHbIE
3aboneBaHus, runoTnpeos, BUY -
noaBeprarTCcs NOBbLILLEHHOMY
pucky. CumntomaTnyeckmne
npossneHus NPIC BknioyatoT B
cebs: gucranbHOe CUMMETPUYHOE
OHeMeHMe, MoKanbiBaHus,
napecresuu, ansecresmun, 6ornb
n/vnn cnabocTb AnCTanbHbIX
MbILLL, HAPYLUEHUS rMoTaHus,
CHWXEeHWe NOBepXHOCTHON
YyBCTBUTENMbBHOCTU, HApyLUEHne
paBHOBecus 1 xoAabObl, 3anopsl,
paccTpoNCTBa MOYENCYCKaHWS,
nT.Ao.

Mepudepnueckasa HeriponaTus
WHAYUMpPOBaHHas
XUMUOTEPANUEN, N3MEHsIET
eXeHEBHYI0 AeATeNnbHOCTb,
couManbHYH XU3Hb U CHIDKaeT



antidepressants (TCI, venlafaxin),
local anesthetics, etc.

Nonpharmacological therapies
can play a critical role in improving
the quality of life of patients
suffering from neuropathic pain:
occupational therapy, cognitive
and behavioral modification
(relaxation, guided imagery, and
support groups), physical
measures (eg, heat, cold, or
massage therapy); therapies such
as biofeedback, acupuncture, or
transcutaneous nerve stimulation
(TENS) may also be
recommended in severe cases.

Palliative care teams consisting of
physicians, nurses, psychologists,
occupational therapists,
physiotherapists, chaplains, can
play a major role in managing
chemotherapy induced peripheral
neuropathy, through their
knowledge, skills, time and
attitude.

Key words: chemotherapy,
peripheral neuropathy, quality of
life, pain.

frecvente, interventia precoce si
educatia pacientului. Variate
medicamente sunt folosite pentru
a atenua durerea asociata cu
NPIC, inclusiv AINS, opioide,
anticonvulsivante
(carbamazepina, gabapentin),
antidepresive (antidepresive
triciclice, venlafaxin), anestezice
locale, etc.

Tratamentele non-farmacologice
pot juca un rol deosebit in
imbunatatirea calitatii vietii
pacientilor cu durere neuropata:
terapie ocupationala, modificari
cognitive si comportamentale
(relaxare, imaginatie ghidata,
grupuri de suport), masuri fizice
(ex, caldura, rece, masaj); terapii
ca biofeedback, acupunctura, sau
stimulare nervoasa transcutanata
(TENS) pot fi, de asemenea,
recomandate in cazuri severe.

Echipele de ingrijiri paliative
alcatuite din medici, asistente
medicale, psihologi, terapeuti
ocupationali, fizioterapeuti, preoti,
pot juca un rol major in
gestionarea neuropatiei periferice
induse de chimioterapie, avand in
vedere cunostintele, abilitatile,
atitudinea si timpul acordat
pacientilor.

Cuvinte cheie: chimioterapie,
neuropatie periferica, calitatea
vietii, durere.

KayeCTBO XXMU3HW.

[o cnx nop, He cywecTByeT
areHToB, KoTopble Obl AoKa3anu
CBOI 3P PEKTUBHOCTL B
npobunnakT1ke Unm fneyveHmmn
nepudepuyeckon HemponaTuu, no
CpaBHEHWIO C YacTbiMU
HEBPONOrMyecknumm
obcnenoBaHMAMM, paHHUMK
BMeLLaTeNnbCTBaAMU U
rPamMoTHOCTbIO
nauneHTa.PasnnyHble
nekapCcTBEHHbIe Npenaparbl 4acTo
ncnonb3ayloTcs, Ana obneryeHms
6onu ceasaHHon ¢ NPIC, B Tom
uncne: HIMNBC (HecTeponaHbie
NpoTUBOBOCMANUTENbHbIE
cpencTea), onvonasl,
NPOTMBOCYAOPOXHbIE NpenapaTbl
(kapbamasenuH, rabaneHTuH),
aHTuaenpeccaHTbl
(TpyumKnM4eckue
aHTUOenpeccaHThl,
BeHnadakcuH), MecTHble
aHeCTETUKM U Op.
Hedapmakonormyeckme cpencrea
MOTyT Urpatb 0cobyto porb B
yNy4LlleHN Ka4ecTBa XU3HWU anst
naumeHTOB C HenponaTuyeckomn
Bonblo: "Tepanus 3aHATOCTbIO",
KOrHUTMBHO-NOBEAEeHYecKast
ncuxoTtepanus (penakcaums,
ynpaBnsemoe BoobpaxeHue,
rpynnel nogaepxkun), dusndeckme
Mepbl (TENNO, XONOoA4, Maccax);
BOC-Ttepanus (buonorndyeckas
obpaTHas cBA3b), aKynyHKTypa
unun TpaHckyTaHHas
OnekTpuyeckas HepsHas
Ctumynsumsa (TOHC), moryT 6bITb
peEKOMEHA0BaHbI B TSXKENbIX
cny4asix.

KomaHgpl no nannMatuBHomy
yxofy cocTosiLme 13 Bpayen,
MEeOVLIMHCKMX CEecTép,
NCUXonoros, TPyaoTepaneBToB.,
hn3MoTEPaANEBTOB U
CBSILLLEHHMKOB, MOTYT Urpatb
BaXXHYHO pPOSlb B MEHE)KMEHTE
nepudepuyeckon HerponaTmum
WHAYLMPOBaHHOWM
XUMUoTepanuemn, Mest B BUAY
3HaHMs, CMOCOBHOCTN, OTHOLLEHNE
N OKa3aHHOEe MaLMeHTy Bpemsl.

KnioueBble cnosa:
XumMmoTepanus, nepudepnyeckas
HelponaTusl, Ka4eCcTBO KNU3HW,
6onb.



Communication with the Child with Cancer and Family at the Institutional Level
Comunicarea cu copilul afectat de cancer si familia acestuia la nivel institutional
O6OLeHMe Ha MHCTUTYLIMOHaNbHOM YPOBHE C pe6EHKOM CTpafaloLmMM pakoM U ero

CeMbén

Maria Despina Baghiu?, Adina Buculeu?, Diana Moldovan2, Mihaela Chincesan?, Adrienne Horvath?
1University of Medicine and Pharmacy Tg. Mures and Pediatric Clinic nr.1 Tg. Mures, Romania

2County Hospital of Emergency Tg Mures, Romania
Mapwusa [decnuHa Bamyl, AouHa ByKyneyl, OunaHa MOﬂp,OBaHZ, Muxaena KMqucaul, AnpenHHe XopBaTl
. YHuepcutet MeguumHel n ®apmauun Tr.Mypew, MNegnatpuyveckasn KnvHuka nr.1 Tr.Mypew, PyMbiHUS
*PaiioHHast GonbHULA ckopown nomowm Tr.MypeLu, PymbiHus

Introduction:

The diagnosis of malignancy is a
catastrophic event in a person's
life. Child's diagnosis of cancer is
unpredictable, and immeasurable
impact on the child and family.
The effect that makes it child's
cancer and his family is deeply
penetrating. Child with cancer
confronts him and his family with a
new reality it, including, on one
hand the physical (hospital,
physician, chemotherapy, surgical
procedures, radiotherapy), and on
the other hand psychological
(trauma, loss, change pain,
sometimes, death). Open
communication with the child and
family from diagnosis and
throughout treatment is the key in
alleviating the psychological
impact.

Purpose:

To assess the real possibilities of
communication with children with
cancer and their family in today's
hospital.

Material and the method:

We used the questionnaire
method, our subjects were 20
mothers who were admitted with
their children with cancer in 2005-
2008 in Targu Mures Pediatric
Clinic. The questionnaires contain
guestions about communication
and psychological support they
received from doctors, nurses,
psychologist, family and
community.

Results and discussion:
The studies that have explored

Introducere:

Diagnosticul unei boli maligne
este un eveniment catastrofal in
viata unei persoane. Diagnosticul
de cancer al copilului are un
impact imprevizibil si
incomensurabil asupra copilui si
familiei acestuia. Efectul pe care il
produce cancerul copilului asupra
familiei sale este patrunzator si
profund. Cancerul copilului il
confrunta pe acesta si pe familia
sa cu o noua relitate, care include,
pe de o parte aspecte fizice
(spital, medic, chimioterapie,
proceduri chirurgicale,
radioterapie), si psihologice pe de
alta parte (trauma, pierdere,
schimbare, durere, uneori-
moarte). Comunicarea deschisa
cu copilul si familia acestuia de la
diagnostic si pe tot timpul terapiei
este elementul cheie in atenuarea
impactului psihologic.

Scop:

Evaluarea posibilitatilor reale de
comunicare cu copilul cu cancer si
familia acestuia in conditiile
actuale de spitalizare.

Material si metoda:

Am utilizat metoda chestionarului,
subiectii nostri fiind 20 de mame
care au fost internate alaturi de
copiii lor bolnavi de cancer, in
perioada 2005-2008, in Clinica
Pediatrie | Targu Mures.
Chestionarele confin intrebari
privind comunicarea si suportul
psihologic primit de acestea din
partea medicului, asistentelor,
psihologului, familiei si comunitatjii.

BeeaeHue:

[narHos 3rnokayecTBEHHOrO
3aboneBaHus ABMSETCS
KaTacTpoduyecknum cobbiTuem B
XN3HKU Noboro Yyenoseka.
[unarHoctnka geTckoro paka
Henpenckasyema, npous3soauT
Heusrnagnmbln addexT n nmeet
HensMepumoe Bo3aencTBNe Ha
pebeHka n ero cembto. PebeHok ¢
pakoBbIM 3aboneBaHunem, a Tak
e 1 ero CeMbs, CTarnKnBawTCs C
COBEpPLUEHHO HOBOM
peanbHOCTbLIO, KOTOpas BKoYaeT
B cebs Kak omanyeckne acnekTbl
(6onbHMUa, Bpa4, XMMroTepanus,
XUPYpruyeckne BMeLLaTensCcTaa,
nyyeBas Tepanus), Tak u
ncuxonormyeckne (Tpaema,
notepsi, uamMeHeHusi, 6onb, 1
nHorga - cmepTb). OTKpbITOE
obLeHne ¢ pebeHKoM 1 ero
cemMben, C MOMeHTa ANarHOCTUKN
1 Ha NPOTSXKEHMUN BCETO NeYeHus,
SIBMNSIETCA KIMHOYOM K obrnerdeHuio
MCUXONOrMYECKOro BO3AENCTBUS.

Uenb:

OnpepeneHue peanbHbIX
BO3MOXHOCTEN B 0OLLEHUN C
pebEHKOM CTpaaroLLMM PakoM U
€ro CEMbEN B YCITOBUAX
aKkTyanbHOW rocnuTanusaumu.

MaTtepuan n meton:

Mbl MCMONb30BaNn UccnegoBaHns
MeTOoAOM aHKeTbl Ha 20 mamax,
KoTopble Obinu
rocnuTannanpoBaHbl CO CBOMMMU
netbmu, B nepuog ¢ 2005 no 2008
r. B NeguaTtpudeckyto KnmHuky
nr.1 B ropoge Toipry MypetLu.
AHKkeTa cofeprkarna Bonpochkl 00
0OLEHNN N MCUXONOTNYECKON
noaaepXke, okasaHHble UM CO
CTOPOHbI Bpaya, MeauULMHCKNX



and described the child's cancer
diagnosis impacts on parents
shows that 57% of parents are still
affected and suffer and after 4 to 9
years after the event. Personal
studies on depression and
anxiety, quality of life for patients
remotely affected proves that the
family is more intense than the
child and parent is the mother
affected, couples break up in
60%. Our results quite closely
conforms to the above, as most
(17) of mothers surveyed
considered the most difficult since
the communication of cancer
diagnosis.

Conclusions:

1.The psychological impact on
family and child with cancer is
profoundly difficult managers.

2. Communication doctor-parent
must be improved.

3. The psychologist and
administrative support from the
community are insufficient

Key words: cancer,
communication, family, child

Rezultate si discutii:

Studiile care au explorat si descris
impactul diagnosticului de cancer
al copilului asupra parintilor arata
ca 57% dintre parinti sunt inca
afectati si sufera si dupa 4 pana la
9 ani dupa eveniment. Studiile
personale privind depresia si
anxietatea , calitatea vietii
pacientului si familiei la distanta
demonstreaza ca familia este
afectata mult mai intens decéat
copilul si dintre parinti mama este
cea mai afectata si cuplurile se
destrama in proportie de 60 % .
Rezultatele studiului nostru se
pliaza destul de fidel pe cele
mentionate mai sus, intrucat
majoritatea (17) mamelor
chestionate considera cel mai
dificil moment cel al comunicarii
diagnosticului de cancer.

Concluzii:

1.Impactul psihologic asupra
familiei copilului cu cancer este
profund si dificil de manageriat.
2.Comunicarea medic-parinte
trebuie Tmbunatatita.

3.Suportul din partea psihologului
si acordarea de sprijin
administrativ din partea
comunitatii sunt insuficiente

Cuvinte cheie: cancer,
comunicare, familie, copil.

CecTép, ncmxornora, ceMbu 1
obulecTBa.

Pe3ynbTaTthbl u o6cyxaeHue:
WccnepoBaHus, KoTopble
onpegenunu u onucanu
BO34ENCTBME ANArHOCTUKM
pakoBoro 3aboneBaHus Ha
poauTenen ManeHbKnx
nauneHToB, YCTaHOBUIU, YTO 57%
poauTenen, NnpoaosmKarT
CcTpagaTb nocne
BbILLEN3NIOXXEHHOIo coObLITUA OT 4
0o 9 net. JlnyHble nccnepoBaHus
[enpeccun n TpeBory, a Takke
Ka4yeCTBO XXN3HW NALNEHTOB U UX
CEMEWN YyCTaHOBWIIN, YTO CEMbS
cTpagaet bonblue Yem pebEeHoK,
u3 pogutenen - bonblue cTtpagaet
MaTb, a B 60% cny4aes - napbl
pacxogsTcs. PesynbTathl Hawero
nccrnegoBaHns 000CHOBaHbI Ha
BCEM BbILLEN3MOXEHHOM, TaK Kak
OOMbLUMHCTBO OMNPOLUEHHbLIX MaMm
(17) cuutaroT 4TO, CamMbIM
TPYAHbIM MOMEHTOM OJ1S1 HUX -
OblST MOMEHT COO00LLIEHUS
aunarHosa paka.

BbiBOAbI:

1. MeHegKMeHT
NMCUXOMNOTrMYECKOro BANAHUS Ha
CeMblO 1 Ha feTein cTpagaroLmx
pakoM, sIBrisieTcs rnyooKum 1
CIOXHbIM.

2. ObuweHne Bpay — poanTernb
OOIMKHO ObITb yNy4LleHO.

3. Noaaepkka ncmxosiora n
oKkaszaHue agMUHUCTPAaTMBHOWN
MOMOLLIM CO CTOPOHbLI 0obLLecTea -
SABMSAOTCA HEJOCTaTOYHbIMU.

KnoueBble cnoBa: pak,
obLeHne, cembsi, peBEHOK.
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Developing Palliative Care Services in Resources Restrained Communities
Dezvoltarea serviciilor de ingrijiri paliative in comunitati cu resurse limitate
Pa3Butue ycnyr nannmaTtmBHOM NOMOLLM B COOOLLECTBaX C OrpaHUYeHHbIMU
pecypcamu

Natasa Milicevic / Hatawa MunuyeBu4
Centre for Palliative Care and Palliative Medicine “BELhospice“ Belgrade, Serbia / LleHTp no nannnatneHomy
yxogy v nannvatuBHon meanumHe “BELhospice” benrpaa, Cepbus

There is a growing need for
palliative care throughout the
world.

Developing countries have two
thirds of the global disease
burden, but only five percent of
the world’s resources (educated
workforce, equipment, drugs and
funds). In spite of that fact, there
are many excellent examples of
the establishment of palliative
care services in the poorest
countries or communities
worldwide. This has been
achieved by means of joining
motivation and knowledge with
local resources.

However, in order to ensure long-
term sustainability of the services
and to increase the number of
people who have access to
palliative care, palliative care must
be seen as a public health priority,
particularly in resource-poor
countries. Policy makers should
develop policy to enable this.

Effective palliative care needs to
be appropriate to a given
community’s culture, resources
and existing health system. For
that reason, each country should
develop a model of care in line
with the local needs and
opportunities. Public health care
services may have to be
combined with the activities of
NGOs that are dependent on fund
raising and voluntary donations.

Even if the problem is recognized
and public health approach

in toatd lumea, nevoia de ingrijiri
paliative este in crestere.

Tarile in curs de dezvoltare
suporta doua treimi din povara
bolilor la nivel global, dar au
numai 5% din resursele lumii
(forta de munca educata,
echipamente, medicamente si
fonduri). In ciuda acestui fapt,
exista multe exemple excelente de
infiintare a unor servicii de Tngrijiri
paliative in cele mai sarace fari
sau comunitati de pe tot globul.
Aceaste realizari au fost atinse
prin imbinarea motivatiei si a
cunostintei cu resursele locale.

Cu toate acestea, pentru a asigura
sustenabilitatea pe termen lung a
serviciilor si pentru a creste
numarul persoanelor care au
acces la ingrijirile paliative,
ingrijirea paliativa trebuie sa fie
vazuta ca o prioritate in sanatatea
publica, indeosebi in tarile cu
resurse limitate. Factorii politici/
decizionali ar trebui sa dezvolte
politici pentru a permite aceasta.

Ingrijirea paliativa eficace are
nevoie sa fie adecvata culturii,
resurselor si sistemului de
sanatate existent dintr-o
comunitate anume. Din acest
motiv, fiecare tara ar trebui sa isi
dezvolte un model de Tngrijire in
ton cu nevoile si oportunitatile
locale. Ar putea fi nevoie ca
serviciile de sanatate publica sa
fie combinate cu activitatile ONG-
urilor care sunt dependente de
strangeri de fonduri si donatii.

Chiar daca problema este

CyllecTByeT pacTyLias
noTpeGHOCTL B NanvaTMBHOM
yxo[e BO BCEM MUpe.

PasBuBatoLLmecs cTpaHbl UMeT
[OBe TpeTu rnobanbHoro 6pemMeHu
©onesHen, HO TOMbKO MNATb
NPOLEHTOB MUPOBbLIX PECYPCOB
(o6pasoBaHHOM paboyen cunebl,
obopyanoBaHUA, NekapcTs U
cpeacTB). HecmoTpsa Ha TOT dhakT,
CyLLEeCTBYeT MHOXECTBO
OT/INYHBIX NPUMEPOB MO
co3gaHuo crnyxo6 nannuaTtueHON
nomoLy B 6egHENLINX cTpaHax u
coobulecTBax BO BCEM Mupe. ITo
ObINIO0 AOCTUIHYTO NyTEM
npucoeauHeHNst MOTMBaLIMM U
3HaHWI C MECTHbIMY pecypcamu.

Tem He mMeHee, B Lensax
obecneyeHns JONTOCPOYHON
YCTONYMBOCTW YCNYT U
yBENUYEHUs Yncna noaen,
KOTopble umenu Obl 4OCTYN K
nannMaTUBHbLIM ycriyram,
nannMaTuBHas NOMOLLb AOSKHa
paccmMaTpvBaTbCs Kak npuopuTeT
06LLEeCTBEHHOO
3[paBOOXpPaHEeHs, OCOBEHHO B
CTpaHax ¢ orpaHu4YeHHbIMU
pecypcamu. A ANPEKTUBHbIE
opraHbl A0MMKHbI pa3paboTaTb
NOMUTUKY, ANsi peLLeHnst 3Ton
npobnemeil.

O DeKTUBHOCTb NannMaTuBHoOM
NMoMoLLM OOKHA ObITb B
COOTBETCTBMM C KyNbTYpOWn
JaHHoro cooblecTBa, pecypcamu
W CyLLecTBYHOLLEN CUCTEMOM
34paBooxpaHeHust. MimeHHo
NnoaToMy, Kaxaasi CTpaHa AOIDKHa
pa3paboTtaTb CBOK MoAesb
OKasaHus nomoLiu B
COOTBETCTBMMN C MECTHBIMM
notpebHocTaAMU 1
BO3MOXHOCTAMM.
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adopted, many resource-poor
countries and communities will not
be able to establish or provide
effective palliative care without
extensive support from different
international organizations
dedicated to palliative care
development. Their roles include
public and professional education,
advice on advocacy, on health
care policy, improvement of
essential medication availability
and accessibility and financial
support.

Key words: palliative care, public
health, resource-poor
communities

recunoscuta si au fost adoptate
abordari ale sanatatii publice,
multe tari si comunitati cu resurse
limitate nu vor reusi sa isi
infiinfeze sau sa furnizeze ingrijiri
paliative eficace fara sprijin
extensiv din partea diferitor
organizatii internationale dedicate
lor include inclusiv educatia
publicului si a profesionistilor,
sfaturi pentru advocacy, politici de
ingrijire medicala, imbunatatirea
disponibilitatii si accesibilitatii
medicatiei esentiale si sprijinul
financiar.

Cuvinte cheie: ingrijire paliativa,
sanatate public, public health,
comunitati cu resurse limitate

"ocynapcTBEHHBIM Crnybam
3[,paBOOXPaHEHNs], BO3MOXHO,
npuaeTcs, coveTaTbCs C
pearenbHocTbio HIMO, koTopbie
3aBUCAT OT NPUBIIEYEHUS CPeACTB
1 0OBPOBOSIBHbIX
NOXXEePTBOBAHUNA.

Ho paxe ecnu ata npobnema
npusHaHa, n obLeCTBEHHbIE
opraHbl 34paBOOXPaHEHNS HaLLINn
COOTBETCTBYIOLLMIA MOAXOA,
MHorve coobLiectsa 1 cTpaHbl C
OrpaHUYeHHbIMK pecypcamn He
CMOryT co3gaTtb unv obecneuntb
A PEKTUBHOCTb NanMaTuBHOM
nomoLyu, 6e3 LWMpoKon
NOAAEPXKKN PA3NNYHbIX
MEXAYHAPOAHbIX OpraHn3auui,
3aHUMAIOLLNXCSA pa3BUTMEM
nannuaTmeHon nomoLun. Nx ponb
BKItovaeT B cebs 06LlecTBeHHOe
1 npodeccrnoHansHoe
obpasoBaHue, KOHCynbTaL M No
afBoKacu, KOHCynbTauuu no
NONMTUKE 30paBOOXPaHEHNS,
ynyylleHne Hanmuns un
OOCTYMHOCTN OCHOBHbIX ITIEKapCTB,
a Tak e (PMHaHCOBYHO
noaaepxKky.

KniouyeBble croBa:
nannuMaTtuBHas NoMoLLb,
30paBoOXpaHeHne, CTpaHbl ¢
orpaHn4YeHHbIMK pecypcamm
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Future Steps in Networking in the Region
Viitori pasi pentru networking in regiune
HdanbHerwme warn B o6nactn cosgaHna permoHanbHoOU MHopMaLMOHHON CeTH

Mary Callaway / Mapu Kannayawn

Open Society Foundations, International Palliative Care Initiative, New York, USA / MexpayHapoaHas
WHuumatuea no MNannuatneHomy Yxogy, ®oHg OTkpeiToro Obuwectsa, Hbto-Mopk, CLUA

What is the value of networking?

How often do you hear someone
say, "the best thing about this
conference was the networking
during the coffee break?” Our goal
is to make palliative care available
to all patients with life-limiting
illnesses. In order to do so we
must address the need for
national palliative care plans,
trained and adequately
compensated health care
providers, informed government
officials and drug control
authorities, accessible palliative
care medications, and the
integration of palliative care into
public health systems.

The strategies used to address
these needs will help determine
the future development, growth,
and sustainability of palliative care
in the region. One important
strategy is networking: networking
among and between health
professionals, patient advocacy
groups, human rights
organizations, faith-based
organizations, governmental and
non-governmental organizations,
universities, associations and
donors. It begins with one family
physician conferring with a
palliative care nurse about the
plan of care for his patient and
moves on to the communication
required when a patient is
transferred from a hospital to a
home care program. Networking
takes place when a palliative care
provider speaks at an oncology
conference or writes an article for
a non-palliative care journal.
Networking moves from the

Care este valoarea
networkingului?

Céat de des auziti pe cineva
spunand: cel mai bun lucru legat
de conferinta aceasta a fost
networkingul din timpul pauzelor
de cafea? Scopul nostru este sa
facem ingrijirea paliativa
accesibila tuturor pacientilor cu
boli limitatoare de viata. Pentru a
putea face aceasta trebuie sa
adresam nevoia unor planuri de
ingrijiri paliative nationale,
furnizori de servicii instruiti si
compensati corespunzator,
reprezentanti informati ai
guvernului si autoritatilor care
controleaza medicamentele,
medicamente accesibile Tn
ingrijirea paliativa, si integrarea
Ingrijirii paliative Tn sistemele de
sanatate publica.

Strategiile folosite pentru a adresa
aceste nevoi vor ajuta la
determinarea viitoarei dezvoltare,
cresteri si sustenabilitati a Tngrijirii
paliative in regiune. O strategie
importanta este networkingul: intre
profesionistii din sénatate, grupuri
de advocacy pentru pacienti,
organizatii de drepturi ale omului,
organizatii bazate pe credinta,
organizatii guvernamentale si
neguvernamentale, universitati,
asociatii si donatori. Incepe cu un
medic de familie care se consulta
cu o asistentd medicala de ingrijiri
paliative despre planul de ingrijire
al unui pacient si merge mai
departe la comunicarea necesara
cand un pacient este transferat
dintr-un spital Intr-un program de
ingrijire la domiciliu. Networkingul
are loc atunci cand furnizorul de

Kakoe 3HauyeHune nmeet
pernoHanbHas MHPOpMaLMOHHas
ceTb?

Kak yacTto Bbl CrbILLIUTE OT KOro-
TO: "[lydwwen YyacTblo 3TOM
KOHdepeHunmn 6bin obmeH
nHdopmauren Bo BpeMs kode-
Bpewnka"? Hawa uenb - caenatb
nannuaTuBHy NOMOLLb
OOCTYMNHOWM ANs BCEX NaUMEHTOB C
OrpaHNYMBAaIOLLIMMU XKNU3Hb
3aboneBaHuaAMU. [ns Toro YTookLI
caenatb 3TO, Mbl JOMKHbI
YAOBMNETBOPUTL NOTpPeBHOCTH, B
COOTBETCTBMU C HALMOHamNbHbIMU
nnaHaMu NannuaTUBHON NOMOLLN,
NoAroToBUTb U KOMMNEHCUMPOBATL
MeAULMHCKUX pabOoTHUKOB,
NMHOPMMNPOBATL
NPaBUTENbCTBEHHbLIX YUHOBHMKOB
1 BNacTn Mo KOHTPOI
HapKOTWKOB, caenaTb
OOCTYMNHbLIMY fiekapcTBa Ans
nannuaTuBHOM NOMOLLM, U
WHTErpupoBaTh NannuMaTUBHbIN
YXOA B CUCTEMbI OOLLECTBEHHOIO
3QpaBoOXpaHeHus.

CrtpaTterum, ucnonb3yemsblie ans
YAOBIETBOPEHMNS 3TUX
notpebHocTemn, nomoryT
onpefenuTb byayllee pa3BuTue,
POCT U YCTONYNBOCTb
nannMaTUBHOM MOMOLLN B
pervoHe. OgHON M3 BaXKHbIX
cTpaTerum siBNseTcsa co3aaHue
WHOPMaLIMOHHON CeTHU:
MH(OPMALIMOHHYIO CETb Mexay
MeOULMHCKUMU paboTHMKamu,
rpynnamu nauueHToB no
agBokacu, opraHusauusiMy no
npaBaMm 4YenoBeka, PenMrMo3HbIMm
opraHusaumamu,
NpaBUTENbCTBEHHLIMU U
HenpaBUTENbCTBEHHBIMU
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individual to the organization, from
the local organization to the
national organization, from the
national organization to the entire
region. Networking is an essential
strategy for increasing awareness
about and accessibility of
palliative care.

ingrijre paliativa vorbeste la o
conferinta oncologica sau scrie un
articol pentru un jurnal care nu

Networkingul se muta de la individ
la organizatie, de la organizatia
locala la cea nationala, de la cea
nationala la cea regionala.
Networkingul este o strategie
esentiala pentru cresterea
constientizarii si accesibilitatii
ingrijirii paliative.

opraHnsaumsimu,
YHUBEpPCUTETAMM, OPYrMMU
opraHusaumMsiMy 1 goHopamu. 9Ta
cTpaTerns Ha4nMHaeTcs ¢ OgHOro
CeMeNHOoro Bpava
COBeLLaLLIErOCs C MeaULIMHCKOWN
CeCTpou O nraHe NannuMaTuBHOroO
yxofa 3a ux naumeHTom, u
nepexoauT B HyxaatoLleecs
obLeHne B MOMEHT, Korga
nauneHT nepeseneH n3 60nNbHNULbI
B MporpamMmMy NOMOLLM Ha JOMY.
CosgaHne nHgopmMaLoHHOM
CeTH NPOUCXOANT, Koraa
nocTaBLUUK NannMaTuBHOM
MOMOLLIM BbICTYNaeT Ha
OHKONOrM4eckom KoHdepeHLunn,
WU NULLIET CTaTbM B XXypHanax
6e3 nannmMaTnBHOro Npocuns.
CospgaHune nHdopMaLoHHON
ceTu nepemeLLaeTcs OT MHaBMAaa
K opraHu3auun, ot MeCTHOM
opraHuMsaumm K HaunoHanbHOM
opraHusaummu, 1 oT HaLWOHasbHOMN
opraHnsaumm Ko BCEMY PErMOHY.
CosgaHne nHgopmaLoHHOM
ceTu aBNsieTcs OAHOM U3
Ba)KHENLINX cTpaTernen gns
MOBbLILLIEHWS YPOBHSI
WHOPMUPOBAHHOCTH O
[OCTYNHOCTU NannMaTMBHOIO
yxona.
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Engaging Media
Atragerea Mass Media
NMpuBnevyeHune cpeacTB MaccoBow MHcopmMaLm

llona Gaal / UnoHa IM'an

Hungarian State Radio, Budapest, Hungary / BeHrepckoro HaunonansHoro Paguo

,Dying” and ,end of life” are
frightening expressions for the
public. The last period of life is the
one nobody wants to think of.
Hospice institutes must ,sell their
product” in such circumstences.

How can you address the public
through media?

How can you address media to
inform the public?

How can you address media to
inform the public in your way?

Hungary has best practice among
european hospice movements for
these questions.

The presenter is a media expert
who herself was engaged for
hospice movement by the
Hungarian Hospice Foundation,
so she’s got personal experiences
from both sides.

You can see some short
hungarian films which audience
like, though they’re about dying
and the end of life.

Key words: media, best practice,
hospice

LDecesul” si ,sfarsitul vietii” sunt
expresii tematoare pentru public.
Ultima perioada a vietii este ceva
la care nimeni nu doreste sa se
gandeasca. Institutiile hospice
trebuie sa Tsi ,vanda produsul” in
aceste circumstante.

Cum puteti sa va adresati
publicului prin media?

Cum puteti sa va adresati mediei
pentru a informa publicul?

Cum puteti sa va adresati mediei
pentru a informa publicul intr-un
mod particular dvs.?

Ungaria este un exemplu de buna
practica printre miscari hospice
europene privind aceste intrebari.
Prezentatorul este un expert
media care a fost atras n
miscarea hospice de catre
Hungarian Hospice Foundation,
avand asadar experienta
personala din ambele sfere de
activitate.

Puteti vedea cateva filme scurte
apreciate de public, desi sunt
despre deces si sfarsitul vietii.

Cuvinte cheie: media, buna
practica, hospice.

BblipaxeHus kak "cmepTb" n
"KOHeL, Xn3HU" 0BbIYHO nyratoT
06LLECTBEHHOCTb, TaK Kak O
nocrnegHemM nNepuoae XunsHu
0BbIYHO HUKTO He XO4eT AymaThb, 1
Xocnucbl AOMKHbI “NnpoaaBaTh
CBOW yCINyrn” UMeHHO B MOA006HbIX
obcToaTenbcTBax.

Kak Bbl MOXeTe obpaTuTbes K
06LLIECTBEHHOCTN Yepes cpeacTea
MaccoBouW UHopmaumnn?

Kak Bbl MOXeTe ucnonb3oBaTb
cpencTea MaccoBow MHpopMauun
AN MHOpMMPOBaHWS
obLecTBeHHOCTN?

Kak Bbl MOXeTe ncnonb3oBaTb
cpencTBa MaccoBoW MHopmaummn
ONs MHOpPMMPOBaHKUSA
06LLIECTBEHHOCTN MMEHHO Tak Kak
Bbl XOTUTE?

BeHrpusi uMeeT Hauny4Luyto
NpaKkTUKy, cpeam €BponencKkmx
XOCMUCHBIX OBMXEHUN, N MOXET
OTBETUTb Ha 3TW BOMNPOCHI.
MpencraButenem saBnaeTcs
akcnept B CMW, koTopas cama
3aHMManachb XOCMUCHbLIM
nswxkeHnem B ®oHae BeHrepckunx
XoCnncoB, Tak YTo Y Hee eCTb
NNYHBIN OMbIT C 06EeNX CTOPOH.
Bbl Takke cmMoxeTe NOCMOTPETb
HECKOMbKO KOPOTKNX (OUITbMOB,
NOHPaBUBLLMECH BEHIEPCKON
ayanToOpUM, XOTS B HUX
pacckasbiBaeTcsl O CMEPTU U O
KOHLIE >KM3HM.

KnroueBble cnosa: CMI,
Hauny4yLwas npakTuka, Xocnuc
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PaginaMedicala.ro Supports Romanian Palliative Care
PaginaMedicala.ro sprijina ingrijirile Paliative din Romania
PaginaMedicala.ro nogaepxuBaet NMannuatuBHyro Nomoub B PyMbiHUK

Adelina Titire / ApenuHa Tutupe

PaginaMedicala.ro, Romania / PaginaMedicala.ro, PymbiHusi

PaginaMedicala.ro is the first
online medical community, starting
its activity Tn august 2008. Over
22.000 members of the Romanian
medical community have already
subscribed in PaginaMedicala.ro.

We brought the internet and the
online communication closer to
Health System professionals:
Physicians, Nurses and Medical
Students. And we make easier the
communication between our users
and the healthcare providers
(employers and medical
equipment manufacturers).

PaginaMedicala.ro supports
palliative medicine, trough all its
sections. The event calendar
offers physicians the opportunity
to plan the medical conferences
according to their interests and
professional specialties.

Here, you we’ll find: “The
International Palliative Care
Conference”, “The Romanian-
American Symposium on
Palliative Care, the courses
"Symptom control in palliative
care" and “"The establishment of
palliative care services", the
Master Program “Management
and palliative care strategies” and
more.

The medical community will
permanently find in
PaginaMedicala.ro news, articles,
video coverages and interviews
on palliative care subject. ,From
the palliative care to the long term

PaginaMedicala.ro, prima
comunitate medicala online, si-a
Tnceput activitatea in august,
2008. Peste 22.000 de
profesionisti din sectorul medical
roméanesc sunt membri in
PaginaMedicala.ro.

Am adus internetul si comunicarea
online mai aproape de nevoile
profesionistilor din domeniul
medical: medici, asistenti medicali
si studenti la Medicin&. In acelasi
timp, mediem comunicarea dintre
utilizatorii nostri si furnizorii de
servicii din Sanatate: angajatori si
furnizori de echipamente
medicale.

PaginaMedicala.ro sprijina
medicina paliativa prin intermediul
fiecarei sectiuni din site.
Calendarul de evenimente ofera
medicilor oportunitatea de a-si
planifica prezenta la manifestarile
stiintifice medicale, n functie de
interesele profesionale si de
specialitatile medicale ale
acestora.

Evenimente precum ,,Conferinta
Internationala de ingrijiri
Paliative”, ,,Simpozionul
Romano-American in Ingrijiri
Paliative”, cursurile ,,Controlul
simptomelor in ingrijirea
paliativa” si ,,infiintarea de
servicii de ingrijiri paliative”,
programul masteral
,Managementul si strategiile
ingrijirilor paliative”, precum si
multe altele, sunt descrise pe larg

PaginaMedicala.ro - nepsoe
MeOuLUMHCKoe CoobLLECTBO
OHITalH, Ha4ano CBOK
peaTenbHocTb B asrycte 2008
ropa. bonee 22.000
npodeccnoHanoB U3 pyMbIHCKOTO
MeOuLUMHCKOro coobLuecTBa,
ABNSAOTCA YNeHaMu
PaginaMedicala.ro.

Mbl NpUBAM3NNN MHTEPHET U
OHNaviH obLLeHne K Hyxxgam
CneLmanmcToB CUCTEMbI
34paBOOXPaHEHNS : Bpayam,
MeLMWLMHCKMM CECTpaM U
CTyAeHTaMm Mef. MHCTUTYTOB. B To
Xe BpeMsi, Mbl obnerdyaem
obLLeHne Mexay HaWmMu
nonb3oBaTensiMi u
MEOULMHCKUMUN YYpEXOEeHNSIMM
(paboTtogaTtensimu un
npon3BoaUTENAMU MEANLIMHCKOIO
obopynoBaHus).

PaginaMedicala.ro nogaoepxusaet
nannuaTMBHY MeULUHY Npwu
noMoLLM BCEX pasfernos canta.
Kanengapb meponpuatui
npegocTaBnsieT Bpayam
BO3MOXHOCTb NiaHMpoBaTb CBOE
yyactve B MeMULIMHCKMX HaYYHbIX
3acefaHnsx, B COOTBETCTBUM C
npod)eccroHasnbHbIMU
MHTEepecamm 1 ¢ X MeANLUHCKON
crneunanbHOCTbIO.

Takume cobbITus Kak
»MexayHapoaHas
KoHdepeHuus no
MannuatuBHomy yxoay”,
»sPYMbIHCKO-AMepUKaHCK1UMN
Cumnosnym no
MannuatuBHoMy yxoay”, Kypcol
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treatment in kidney cancer”, “The
‘Doctor-patient relationship’,
discussed at The National
Palliative Care Conference”,
“Waiting list for palliative courses”
are just some titles that can be
find in our website.

We offer the medical
professionals a connection system
n order to facilitate dialogue and
to encourage collaboration. Thus,
they can share medical
experience and information on a
wide range of topics, including
palliative care, using blogs,
medical groups and a forum.
PaginaMedicala.ro encourages
continuing medical education and
that’s why our website propose to
all it's members tests, exercises
and case reports.

And because we promote and
sustain young medical
professionals, we created “Young
Physicians Gala”- the first
Romanian event that awards
young physicians' performance.
Our purpose is to promote people
and projects with a meaningful
contribution Tn the Romanian
medical system.

We invite physicians with
performant projects and results in
palliative care to subscribe to
Gala, on
www.qgalatinerilormedici.ro.

in PaginaMedicala.ro.

Site-ul ofera profesionistilor din
domeniul medical un sistem de
conexiuni, cu scopul de a facilita
dialogul si de a incuraja
colaborarile. Astfel, membrii
PaginaMedicala.ro Tsi pot
Tmpartasi experienta profesionala,
inclusiv in ceea ce priveste
ingrijirea paliativa, utilizand
bloguri, grupuri medicale si
forumul de discutii.
PaginaMedicala.ro incurajeaza
educatia medicala continua si de
aceea propune tuturor membrilor
sai teste, exercitii si studii de caz.

Si pentru ca promovam si
sustinem tinerii profesionisti din
Sanatate, am creat Gala Tinerilor
Medici, primul eveniment din
Romaénia care premiaza
performanta tinerilor medici.
Scopul nostru este de a promova
oameni si proiecte cu o contributie
semnificativ la evolutia sistemului
medical din Romania.

Invitam tinerii medici cu proiecte si
rezultate deosebite Tn ingrijirea
paliativa sa se inscrie la Gala, pe
www.galatinerilormedici.ro.

»,KOHTpOSIb CMMNTOMOB B
MannunatuBHom Yxoae” u
,,Co3aaHue ycnyr no
MannuatuBHomy yxony”,
MarucTepckasi nporpamma
,,MeHeXXMeHT n cTpatermm
nannmaTuMBHOro yxoga”, Tak u
MHOroe gpyroe, LUMPOKO ONMCaHbl
Ha PaginaMedicala.ro.

Cant npegoctaensiet
npodeccuoHanam u3 obnactu
MeOULUMHbI COOTBETCTBYHOLLIYIO
CUCTEMY CBSA3M, A1 TOro, YToObI
yNyylwnTb ANanor 1 NooLwpuTb
coTpyaHunyecTBo. Moatomy,
yneHbl PaginaMedicala.ro moryT
NoAenuTbCst CBOUM
npodeCcCcuoHarnbHbIM OMbITOM,
BKITHOYas M ONbIT MO
nannMaTMBHOMY YXOAy,
ucnonb3ysa 6noru, meguumMHckue
rpynnbl 1 opymbl A4S
obcyxaeHus.

PaginaMedicala.ro noggepxvusaet
NOCTOSIHHOE MeaMLMHCKOoe
obpasoBaHue, 1 NO3ITOMYy
npegnaraet BCEM CBOMM YrieHam
TECTbl, YNPaXXHEHUS U
KNUHMYECKue criyyau.

UTak, kak Mbl NPOABUIraem u
noaaepXXueBaemM Mosoabix
cneuunanucToB B obnactu
30paBooXpaHeHNs, Mbl co3ganu
“I'ana Monogpbix Bpauen” -
nepeBoe pyMbIHCKOE MeponpusTue,
KOTOpOE Harpaxgaet ycnexu
MonoAbix Bpayen. Hawa uenb
3aKI04aeTCs B NOOLWPEHNN
NPOEKTOB U Ni0AEN, KOTopble
BHOCHT CYLLLECTBEHHbIN BKNaj B
pasBuUTUE PYMbIHCKON CUCTEMBI
MeOMLIMHCKON NOMOLLM.

Mol npurnawaem Bcex MonoabIix
Bpayen C ycnewHbIMU NpoeKkTamm
1 0OOMBLLMXCS BblOAKOLMXCS
pes3ynbTaTtoB B NaninaTuBHOM
nomoLu, 3anucatbcs B «fana
Monogabix Bpayen» Ha cante
www.galatinerilormedici.ro.
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The Contribution of Spiritual Assistance to Life Quality Improvement of Persons
Facing Advanced Incurable Disease and Bereavement

Contributia asistentei spirituale la imbunatatirea calitatii vietii persoanelor care se
confrunta cu boli incurabile si sprijinul oferit in perioada de doliu
Bknap AyxoBHOM NoOMOLM ANA yINy4leHUA KavyeCcTBa XXU3HU Noaen, CTONKHYBLUMXCS

CO CMepTenbHON 60M1e3HN U CKOpObIo

Marinela Murg / MapuHena Mypr

Emanuel Hospice Oradea, Romania / Xocnuc Emanyen, Opagea, PymbiHus

In the paper we will define
"spirituality" and "religion”, will
explain the meaning of the term
"spirituality” in Christian context,
will identify the "symptoms" of
spiritual suffering, and will show
how to assess the spiritual needs
and present methods of support
and spiritual assistance for
patients and their families. By
presenting some case studies met
in practice, we will show the great
importance which the integration
of spiritual support in the care plan
of the dying patient and bereaved
family has, in order to optimize
their quality of life.

Key words: spirituality, religion,
loss, spiritual care

Tn cadrul lucrarii vor fi definite
LSpiritualitatea” si ,religia”, se va
explica semnificatia termenului
LSpiritualitate” in crestinism, vor fi
identificate ,simptome” ale
suferintei spirituale, vor fi
prezentate modalitati de evaluare
a nevoilor spirituale si metode de
suport si asistenta spirituala
pentru pacienti si familiile
acestora. Prin prezentarea unor
studii de caz intalnite in practica,
se va arata importanta majora pe
care o are integrarea asistentei
spirituale Tn planul de ingrijire al
pacientului muribund si a familiei
indoliate, in vederea optimizarii
calitatii de viata.

Cuvinte cheie: spiritualitate,
religie, pierdere, asistenta spiritual

B aTon cTtaTbe OyayT onpegeneHsbi
“0yXOBHOCTL” M “penurua’, oyget
O0OBSACHAHO 3HaYeHMe TepMUHa
"0YXOBHOCTbL" B XpUCTUAHCTBE,
OyayT BbISiBNEHbI "cMMNTOMBI"
OYXOBHbIX CTpagaHun, 6yaoyT
nokasaHbl MeToAbl OLLEHKN
OYXOBHbIX NOTpebHoCcTEN, METOAbI
noaaepXkn 1 AyxoBHasi NOMOLLb
Onsi NauMeHTOB U UX CEMEN.
MpencTtaBnsas npumepsl,
BCTpeYatoLMecs B NpaKTu1ke,
OyaeT nokaszaHo 3HaveHue
WHTErpaumm yXOBHOW NOAOEPXKKN
B NIlaHe NOMOLLM YMUpaeLLeMy
NauMeHTy 1 ceMbsAM MornbLunx,
Ons onTMMM3auumn KadecTtea
XKU3HWN.

KnioueBble crnioBa: 1yXOBHOCTb,
penurus, noteps, coLuanbHas
MOMOLLib.
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ENHANCING PALLIATIVE
CARE COMPLIANCE TO
INTERNATIONAL
STANDARDS

ynyJlieHue ycnyr no
nannavaTuBHOU NOMOLUU B
COOTBETCTBUMU C
MeXAayHapoaHbIMU
cTaHOapTamMu



Developing of cancer pain protocol in the Republic of Moldova
PaspaboTka npoTokona 6oneBoro cuHapoma npu pakoson 6onesHmn B Pecnyo6nuke
MonaoBa

Vadim Pogonet, Victor Cernat / Bagum lNMoroHey, Buktop YepHar
Institute of Oncology, Chisinau, Republic of Moldova / OHkonornyeckun Muctutyt, KuwnHay, Pecnybnuka

MonpgoBa

The National Clinical Guideline “Cancer Pain” was
developed by a Ministry of Health working group,
composed of specialists in AIC with competences in
Palliative Care and oncologists from the Institute of
Oncology. Experts of the Preliminary Country
Program of the “Millennium Challenge Foundation”
developed the methodology of elaboration and
implementation of clinical guidelines in the Republic
of Moldova and the actual protocol is based on
those recommendations.

For development the actual protocol authors took
into consideration the recommendations for similar
protocols on cancer pain. Where available, the
protocol includes references for evidence-based
medicine. The protocol considers the actual
situation and the probable evolution of approach to
cancer pain management in the country. The
National Cancer Pain Guideline has the following
goals:

1. Enhancement of pain treatment efficacy at
cancer patients.

2. Provision of a qualitative evaluation and
management of cancer pain.

3. Development of evidence-based
recommendations and improvement of
consecutiveness in multidisciplinary approach to
cancer patients with pain.

4. Reducing the number of adverse effects and
complications due to pain treatment at cancer
patients.

5. Rising awareness of contemporary cancer pain
treatment between medical personnel.

Based on the National Clinical Guideline on Cancer

Pain, each medical institution in the country is

developing the Institutional Protocol (IP). The tasks

of the IP are:

1. Guaranteeing the adherence to the requests of
the NCP based on evidence-based medicine.

2. Expertise, quality rating of medical assistance.

3. Planning the volume of medical assistance.

4. Expenditure cost determining per case (patient).

The protocol includes the algorithm of cancer pain
management, description of factors that influence
pain perception, pain syndromes connected to
cancer, recommendations for pain assessment and

HauwnoHanbHbIh KnuHnyeckuin Mpotokon "Boneson
CUHAPOM Npu pakoBor 6one3Hn" Obin paspaboTaH
pabouen rpynnon MmHnctepcTtBa 3gpaBooxpaHeHus, B
COCTaB KOTOPOM BXOAAT cneunanmctel AHeCTe3nn m
MHTeHcuBHOM Tepanuu ¢ kKoOMNeTeEHUMAMN B
MannuatneHon MomoLum n oHkonorn ns NHctutyTta
Onkonoruun. Cneumanuctbl [NpeaBaputensHon
Mporpammebl CTpaHbl "®oHg Bei3osbl TeicaueneTtums"
paspaboTan MeTogonormo passBuTuUsa U BHEOPEHUS
KnMHMYecknx pykosoacTts B Pecnybnuke Mongosa, n
OaHHbIV NPOTOKOJST OCHOBAH Ha 3TUX PEKOMEHOALUNNAX.
[ns pa3BuTua 3TOro NPOTOKONa, aBTOpbl MPUHANN BO
BHUMaHWe pekoMeHAaumMmM aHanormyHblx NPOTOKOMOB O
6oneBom cnHOpoMe npu pakoBon 6onesHu. Mo
BO3MOXXHOCTU, MPOTOKOS COAEPXKMUT CChINTKM Ha Hay4HO-
obocHoBaHHy MeaunumHy. MNMpoTokon paccmatpuBaeT
CerogHsiLLHee NonoXeHue, 1 BO3MOXHOe
HaunoHanbHoe pa3suTne nogxoda k bonesomy
CUHAPOMY Mpu pakoBown 6onesHn. HaunmoHanbHbIN
MpoTokon 6oneBoro cMHOpomMa npu pakoson 6ose3Hn
npecnegyet crneayouwme uenu:

1. ToBbllweHne achpPekTUBHOCTM NeyveHns Goneeoro
CUHOpPOMA Y OHKOMNOrM4Yeckux 60NbHbIX.
MpepocTtaBneHne Ka4yeCcTBEHHOM OLEHKN U
MEHeKMeHT 6GONeBOro CMHAPOMA Npu PakoBOMn
6onesHu

Pa3Butne Hay4yHO-060CHOBAHHbBIX PEKOMEHOAaLUUN U
COBEpPLUEHCTBOBAHNE HEMNPEPBLIBHOCTMU B
MEXANCLUNNIMHAPHOM NOAX0AE K JIEYEHUIO
6oneBoro cMHApomMa npu pakosow 6onesHu
YMeHbLUeHne vncrna noboyHbix 3 PekToB 1
OCIOXHEHWI Npun rneyeHmnn 6onesoro cuHgpoma y
pakoBow 6onesHu

MoBbllWEeHME YPOBHA OCBELOMMEHHOCTU MeXay
MeOMWLNHCKMM NepcoHanomM, 0 COBPEMEHHOM
neveHnn 60NeBOro CMHAPOMa NMpu PakoBOM
6onesHu

N

w

E

o

Ha ocHoBe HauunoHanbHoro KnuHuyeckoro MNpoTokona
Bonesoro CuHgpoma npu PakoBoi bonesHu, kaxaoe
MeOMLNHCKOE yYpexaeHne CTpaHbl pa3BuBaeT
WHcTuTyymoHanbHble MNMpoTtokonsl (UMM). 3agavamun UM
ABMNSATCS:

1. MNapaHTupoBaHne cobnoaeHns Npocko
HauwnoHanbHoro KnnHuyeckoro MNpoTokona
OCHOBaHHOMO Ha Hay4YHO-060CHOBaHHOW MeaULNHE.

2. JKcnepTuaa n oueHKa Ka4yectBa MeOULMHCKOWN
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for examination of a cancer patient in pain. Protocol
includes relevant information for specialists dealing
with cancer pain and a guide for patients and their
caregivers. In a detailed way, with examples of
calculation, is offered the initiation of opioid
treatment and conversion data for opioids.

The protocol complies with the requests to National
Clinical Protocols, approved by the MH order nr.
124 from 21.03.2008 and encloses in the actual
medical service for all the levels of medical
assistance in the country.

Key words: protocol, pain, cancer, treatment

NOMOLLIN
3. MNnaHnpoBaHMe o6beEMa MEAULMHCKOM MOMOLLIN.
4. Pacxoabl CTOMMOCTHU Kaxgoro cryyas (naumeHTa).

MNpoTokon BkntovaeT B cebst anroputm 6oneBoro
cuHOpoMa npu pakosown 6onesHn, onncaHne akTopos
BNMSAKOLWLMX Ha BOcnpuaTue 6onun, 6onesbie CUHAPOMbI
CBSI3aHHble C OHKOJIOrM4Yecknm 3aboneBaHnem,
pekoMeHaaumMn Ons oueHKn 60neBoro cnHapomMa u ans
obcnegoBaHust pakoBoro 60nbHOro ¢ 6oneebiM
cuUHAPOMOM. [pOTOKON COAEPXKNT HEODXOOMMYIO
MHdOpMaUUIo onsa cneumanmucToB, 3aHUMarLWmMxca
©oneBbIM CUHOPOMOM, NMPU pakoBOM 3aboneBaHUn n
PYKOBOACTBO ANS NAUMEHTOB U X ONEKYHOB.
MNogpo6Ho, c NnpumMepamMmn pac4eToB, NnpeanaraeTcs
WHULIMMPOBAHME NEeYeHNsa onuongamm 1 KOHBepcus
OaHHbIX MO onMouaam.

[aHHbI NPOTOKOST COOTBETCTBYET 3anpocam
HauunoHanbHbIX KnnHnyecknx MNpoTokonos,
yTBEpPXAEHHbIN NpukazoM MuHucTepcTea
3npaBooxpaHeHns Hp. 124 o1 21.03.2008 n
BHeApsieTCA B Tekyllee MeanumHckoe obenyxmBaHue
Ha BCEX YPOBHAX MeAULMHCKON NOMOLLM B CTpaHe.

KnroueBble cnoBa: NpoTokon, 6oneBon cMHApPOM, pak,
neyeHue
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Case studies on pain
Bonb. KnuHnyeckue cnyyau

Natalia Carafizi / Hatanbsa Kapacunsu

»+Angelus Moldova” Charity Foundation for Public Health, Republic of Moldova / Meguko-CoumnanbHblii

bnarotBoputenbHbit PoHa «AHxenyc-MongoBay

Case study Ne 1
56-year-old man, townsman

Brief medical history:

e July 2010 — diagnosis: moderate-differentiated
adenocarcinoma of prostate TsNoM;. Multiple
metastases in spinal column, pelvic bones and
lower extremities;

e has received treatment with Bonefos (Sodium
clodronate) and later with Androcur (Cyproterone
acetate) with good responses for a short period of
time. In November 2010 has received local
radiotherapy for painful bone metastases with short
relief of pain;

¢ s referred to specialized palliative care service for
assistance.

Patient needs’ assessment:

e pain — thoracic part of spinal column, right anterior
costal part of the chest and both thighs; VAS — 9-
10 points from 10; mainly aching character; is
getting worse in long lasted lying position and at
the lower extremities movements; is relieved by
intramuscular injections of 2%-1ml Promedol
(Trimeperidine, Meperidine) for 1-2 hours;
interrupts sleep;

e constipation — up to 5 days; sporadically takes
laxative pills (Bisacodyl) and suppositories
(Bisacodyl);

e severe weakness — keeps pacing around the flat
with someone’s support, mostly lays in bed; lost
weight; speaks quietly and slowly; often easily
cries;

e past medical history does not include any specific
diseases or health conditions;

e about 3 months ago for pain control injectable 1%-
1ml Morphine was administered in a single dose of
10mg prn. After the first injection nausea up to
vomiting developed. This was assessed as “drug
intolerance”, after which the patient categorically
refused making injectable Morphine and the
medication was substituted for 2%-1ml Promedol.

KnunHuyeckun cny4yam Ne 1
56-neTHUI MYX4MHa, XUTENb ropoa

KpaTtkuii aHamHes:

nionb 2010 — gMarHos: ymepeHHo-
anddepeHUnpoBaHHas ageHokapLHoma
npeacratenbHon xenesbl TaNoM;. MHOXeCTBEHHbIE
MeTacTasbl B KOCTM NMO3BOHOYHOMO CTONOAa, Tasa u
HWXKHWX KOHEYHOCTEW;

npuHuman boredoc (Sodium clodronate) n noaxe
Angpokyp (Cyproterone acetate) ¢ No3UTMBHbBIM
OTBETOM Ha fle4eHne B TeYEHNE KOPOTKOrO
npomexyTtka BpeMmeHun. B Hosbpe 2010 nonyyun kypc
rfiokanbHOWM pagmoTepanum no NoBOAY KOCTHbIX
MeTacTas3oB, pe3ynbTaToM KOTOPOW Bbin KOPOTKMN
obesbonueatoLmii acpdekT.

HarnpaBneH Ha KOHCYNbTauuio B CNeLmMannu3vpoBaHHyo
cnyx0y nannMaTtMBHOW NOMOLLM.

OueHka noTpebHoCcTeN naumneHTa:

060nb — B rpyaHOM oTAene no3BoHOYHOro cTonba,
npaBov nepeaHen pebepHol 06nacTu rpyaHON KIeTKM
n B 6égpax; BALU — 9-10 6annos un3 10;
NPEMMYLLECTBEHHO HOIOLLETO XapaKTepa;
yXygLarowiasacs npu oMTenbHOM fexXaHun B KpoBaTu
1 MPU OBWKEHUN HWKHUMU KOHEYHOCTAMU;
KOHTPONMpyeTcsi BHYTPUMbILLEYHBIMU UHBEKLMAMU 2%
-1 mn MNpomegona (Trimeperidine, Meperidine) B
TeyeHne 1-2 4acoB; Bbi3blBaeT BECCOHHMLLY;

3anop — Ao 5 gHew; nHorga NpYHMMaeT nepoparnbHble
cnabuTenbHble cpeacTBa, Takue Kak
TabneTnpoBaHHbI Bucakogun (Bisacodyl) n
pekTanbHble cBeun buckoauna (Bisacodyl);
BblpaXkeHHasi cnabocTb — NnepeaBuraeTcs No KBapTmpe
C MNOCTOPOHHEN NOMOLLbIO, B OCHOBHOM GONbLUYIO
YacTb BpEMEHW HaxoOUTCH B MOCTENW; MOTEPSAN B
Bece; roBOPUT TUXO Y MEASEHHO; YacTo Nerko nnaver;
npegblayLwnn MeguumMHCKUA aHamMHe3 naumeHTa He
OTHArOLLEH;

oKomo 3 MecsiLeB Hasag NauMeHTy Ans KoOHTponsa 6onu
Obin HasHayeH 1%-1Mn UHBbEKUMOHHBIN MopduH,
pasoBas fo3a koToporo coctasnsna 10 mr npu
HeobxogmmocTu. Nocne nepBon MHbLEKUMN Yy NauneHTa
BO3HMKIa TOLWHOTA, Nepexoadwas B pBoTy, YTo ObIno
pacLeHEeHo Kak «HEMepeHOCMMOCTL npenapaTay,
nocrie KOTopour NauneHT KaTeropuyeckn oTkasancs
NPUHUMATh UHBEKLMOHHBLI MopduH 1 AaHHbIN
npenapat 6bin 3ameHeH 2%-1mn Mpomenonom.
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Case study Ne 2
64-year-old woman, townswoman

Brief medical history:

e May 2010 - diagnosis: cancer of the left breast
T4NoMj. Isolated metastases in liver;

¢ has received 2 courses of chemotherapy without
positive effect and later took Tamoxifen also
without significant effect. In October 2010 lysis of
the main tumour has initiated,;

e is referred to specialized palliative care service for
assistance.

Patient needs’ assessment:

e pain — area of disintegrated tumour in left breast;
VAS — 2-3 points from 10; mainly aching character;
is getting worse at bandaging through the feeling of
burning; is relieved by intramuscular injections of
5ml Baralgetas (Metamizole sodium + Pitofenone +
Fenpiverinium bromide) or Ketanov (Ketorolac)
30mg/1lml;

¢ wound — irregular contours, diameter is about 5¢cm,
scanty discharging with moderate unpleasant
smell, occasionally slightly bleeding;

¢ moderate weakness — keeps pacing around the flat
without assistance;

e past medical history — 3 years has been suffering
from arterial hypertension, routinely taking
appropriate hypotensive medication.

Key words: control of chronic cancer pain

KnuHunyeckun cny4vam Ne 2
64-NeTHANA XeHLWuHa, X1UTernbHuLa ropoaa

KpaTkun aHamHes:

man 2010 — anarHos: 3nokayecTBeHHoe obpa3oBaHme
nesown mono4Hou xenesbl T4N,M;. EQUHMYHbIE
MeTacTasbl B NeYeHu;

nonyyuna 2 Kypca xummotepanuu 6e3
nonoxuTeneHoro addekTa, ganee npMHUMana
TamokcudpeH (Tamoxifen) Takke 6e3 CyLLEeCTBEHHOMO
achdbekTa. B oktabpe 2010 Havancs pacnag
NepBUYHOM OMYXOJN.

HarnpaBneHa Ha KOHCynbTauuio B
crneunanuanpoBaHHyto crnyxby nannmaTnBHOM
NOMOLLIN.

OueHka noTpebHocTeN naumneHTa:

6onb — B 06nacTu pacnagarowencs eBo MosIo4YHON
xenesbl; BALL — 2-3 6anna n3 10; npenmyLlecTBEHHO
KOMIOLLEro Xxapakrepa; yxyalatoLiascs npu
nepeBa3Kax OLLYLLIEHMSIMUN XOKEHUS; KOHTPONUpyeTcs
BHYTPUMbILLEYHBIMU MHBbEKLMAMM S5Mn BapanreTtaca
(Metamizole sodium + Pitofenone + Fenpiverinium
bromide) unu KetaHoa (Ketorolac) 30mr/1mm;

paHa — paHeBasi NOBEPXHOCTb C HEPOBHbLIMU
KOHTypamu, B JuamMeTpe OK. 5CM CO CKyaHbIM
OTOENSEMbIM U YMEPEHHBIM HEMPUATHBLIM 3aMaxom;
nepruoanyeckn crnerka KpoBOTOUUT;

ymepeHHas crnabocTb — nepeaBuraeTcs no kBapTnpe
CaMOCTOATENBHO;

B aHaMHese — 3 roga cTpagaeT rmnepTOHNYECKON
GonesHblo, perynspHo NpUHMUMAaEeT npenaparTsl,
noHmXaroLme apTepmanbHoe AaBreHme.

KnioueBble crioBa: KOHTPOSb XPOHUYECKOM 6o npu
pake
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Increasing Acces to Opioid Medication - ATOME Project
YBenuuyeHue goctyna K onmomaHbiMm npenapatam — Npoekt ATOME”

Snezana M Bosnjak / CHexaHa M. BocHusk

Institute for oncology and radiology of Serbia, Belgrade, Serbia
Cepbckni MHctuTyT no OHkonorum u Pagmnonoruu, benrpag, Cepbun

Opioid analgesics are simultaneously indispensable
medicines and harmful when abused. The challenge
for governments is to balance the obligation to prevent
diversion, trafficking and abuse of opioids with the
equally important obligation to ensure their availability
and accessibility for medical purposes. The ATOME
(Access to Opioid Medication in Europe) is an EU-
funded project with the overall goal to improve the
availability of opioids for moderate to severe pain and
for the treatment of opioid dependence in 12 countries
in Eastern and South Europe. Applied research is
being undertaken into the reasons why opioid
medicines are often not available where needed and
not used adequately in these countries. Based on the
results, tailor-made recommendations will be
elaborated for each country in collaboration with
national country teams. These recommendations will
be presented to the national governments, to health-
care professionals, other key decision-making bodies
as well as to the general public in each country with
the aim of improving the accessibility, availability and
affordability of controlled medicines.

The overall goal of the project will be implemented
through three specific objectives: a) to undertake a
national legislation analysis of potential barriers to
opioid availability and accessibility using WHO 2011
guidelines, b) to undertake an external review of
relevant national legislation and recommend, in
compliance with the international drug conventions,
appropriate amendments to governments for ensuring
balance in national policies on controlled substances,
and c) to elaborate and introduce a research and
monitoring tool for tracking and comparing the extent
of per capita opioid availability. The project started in
December 2009. The ATOME consortium will closely
collaborate with the country teams to formulate
country reports to be presented to the Ministers of
Health of the countries involved.

The research leading to these results has received
funding from the European Community’s Seventh
Framework Programme [FP7/2007-2013] under grant
agreement n° 222994 with the overall aim to improve
the access to opioid medication in Europe. yne.
Website: www.atome-project.eu.

OnvounagHble aHanbreTMkn OAHOBPEMEHHO MOTYT ObITb Kak
HeobXxoAUMbIMU NiekapcTBamu, Tak U BpegHbIMU (Npuy
3noynoTpebnexnn). 3agada npaBMUTENbLCTBA 3aKo4YaeTcs B
fanaHce 0693aTenNbLCTB N0 NPEeAOTBPALLEHNIO YTEUKN,
3anpeLLEHHON TOProenun v 3rnoynotpebneHunto onnovaamu un
He MeHee BaXkHbIM 0083aTeNnbCTBOM rocygapcTaa no
obecneyeHunto X HanMyns n AOCTYNHOCTU ANS MEAULIMHCKMX
uenen. MNMpoekt ATOME (Access to Opioid Medication in
Europe — Joctyn k OnnongHeim MNpenapaTtam B EBpone) -
duHaHcupyembii EBponerickum Coto30M NPOEKT C LEeNbHo
NOBbILIEHUS OCTYNHOCTU ONUOMAOB ANS MEHeIKMEeHTa
YMEPEHHOW 1 CUIbHOM 60OnK 1 ANs nevyeHnst onMonaHon
3aBucumocTu B 12 ctpaHax BoctouHon n KOxxHon EBponbl.
MpuknagHble HayYHble UCCNEAOBaHUSA paccCMaTpuBaloT
NPWYYHbI, U3-3a KOTOPbLIX ONMOMAHbIE NpenapaTtbl YacTo
HEeJOCTYNHbl TaM, r4e OHU HeoBXoAMMbI, a TaKKe He
MCMNOMb3YTCA AOMKHbIM 06pa3om. Ha ocHoBe pe3ynbTaTos,
1 B COTPYAHMYECTBE C HaLUMOHanbHbIMWU KOMaHaamu, oyaoyT
paspaboTaHbl MHAMBMAYaNbHbIE pekoMeHOaunmn A Kaxaom
CTpaHbl. AT pekoMeHaaumn byayT npeacTaBneHsl
HaUMOHanbHbIM NpaBuUTeNbCTBaM, MEAULIMHCKAM
paboTHVKaM 1 APYrMM OVPEKTUBHBLIM OpraHaMm, a Takke Xe
LLIMPOKOW OOLLECTBEHHOCTUN B KaXX4O0W CTPaHe, C Lenbko
NOBbILUEHUS AOCTYNHOCTU Y HANMYUS KOHTPONMPYEMbIX
nekapCTBEHHbIX CPeACTB.

O6was uenb NnpoekTa 6yaeT oCyLWeCTBAATLCA C MOMOLLBIO
TPEX KOHKpEeTHbIX 3afay:

a) NPOBECTM aHanM3 HaLMOHanbHOro 3akoHod4aTenbCcTBa no
BO3MOXHbIM NPENATCTBUMAM NPWU HanNu4umn 1 JOCTYNHOCTH
ornvouaHbIX Npenapartos, ncrnons3ysa pekomeHgauum WHO
2011.

0) NpPOBECTN BHELLHIOI NPOBEPKY, COOTBETCTBYHOLLYIO C
HaUMOHanbHbIMKN 3aKOHOA4ATEeNbLCTBAMU, U peKoMeHOoBaTb
Ons NpaBUTENbCTBA, B COOTBETCTBUMN C MEXAYHAPOAHbIMN
KOHBEHLMSIMM HAPKOTUKOB, COOTBETCTBYHOLLME NOMNPaBKM Mo
obecneyeHunto paBHoBecus B 061acTi KOHTPONUPYeMbIX
BELLECTB B HALMOHANbLHON NOMUTUKE

B) pa3paboTaTtb 1 BHeAPUTb Hay4YHble NCCeA0BaHUSA 1
WHCTPYMEHT MOHUTOPUHIA AN OTCNEXMBAHUS U CPaBHEHUS
CTeneHn AOCTYNHOCTM ONMONAHLIX NpenapaToB Ha AyLly
HaceneHus.

MpoekT Havancsa B gekabpe 2009 roga. KoHcopumym Atome
OyQeT TeCHO COTpyAHUYAThL C rpynnaMu M3 pasHbiX CTpaH,
Ansi paspaboTky HauMoHarnbHbIX A4OKNaAoB, KoTopble 6yayT
npencraeneHsl MHMCTEpCcTBaM 30paBOOXpPaHEHUS CTPaH-
yyYacTHuy,
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International Guidelines for Cancer Pain Management with Focus on Opioids
MexayHapoaHble peKoMeHAauMmu no MeHegXKMeHTY 60neBoro cuHapoma npm
pakoBoM 3aboneBaHuu, ¢ PoKycupoBaHueM Ha onuounabl

Snezana M Bosnjak / CHexaHa M. BocHusk

Institute for Oncology and Radiology of Serbia, Belgrade, Serbia / Cepbckuit MHCTUTYT no OHkomornn

Paguvonorun, Benrpaa, Cepbun

According to valid international guidelines for cancer
pain management (EAPC, ESMO, NCCN, CCO,
SIGN) opioid analgesics are the mainstay of treatment
for moderate to severe cancer pain. They are effective
for both nociceptive and neuropathic pain. They have
predictable adverse effects and are fundamentally
safe when used as recommended by trained and
qualified physician. Opioids can be given in a variety
of formulations, for persistent background pain as well
as for breakthrough pain. Opioids can also be given by
a variety of routes. They are classified as agonists,
partial agonists, mixed agonist antagonists, depending
on their actions at the receptor sites. Individuals have
differing sets of opioid receptors and this accounts for
individual differences in analgesic response to opioids.
Opioid selection will depend on severity of pain (mild
to moderate or moderate to severe), type of pain
(persistent uncontrolled or controlled and stable but
with breakthrough episodes) and possible route of
administration (oral vs. other routes). Treatment with
opioids should be individualized, taking into account
patient characteristics (opioid naive, elderly, frail,
presence of renal or liver impairment, or of other
symptoms). It is usual to start at a low dose and build
up gradually to get the best pain relief. Unlike weak
opioids, strong opioids do not have a maximum dose.
Dose may be increased as high as needed until pain
relieved or adverse effects unacceptable. The right
dose is the one that relieves the pain without
unacceptable adverse effects. A switch to an
alternative opioid or alternative administration route
may be considered in an attempt to achieve a better
balance between analgesia and adverse effects.
Clinical practice guidelines are developed to assist
practitioner as well as patient, to improve the quality of
clinical decisions and the quality of care received by
patients.

B cooTBeTCTBUM C AENCTBYIOLLMMUN MEXOYHAPOAHBIMU
PYKOBOASALLMMU MPUHLMNAMU MO MEHEOXXMEHTY 6oneBoro
cuHapoma npu pake (CEAIN, ESMO, NCCN, CCO, SIGN)
ONMOVAHbIE aHaNbreTUKN SBNSTCA OCHOBOW AN
neYeHns yMepeHHoOM Ui CUnbHOM 6onM Npu pakoBoW
6one3Hn. OHM apDEKTUBHBI KaK ANst HOLMLENTUBHOM Tak
1 ons Henponatudeckon 6onu. OHn nvetoT
npeackasyemble NoboyHble ahdEKTbI U COBEPLUEHHO
6e3onacHbl Npy MCNOMNb30BaHNM B COOTBETCTBUN C
pekoMeHaaunaMn 0By4EHHbIX U KBANMPULNPOBAHHbIX
Bpaden. Onvounabl MOryT ObITb AaHbl B Pa3nmMyHbIX
cocTaBax, kak npy NOCTOsIHHOM 6onn, Tak 1 Npy NpPopbIBax
60nun. OHM MOryT MMeTb pasHble NyTn BBeaeHus1. OHK
KnaccuunumnpyoTcst Kak aroHUCTbI, YaCTUYHbIE arOHUCTHI,
CMeLLaHHble arOHUCT-aHTarOHUCTLI, B 3aBUCUMOCTU OT
X OEeNCTBMSA Ha peuenTopbl. JTIoAM UMET pasnuyHble
rpynnbl ONMUOVAHbBIX PELLENTOPOB, U 3TO OOBbACHSET
nHaMBMAyarnbHble pa3nuuns npu obesbonueatoem
oTBeTe Ha onvounapbl. OnuonaHbIn BeIbOp ByaeT 3aBnceTb
OT MHTEHCUBHOCTM BOMnK (OT Nerkon Ao cpegHen unm ot
cpegHewn Ao CurnbHOR), OT TMna 60onu (MOCTosIHHas
HEKOHTPONMpyeMas Unm KOHTponmMpyemas n ctabunbHas,
HO C 3nM304amMu NPOPbLIBOB), @ TAKKE BO3MOXHbIE MYTH
BBEAEHMSA (NepopanbHO Unu apyrumm nytsiMum). JledeHune
onvovaammn JOSMKHO ObITb MHAMBUAYANBHBIM, C Y4E€TOM
XapaKTepUCTUK NaumeHTa (NepBUYHOE Ha3HavYeHne
ONMOVAOB, NOXWIbIE UMW XPYMKNE NaLUEHTbI, C HANNYMeEM
NMOYEYHOW MM NEeYEHOYHON HEAOCTATOYHOCTH, UMK C
Hanu4nem gpyrmx cuMmntomoB). OBbIYHO HauYNHaem c
Marnow Ao3bl U MOCTENEHHO Nporpeccupyem, ansi Toro
4YTOObI NONYYNTH Ny4llne pesynbTaTtbl Npy obneryeHnn
©onn. B otnnyme ot cnabbix onMonaos, CUMbHbIE
ONMOVAbI HE UMEIDT MakcumarnbHyt 0o3y. [loza moxeT
ObITb yBENMYEHa No He0b6XO04MMOCTH, MoKa NOSBUTCSA
obneryeHne nnu nobo4Hble addekThl. Nepexon Ha
anbTepHaTMBHbIE ONUOWALI UM anbTepHaTUBHLIE MYTH
BBEAEHMS MOTYT ObITb YYTEHbI MPU MOMNbITKE 40OUTLCA
nyyuwero 6anaHca mexay o6e3bonveBaHvemM U NOGOYHbLIMK
acbdekTamn. KnnHuyeckne pekomeHgaumm paspadoTaHbl
C LIeNnbo OKasaHusi MOMOLLM JOKTOpaM M naumeHTam, Ans
YNy4LLEeHNSA KayecTBa KITMHUYECKUX PELLEHN N KaYeCcTBa
MEANLNHCKOM NOMOLLM NOSTyYEHHOM NaumeHTamm
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Pain management when access and use of opiates is limited: Albanian experience
MeHekMeHT 60neBoro cMHapoma, Kkorga AoCTyn K UCNOJb30BaHUIO ONMaToB
orpaHu4yeH: AnGaHCKuUi onbIT

Irena LASKA, Kristo HUTA, Fatmir PRIFTI, Rudina RAMA/ UpeHa /lacka, Kpucto Xyta, ®atmup

Mpo¢tn, PyguHa Pama

Albanian Palliative Care Association/ AnbaHckas accoumnaums no NanavatnsHon Momoum

The goal of this presentation is to show methods
of pain management to cancer patients when the
access of opiates use is limited, types of opiates
available to this category of patients in Albania; to
explain the reasons of a limited use of morphine
even though it is available in our country; to
present the lobbing and advocacy efforts of the
national Association of Palliative Cures and its
supporters are undertaking to increase the
knowledge on the treatment of terminally ill
patients.

Methods and materials used:

» Documented work experience of palliative care
teams in Albania.

» Data provided from family doctors that have
participated to the trainings organize by
palliative care specialists on this service.

» Data provided by the Regional Health
Insurance Institutes and the protocols used to
in the treatment of terminally ill cancer patients.

» Documented results of the lobbing and
advocacy meetings held with governmental
stakeholders  with  the participation  of
international experts guiding this initiatives with
the purpose of increasing the availability of
opiates

» Delivery of information through publications

» Interviews of health specialists on opiates

Results: The continuous lobbying efforts have
granted the possibility of prescribing morphine
without limit. There are still only a few palliative
care teams operating in the country. The delivery
of information on the necessity of morphine and
other opiates in pain management has been
organized through continuous trainings and
publications.

Conclusions: Though there have been
continuous efforts, the use of opiates in Albania
remains a phobia. The only opiate allowed by law
and used by cancer patients is morphine tablet
10gr and injection 10mg/ml.

Key words: palliative care, terminally ill, pain
management, opiates, lobbing and advocacy

Llenb faHHOM npe3eHTauum - NpoaeMOHCTPUPOBATb
pesynbTathl, Npoogswmeca HaumoHansHon Accouunauuen no
MannuatneHomy JleyeHnto n ero CTOPOHHUKaMn: MeToabl
MeHeaxMeHTa 6oneBoro cumnToma y 60nbHbIX pakom, Korga
[OCTYN K NCMOMNb30BaHMIO ONUaToB OrpaHnyeH, Buapl
OOCTYMNHbIX ONMAaTOB 4118 9TON KaTeropumn 605bHbIX B
AnbaHun, 06 bACHEHUE NPUYMH OrpaHNYEHHOTO
ncnonb3oBaHna MopdUHa Aaxe eCnv OH OOCTYMNEH B HaLLEN
CTpaHe, 1 NpeAacTaBuTb NTOOOMpPOBaHME U agBOKacK B LiENsX
pacLUIMpPeHns 3HaHWIA O NIeYEHNN CMepPTENbHO BONbHbLIX
naumneHToB.

Ucnonb3yemblie MeToAbl U MaTepuanbl:

> [okyMeHTUpoBaHHbIM onbIT padboTbl AnGaHcKon
KOMaHAbl No nannnaTMBHOMY yxoay
> [aHHble, npegocTaBneHHbIE CEMENHbIMU Bpayamu,

KOTOpble NPUHUManu y4acTue B TpeHUHrax
OpraHn3oBaHHbIX crieuManmcTamm no nanMaTuBHOM
nomMoLuu
[aHHble, NpegocTaBreHHble PernoHansHbIMu
WHcTutyTammn MeguunHckoro CTpaxoBaHusl, U NPOTOKOMbI,
ncnonb3yemble Npy IeYEHUN NALNEHTOB B TEPMUHATBHOM
cTagum paka
[okyMeHTUpoBaHHbIE pe3ynbTaThl N066MpoBaHMs 1
agBokacy, Mo NOBbILIEHWIO AOCTYMHOCTU ONUaToB,
npoBeAEHHbIe BO BPEMSI BCTPEY C NpaBUTENbCTBEHHBIMU
3aUHTEepPeCcoBaHHLIMW CTOPOHAMU U C y4acTUeMm
MeXOYHaPOLHbIX 3KCNepToB
> MHdopmurpoBaHue npu NOMOLLY pasfnnyHbIX
nyonvkauumn
> MHTepBblo C MEQMUUHCKMMM cneumanicTamm no
onvartam
Pesynbtatbl:  HenpepbiBHble  ycunvs  nob6upoBaHus
NnpefocTaBuiiM  BO3MOXHOCTb  HasHadeHus MopduHa 0e3
orpaHuyeHuii. Ho noka B CTpaHe CYLLEeCTBYKT BCEro IuLlb
HECKOJbKO KOMaHpg, no nannMaTUBHOWM nomoLLy.
MHdopMmpoBaHne no HeobxoaumocTu MopduHa U AOpyrux
onuaTtoB Anis ynpasreHus 6onbto, ObIO OpraHM3oBaHO Yepes
HenpepbIBHOE 00y4YeHne 1 pasnmyHblie Nyénukaumu.
BbiBoAabl:  XOTS  NPMHMMAKTCA  MOCTOSIHHbIE  yCUNUS,
ynotpebneHne onuatoB B AnbaHuu ewé octaetca dobuen.
EAVHCTBEHHBIN onuar, paspeLUeHHbIn 3aKOHOM n
ncnonb3yembli 6ONbHBIMKM pakoM, 3TO MOpdWH B TabneTkax
10 rp v nHwvekumm 10 mr/mn .

\4

\4

KniouyeBble croBa: nannvatvMBHasi MOMOLLb, Heusnevymmble
OOnbHble, MEHemMKMeHT ©0onu, onuatbl, NnobbupoBaHMe W
nponaraHga
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Applying Knowledge in Clinical Practice: Pain Management and the Application of the Pain Protocol
NMpruMeHeHMne 3HaHMIN B KNIMHUYECKOWN NpaKTUKe: MeHea)KMEHT U NpMMeHeHne NpoToKkona 6oneBoro cMHapoma

Daniela Mosoiu / laHnnena Mowoto

Hospice “Casa Sperantei”, Romania/ Hocnuc ,Kaca cnepaHueir”, PymbiHus
Evaluation Screening for pain Comprehensive evaluation  Initial treatment  Start dose Reevaluation Titration
WITHOUT We establish: (sheet 2) Regardless the intensity of the pain
General Years (reevaluation at each Ethiology Recognise and treat the adverse effects of a medicine (sheet 5) Controlled pain
evaluation - visit) cancer Consider using a co-analgesic (sheet 6) Or the intensity has
see PAL l treatment for cc ?fie'_psycme',‘;mm’_‘a' S“pp°ﬁ (sheet |7) —— dropped with 3
avaluation PRESENT unrelated to cc ake |ntf consideration non-pharmacological methods points on the VAS
Months Establishing the Phy5|ope.atholog|cal Low pain (0-3) STAGE | (sheet &) scale = the same
mechanism AINS or P gario] dose is to be
emergency level e or Faracetamo S
Intensity (ghest 1) Nociceptive Ex. Ibuprofen 400 -800 mg at 6-8 hours IN THE HOSPITAL maintained and the
Symptom E paih EHaracEar Neuropatihc Paracetamol 500-1000 mg at 6 hours At 1 hour after oral  patient is to be
avaliieg Weeks Mixt Moderate pain (4-6) STAGE Il (sheet 9) administration or monitored
The existence of specific ORALLY 30 minutes after
Watch out for pain syndroms Tramadol 50 mg at 6-8 hours (written on the usual prescription)+ subcutaneous Uncontrolled or
futile The objectives of the Tramadol 50 mg PRN for the pain episodes + administration and  accentuated pain
P— y g‘zzgi{ﬁe BREENT patient regarding comfor} z‘)ﬂ:“x"’p”m'de 10 mg at 6-8 hours, 5-7 days laxative (sheet 4) then at each shift To be increased with
¢ |3 ongologist for and functionality g , ; g s while the pain is 50-100% until the
evaluation 3 Dyhidrocodeine 60mg at 12 hours (written on the green prescription) + 7
the . Non physical component . i not under control maximum dose of
iterdivtion NO —» conscious Codeine 15 mg PRN for the pain episode e o -
\ TSI ’ : " or daily if the painis the medicine that
of active paNent - Metoclopramide 10 mg at 6-8 hours 5-7 days +
oncologic laxative (sheet 8) under control was in the initiated
treatments SUBCUTANEOUS (impossible to take medicine orally) titration is reached
Confaselinat Tramadol 50mg sc at 6-8 hours + (sheets 8, 9) for the
onfused patieRt Tramadol 50 mg sc PRN for the pain episode + low and moderate
Metoclopramide 10 mg sc at 6-8 hours 5-7 days+ pain and then pass
laxative (sheet 4) on to the next step.
y SEVERE PAIN (7-10) STAGE lll (sheet 9) IN THE The antiinflamatory
Days Heteroevaluation (sheet g:::-:z NAVEPATIENT (hasriz pieviotsly:had oplaidsfinhisitreatient) AMBULATORY AND medicine or
3) i AT HOME paracetamol can be
|/ < — e Patient under 65 At 24 h ft intained in th
l Morphine with immediate release 10 mg at 4-6 hours (attention to the i t i oursla er ma'nta.me i ihe
Terminal Fracture " renal function)(written on the yellow prescription) 'mt'ét'.on W'_th same time as the
Specific treatment Morphine 10 mg PRN for the pain episode medicine with opioid.
stage et cerebial (surgical, RT, steroids, Metoclopramide 10 mg sc at 6-8 hours 5-7 days+laxative (sheet 4) immediate release
protocol antibiotics, etc.) plus the e Patient over 65 or Uncontrolled severe
Miekameninzesi analgesics specified in the ~ Morphine with immediate release 5 mg at 4-6 hours (attention to the renal 72 hours in the case  or accentuated pain
ing next column function) of medicine with to be increased with
Morphine 5 mg PRN for the pain episode slow release and 50-100% until the
l VlfSCEf:| obstruction/ gfje;g::?:;\laggiﬂg 10 mg sc at 6-8 hours 5-7 days+laxative (sheet 4) then in the same pain is controlled or
perforation ; i rhythm until the until the appearance
Death \ Doses of oral morphine are divided by 2 eses d Firtolerablaigid
Infection Eventually, in case of severe acute pain, the first dose will be administered pg"l I:)Iu: Zr of-fl: tc;(:ra the Sids
. control, an, effects for the
P Unbearable pain licati i p it will b < h
Explications TOLERANT OPIOID PATIENT (used maximum dose of stage ll opioid). The ~ afterwardsit willbe  patient, when a
Bereavement Bbdidoi Local anesthesics (sheet equivalent dose of morphine, oxycodon, fentanyl(fisa 9) is calculated and individualized rotation of opioids
—see PAL 4 4) administrated, will be necessary
beresvement therapeutic Non-pharmacological Eg. Morphine with slow release 30mg at 12 hours plus morphine with (sheet 9)
painful methods immediate release 10mg PRN for the pain episode plus laxative
maneuvers

Satisfactory
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LUeHKa KPUHUHT 0ONU OMNNEKCHaA OUeHKa ayanbHoe neyeHue (raproBan Ao3a epeoueHKa WUTpOBaHUe
(o] C 6 K H C n T
BE3 BOU YcraHaBnuBaem: ErKAA BOJIb (0-3) I-A CTYNEHb (8- ancr) KoHTponupyemasn
O6uwan Foppl (MepeoveHka npu (2-% nucr) HNBM nau Mapauetamon 60Nb UAW CHUKEHUE
OLeHKa - KaZ0M NOCeLeHmH) 3THonorua M6ynpoder 400-800 mr kaxable 6-8 yacos WHTEHCUMBHOCTY Ha 3
Bt pax Mapaueramon 500 -1000 mr Karkable 6 yacos 6anna no
P ] l AeseNse paka CPE/IHAA BONb (4-6) II-A CTYNEHb (9-ii nvict) ——
npomokon CYLWLECTBYHO-LLAA it MEPOPANBHO Y .
Mecaupl PAKOBBIM u B BO/IbHULIE aHaNoroBoW LWKane
OUEHKU BO/b 3a60nesasnem Tpamaaon 50 mr Kaxable 6-8 yacos (06bI4HbIN peuenT) +
u yepes yac nocne (BALLl), ocrasnse
DU3NONATONOTNHECKNT Tpamaaon S0 mr npu Heobxoaumoctn (PRN) ans npucryna 6oaum + ” IAENETY)
Onpenenexue yposHs nepopanbHoro
MexaHnIm MeTtoknonpamua 10 mr kaxble 6-8 yacos, 5-7 gHeld + cnabutenbHoe (4-i e [o3y 1
1 CPOYHOCTN HaterwshsE g BBEACHNA WM HEPE3 oo buanpyem
NHTeHCMBHOCTD Heaponaruueckuii Vs 30 MuHYT nocne
Henenwn -t CmewanHbiit
A (1-# amcr) CYIECTOREHNE [AuxuapokogenH 60 mr Kaxasle 12 yacos (3enéHbiii peuent) + A HekoHTponupye-
Xapakrtep 6onn BBEAEHWA U NoTom
BHUMaHMeE K cneunduyecknx 601esbix KoaeuH 15 mr npu Heobxogmmoctn (PRN) ans npucryna 6oam I Mas unu peskas
HenpUsATUIO CMHAPOMOB Metoknonpamua 10 mr kaxable 6-8 yacos 5-7 gHeid + et T 60onb f03a
neyeHns. Lenn nayvenTa cnaburtenbHoe (8-i 11CT) NOAKOXHO (K020 He803MOMEH NEPOPantHbili 'g VRCTRE: NOBbIWAETCA Ha 50-
OueHka Ceaxurecs ¢ OTHOCUTENBHO KomdopTa 1 3 a/1b
Dymeiegeqerus) HEeKOHTPOAMpOBaHa 100% no
nporHoctu- [ OHKonorom CPOYHOCTb PyHKUMOHANBHOCTH Tpamagon 50 Mr NOAKOXKHO Kaxable 6-8 4acos + pa/np "
A HegHSHUECKUIROMNOHEHT Tpamagon 50 mr nogxoxHo npu Heobxoaumoctu (PRN) ans npuctyna 6onum 1 s MSHCHMEIEHOW
YECKUX :%e:;?)argmﬂ —'HET +p P pyeTy| ecnu Gonesoi [03bl npenapara ¢
$akTopos OHKONOTU- NauvenT 8 Metoknonpamug 10 Mr NnOAKOXKHO Kakaple 6-8 uacos 5-7 aHelt + f‘gHAKTH“: r:;;):mcn KOTOPOro Havanu
Yeckoro SR cnaburensbHoe (4-i aucr) A P TUTPOBaHue (8- 1 9-
neueHns CUNbHAA BONb (7-10) II-A CTYNEHD (9-i4 auct) Wi nnct) ans NETKOM u
NEPBUYHOE HASHAYEHWE ONUONA0B cpeaHen 6onu n
NEPOPA/IBHO noTom nepexoanm
—> CnyTaHHOCTb \ * MauueHTsl 4o 65 net Ha CAeayIoLLYyI0
CO3HaHMA = & B AMBYNATOP-HbIX
y leTepooueHKa (3-ii MopduH HeM&AHEHHoIo BblCBOﬁO)Kﬂ,“eHVIHulO Mr Kaxable 4-6 yacos cTyneHb. Moxem
Dm Awer] (BHMMaHMe K NOYeYHOM hyHKUMM) (KENTLIN peuenT) YCNOBUAX U HA i
MopduH 10 mr npu Heobxoammoctu (PRN) ans npuctyna 6oau Aomy Easiii—
Metoknonpamug 10 Mr noAKOXKHO Kaxkable 6-8 4acos 5-7 gHel + yepes 24 yaca nocne P %
cnaburenbhoe (4-ii nvcr) nepeoro sseaeHus TEABRBIMIIPENApaT
-’AA o MauuenTsl cTaplue 65 net npenapara c Wau napaueramon c
h 4 MopduH HemeaneHHoro 0csoboXaeHVa 5 mr Kaxable 4-6 4acos HemeaneHHbIM OnuonA0oM.
Mporokon - MEHEIDKMEHT (BHUMaHWE K NoYeYHOW GYHKUMM) BbicBOGOXAEHVEM,
HEDGHOM Cneunduueckoe neverune
" el LiepebpanbHble {xuoyprusieckoe, nyuesoe, MopduH 5 mr npu Heobxoaumocty (PRN) winyepes 724acaB  HeKoHTponupye-
CTAAUR PRI, CTepOUAS!, aHTUBUOTUAKY, 1 MeToknonpamug 10 mMr noAKOXKHO Kaxable 6-8 4acos 5-7 AHeid + cnyyae npenapara ¢ Mas CUNbHAA UNK
emreanse > | IS, | |cmenoe b e e o 0P GOm0
eTaCTaRE NOAKOXHO BLICBODOMACHNEM, 8 032 nosbiwaeTcs Ha
[lo3bl nepopanbHoro mopduHa 4enaTes Ha 2 3arem B TOM e &
BucuepanbHasn 5 2 50-100% no
e ———— B ciyqae Taxenoit octpoii 6011, nepeyro 403y BBOAUM BHYTPUBEHHO putmve, 40 Tex nop, KOHTPONMPOBAKMA
CmepTb nepsopaLua NALIMEHT C ONMOMAHOMN TONEPAHTHOCTBIO (roayyun makcumansiyio  MOKa He Byaem 6
Uderums do3y onuoudos 2-ii cmyneHu). BbluncnaeTca n aAMUHUCTRMPYeTCA KOHTpOAnpoBaTL NN N0
e G iR BaE O6bACHeHMA: 3KBUBANEHTHaA 1033 MOPGUHA, OKCUKOAOHE, deHTaHUAE (9-it nuct) 6onb, a 3aTem NoABNEHNA
Mef:erle aHECTETNMA Mpumep: MopduH AAUTENLHOTO BbICBOBONKAEHUA 30 Mr Kaxable 12 yacos  WHAMBUAYaAU3NpPY- HEBbIHOCUMBbIX
Cropbb - - (4-@ ancr} + MOPGUH HemeaNeHHOTO BbICBOBOXAeHUA 10 mr npu HeobxoaMmocTU em neverHue no6ouHbix 3¢ dexTos
P—— BONE3HEHHLIE Hedapmakonoru-yeckue (PRN) 47A NpUcTYNa 60am + crabutenbHoe NA NauvenTa, 8
- TEPANEBTU-YECKUE | meToab! * 3TOM Cyuae,
NPOLEAYPLIT—> Hes3aBUcMMO OT MHTEHCMBHOCTH 6onn Heobxoauma
cKopbu MAHEBPbI PacnosHasaiire v neunte No6ouHbIe IGHEKTbI MeAULMHCKMX NPenapaTos POTALYMA ONMOMAOB

(5-i numcr)

PaccmoTpuTe BO3MOXHOCTL MCMONL3OBAHMA KOAHANBIETUKOB (6-11 ncT)
OKaXuTe NCUXO3IMOLMOHANLHYIO NOAAEPIKRY (7-7 nmncT)

Yuutblpaiite HedapmaKosoruyeckme metoap!

(9-# amcr)

—
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Development of the National Palliative Care Program in the Republic of Tajikistan.
Paspabotka HauuoHanbHow nporpammbl no MNannuatuBHon nomolumn B Pecnybnuke

TapgXukncrtaH

Nigora Abidjonova, S. Umarova, D.Zikriyahodzhaev/ Huropa A6uaxaHosa, C.YmapoBa, [.
3uKpusaxopxaeB
Open Society Institute, Tajikistan / UHCTUTYT "OTKpbITOE 06WWECcTBO", TaaKNKNCTaH

In Tajikistan, as in many developing countries,
there is a trend to increased morbidity and
mortality from cancer and chronic diseases,
including tuberculosis and HIV.

Each year, according to the National Center for
Health Statistics and Information in the country
registered more than 3,000 new cases of cancer,
which is a serious problem, both for the state and
society in general.

According to State Statistics Committee of the
Republic of Tajikistan in the structure of causes of
death malignancies are the third (30.3 per 100
thousand population), after cardiovascular
diseases (222.9 per 100 thousand) and respiratory
(41.5 per 100 thousand).

Adopted with the support of WHO, "Concept of
Reform of Health of Tajikistan™ and the "National
Strategy for Health of the Republic of Tajikistan for
the period 2010 - 2020 years", approved by the
Government of RT (from 02.08.2010, Ne 366),
aimed at ensuring equal access to services health,
including the provision of palliative care (PC). It is
stated in paragraph strategy document as part of a
chapter "Reducing the burden of non-
communicable and chronic diseases" and
designated as "improvement and further
development of the provision of palliative care for
adults and children (the formation of an education
system for PC, palliative wards and hospices on
the basis of clinic and care at home, the
development and enforcement of legal-regulatory
acts).

To facilitate the efforts of the State in carrying out

its tasks in PC, the program "Public health" OSI

Tajikistan jointly with IPCI NY supported various

initiatives:

o Needs Assessment for Palliative Care

e  Translation into the Tajik language WHO
report, "Pain Management and Palliative
Care in Cancer"

e Translation into the Tajik language training
module ELNEC

e  Training of more than 155 professionals with
an invitation to international trainers \ experts

e Introduction of 50 specialists and decision
makers, with examples of best practice in
Europe and the CIS

B TapxukncTaHe, Kak 1 BO MHOTMX pa3BMBAIOLLMXCH CTPaHax,
oTMeYaeTcsl TeHAEHLMS K pOoCcTy 3aboneBaemMocTu 1
CMEpPTHOCTM HaceNeHMs OT OHKOJTOTMYECKUX U THXKEMbIX
XpOHUYecKknx 3aboneBaHui, BkMNoyasi Tyoepkynés n BUY.
ExerogHo no gaHHbIM PecnybnukaHckoro LieHTpa
MEOULMHCKOWN CTaTUCTUKM U MHAOPMaLMn B CTpaHe
peructpupytotca 6onee 3000 HOBbIX criyyaeB
OHKOJTOrMYecKkmx bonesHem, KoTopble NpeacTaBnsaT
cepbes3Hyto Npobnemy, Kak anst rocygapcTea, Tak u gnsi
obuecTsa B LEnom.

Mo paHHbIM [OCyaapCcTBEHHOrO KOMUTETa cTaTUCTUKN PT B
CTPYKTYpPE NPUYMH CMEPTHOCTM HACeNeHUs 3N10Ka4YeCTBEHHbIE
HoBOOOpa3oBaHusi 3aHuMaltoT TpeTbe mecTo (30,3 Ha 100
TbiC.HaceneHust), nocrne 6one3Hen cMCTeMbl KPOBOOOPAaLLEHNS
(222,9 Ha 100 TbicAY) 1 opraHoB AbixaHus (41,5 Ha 100
ThiCSY).

MpuHaTasa npu nogaepxke BO3 «KoHuenuus pedopmbl
34paBooxpaHeHusa Pecny6nvku TamknkuctaHy, a Takke «
HaunoHanbHaga cTpaTterus 30opoBbs HaceneHust Pecnybnukm
Tampxkuknctan Ha nepuog 2010- 2020 roabl», yTBEpXAEHHAst
MoctaHoBneHuem lMpasutenscteom PT (o1 02.08.2010 roga
Ne366), HanpaBneHbl Ha obecneyeHre paBHOro 4ocTyna K
ycriyram 3apaBoOXpaHeHUs, BKIOYasi BONPOChI
npegocTaBneHusa nannuaTtneHon nomowwm (Mr). 3to ykasaHo
B NMYHKTE JOKYMeHTa cTpaTernm Kak 4acTb rnasbl « CHUXeHWe
6pemeHn HENMHMEKLNOHHBIX 1 XPOHUYECKNX 3ab60neBaHnin» un
0003HaYeHbl KaK «yCOBEPLUEHCTBOBAHME U AanbHenLwee
pasBUTME CUCTEMBI NPEAOCTaBNEHUS NANNMaTUBHON NOMOLLM
AN B3pOChbIX U AeTen (PopMMpoBaHuE CUCTEMbI OOyYeHNS
no MM, opraHmnsauusa nannmaTneBHbIX OTAENEHUA N XOCMNCOB
Ha KnnHu4eckon 6ase 1 NoMoLLM Ha gomy, pa3paboTka u
npvBegeHne B HOPMaTUBHO —PEryNATOPHbIX aKkTOB).

[ns cogencTBus ycunmnam rocygapcrsa B BbINOSIHEHUMN
nocTaBneHHbIx 3agad no MMM, nporpamma «OOLWecTBEHHOE
3apaBooxpaHeHne» MOO ®C TagxkukmcTaHa COBMECTHO C
IPCI NY noggepxusana pasnnyHble WHULWATUBbI:

OueHka noTpebHocTen no Bonpocam MNannnatmeHon
nomMoLLm

MepeBoa Ha TamKMKCKNA A3blk oT4éTa BO3
«ObesbonueaHme 1 nannmMaTUBHas NMOMOLLb NPU pake»
MepeBon Ha TAOXKUKCKUI s13blk 0By4atoLLero moayns
ELNEC

O6y4yeHune bonee 155 cneunanucToB C NpUrnaleHnem
MeXOYyHapOAHbIX TPeHepOoB\aKCnepToB
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e  Creation a resource center for State
institution Cancer Research Center

e  Establishment and equipping of three wards
at the hospital for nursing care in Dushanbe

¢  Analysis of the legal framework for opioid
Availability for Patients with life-threatening
illnesses in Tajikistan

e Develop and implement guidelines for the PC
in the curriculum of medical schools and 15
colleges of the country as a compulsory
subject

e  Advocating for the inclusion of PC and
discussion of problems and conditions of the
various country and regional conferences,
congresses and seminars, as well as
documents and national programs.

All of these efforts and activities have created the
necessary prerequisites for the fact that the July
12, 2011 by the Ministry of Health for the number
388 was formed multi-sectoral working group to
develop a National Program on Palliative Care,
which is currently operational and is working to
create this document.

e  OsHakomneHue 50 cneumanucToB U nNtoaen,
NPYHUMAIOLLMX PELLEHNS, C MPUMEpPaMN Hanmyywmnx
npaktuk B EBpone n CHI’

o CospgaHue pecypcHoro LeHTpa npu locyaapCTBEHHOM
yupexgeHun OHKONOrMYeCKUn HayYHbIN LEHTP

o CosgaHue u ocHalleHue Tpéx nanat npu [ocnuTane
CECTPUHCKOro yxoaa B r. [lyluaHbe

e  AHanus npaBoBoK 6a3bl ANs JOCTYNHOCTM ONMOWMAOB Anst
nauMeHToB C TSXKEnbIMU 3aboneBaHuaAMN

e Paspabotka u BHeapeHue pykosoactea no [l B8
nporpaMmmy oby4yeHns 15 MeaULMHCKNX LLIKO U
Konnemxen pecnyonmku kak o6s3aTtensHoro npeameTta

e ApBokauus no BknoveHuto Bonpocos [ n obcyxaeHue
npobnem 1 cuTyaumm Ha pasnuyHbIX CTPaHOBbIX U
pernoHarbHbIX KOHEepPEeHUNsX, KOHrpeccax W
CeMUHapax, a TaKkke B AOKYMEHTbl U HaLMOHarbHble
nporpaMmeil.

Bce aTn ycunus n gesatenbHOCTb co3ganu Heobxogumble
npeanockinku gns Toro, 4yto 12 nons 2011 roga npykasom
MwuHuctepctea 3gpasooxpaHeHns PT 3a Ne 388 6uina
chopmmpoBaHa myrnbTucekTopansHasa Paboyvas rpynna no
paspaboTke HauunoHansHOM nporpamMmel no MNannuatmeHom
noMoLLn, KOTOpas B AaHHbIN MOMEHT (PYHKLMOHUPYET 1
paboTaeT Hag co3gaHueM JaHHOro AOKYMEeHTa.

30



Engaging Authorities and Public to Raise Awareness and Support for Palliative Care
NMpuBneyeHne opraHoB BriacTu N o6LWEeCTBEHHOCTU ANA NOBbIWEHNUA YPOBHS
MHPOPMMUPOBAHHOCTU U NOAAEPXKKN cnyXObl MannunatneHon NMomowm

Valerian Isac / BanepuaH Ucak

»+Angelus Moldova” Charity Foundation for Public Health / Meanko-CoumnanbHbii BnarotBoputenbHbii PoHA

«AHxenyc-Mongosa»

The scheme proposed by the World Health
Organisation on Fundamental Measures necessary for
the development of an effective National

Program of Palliative Care includes: training of
professionals, providing access to medicines and the
development of appropriate policies.

The last section also involves work to be carried

out with the authorities, decision makers at various
levels and the formation of public opinion regarding the
development of Palliative Care Services.

The model of recognition and establishment of
Palliative Care Services in virtually all countries is
implemented in the same way: the introduction

of Palliative Care Services and its further development
took place at private sector level and then, by
attracting the government and the public, appropriate
adjustments to the legislation were made. This way,
the basis for the development of National Palliative
Care Service Assistance was established.

The Republic of Moldova is one of the former Soviet
Union states where palliative care was not included

in the structure of Public Health System, and thus this
discipline is a new medical system were just the first
steps in its development have been made.

Starting in 2000, Palliative Care Services in the
Republic of Moldova have been mainly provided by
non-governmental organisations through which public
opinion about palliative care was formed and work was
carried out with various local and state

administrations on the need to ensure public access

to these services.

One of these non-governmental organisations is
»+Angelus Moldova” Charity Foundation for Public
Health which is considered one of the main

providers of palliative care services not only in the
capital but and across the country, gaining work
experience with various authorities and with the public
forming a public opinion which would lead to the
implementation of the palliative care services in the
Republic of Moldova.

During the 10 years of activity in this field, some
results have been reached. This allows us to make
some optimistic forecasts about the implementation of
palliative care services in the Republic of Moldova.
Thus, to achieve these goals, the work was carried
out in two directions. In order to increase Public

Cxema, npegnoxeHHasi BcemupHon OpraHmsauunen
30paBooxpaHeHus 0 PyHOAMEHTanbHbIX Mepax,
HeobxoaMMbIX AN pas3BuUTUSa acpPeKTUBHON
HaLMOHanNbHOM NporpamMMbl MO NansMaTMBHON
nomoLuu, BknoyaeT B cebst obydyeHne
npodeccuoHanoB, AOCTYN K fleKapCTBEHHbIM
cpencTeaMm 1 pasBuTME COOTBETCTBYHOLLEN NOSIUTUKN.
MocnepHun pasgen nogpasyMeBaeT Takke paboTy,
KOTOPYH HEOBX0ANMO NPOBOAUTL C OpraHaMmu
BNacTu, NPMHUMAIOLWMMUN PELLEHMS Ha Pa3fUYHbIX
YPOBHSAX U hOpMUPOBaHNE 0BLLLECTBEHHOIO MHEHUSI
OTHOCUTENBHO Pa3BUTKSA NanMaTMBHOM MOMOLLM.
Mogenb Npu3HaHusi U CTaHOBNEHWS YCIyr
nannuaTMBHOWM MOMOLLM NPAKTUYECKN BO BCEX
CTpaHax OCyLLeCTBMsANacb OAMHAKOBO: BHEAPEHNE
cnyx6bl NnannuaTMBHOM NOMOLLM 1 JanbHenwee eé
pa3BUTME NPOUCXOLMITO HA YPOBHE
HEerocygapCTBEHHOro CEKTOPa, a 3aTtem, NyTém
NpyBneYeHns opraHoB BNacTu 1 obLLecTBEHHOCTHU
NPOBOANINCE COOTBETCTBYHOLLME KOPPEKTUPOBKM B
3aKoHOAaTenNbCTBE, SABNSAOLWMUMCSH OCHOBOW pa3BUTUS
HaLMOHanbHbIX NPorpaMM Cnyo6bl NannnMaTMeHOM
NMoMoLLN.
Pecnybnvka MongoBa aBnsieTca O4HOW U3 CTpaH
ObIBLLEr0 COBETCKOrO NPOCTPAHCTBA, rae
nannuatuBHasa NoMoLLb He Obina BKMYeHa B
CTPYKTYpY OOLLECTBEHHOIO 30paBOOXPaHEHMS, U,
COOTBETCTBEHHO AaHHasi AUCLMNNNHA ABMSETCS
HOBOW 00nacTbto, KOTOpas AenaeT nepBble Wwaru B
CBOEM pas3BUTUMN.
HauuHas ¢ 2000 roga, ycnyru nannnaTmeHon
nomoLy B pecnybnvke B OCHOBHOM
NpeaoCTaBNsANMCb HENPaBUTENbCTBEHHBIMM
opraHmsaumamu, 6narogaps KOTopbIM
NnpeMMyLLeCTBEHHO (DOPMMPOBANoch 00OLLECTBEHHOE
MHEHME O NpefHas3HavYeHnn nanInaTMBHON NOMOLLN,
1 Bernacb paboTta ¢ pa3nnyHbIMM OpraHamn MeCTHOTO
W rocyapCTBEHHOTO YrpaBrieHnst 0 HEOOXOAMMOCTH
obecneyeHns JOCTyNa HaceneHus K ycrnyraMm faHHou
Cnyxobl.
OpHa n3 Takmx HernpaBUTENbCTBEHHbIX OpraHM3auni,
Meguko-CoumanbHbii BnarotBoputenbHbii ®oHA
«AHxenyc-MongoBay», koTopas cUMTaeTCs OOHUM U3
OCHOBHbIX MOCTaBLUUKOB YCIyr NanfiMaTUBHON
NMOMOLLM HE TONbKO B CTONKWLE, HO M B Npedenax
BCeN cTpaHbl, NnpuobpeTtana onbIT pabdoThbl, Kak ¢
pasnMyHbLIMU OpraHamu BracTu, Tak 1 ¢
06LLECTBEHHOCTBIO, OPMUPYS MHEHWUE,
CMocobCTBYOLLEE CTAHOBIEHNIO CIYXObI
nannMaTUBHON NOMOLLM B pecnybrmke.
3a 10-neTHWIn nepuon B AaHHOM obnacTu bbinm
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Awareness of Palliative Care Services and to raise
funds, annual charity events such as: concerts,
auctions, dances, fairs, quizzes and sports
tournaments were organised.

In addition, information explaining the essence

of Palliative Care Services and the need for its
development in Moldova at the state level were
published by the local press and promoted on National
Radio and National Television. Additionally since
2005, the first collection boxes to raise funds

for cancer patients in the terminal stages were placed
in many public places, along with printed informative
materials such as brochures, calendars, reports

and banners. The information contained on the
website of the organisation also explains

the essence of Palliative Care Services and the need
for implementing these services in the National Health
Care System. Information work was also

being conducted amongst the medical

community, through various educational programs and
activities aimed at increasing knowledge of health
professionals providing medical care to terminally ill
patients with cancer, explaining the essence

of Palliative Care and the need to introduce it into the
structure of National Healthcare System.

Another trend is the active work with the

authorities on which the implementation and support of
the further development of Palliative Care Services at
the State Level depends directly.

Key words: engaging public and authorities

AOCTUrHYTbI onpeaenéHHble pe3ynbTaThl, KoTopble
NMO3BONSAT rOBOPUTL 06 ycrnexax CTaHOBNEHUS
cnyx6bl NannMaTMBHOW NOMOLLYM B pecnybnuke.

Tak, Ana AOCTUXeHNa NocTaBnNeHHbIX 3agay pabota
Benacb B AByX HanpasneHusax. C uenbio NoBblLLEHWS
YPOBHSI MHPOPMMPOBAHHOCTU HaceneHus o cnyxbe
nannuaTMBHOM NOMOLLY OPraHM30BLIBaNUCh
exerogHble 6naroTBOpPUTENbHbLIE MEPONPUATHS,
TaKue Kak KOHLEepTbI, ayKUMoHbI, 6anbl, spMapku,
BUKTOPMWHbI, CMOPTUBHbIE COCTA3aHWUS U KOMNAHWUU MO
cbopy cpencts. Kpome TOro, Ha HaLMOHaNbLHOM
pagvo 1 TenesngeHMn Nnepmognyeckn NpoBoannNnCy
WHTEPBbIO 1 Nepegayn, B MECTHOW neyaTtu
nybnvkoBanack nHdopMauus, pasbacHsA0LWas CyTb
Ccnyx6bl NannIMaTMBHOW NOMOLLY U HEOOXOAUMOCTb
el pasBuTna B pecnybnmke Ha rocyaapcTBEHHOM
ypoBHe. A Takke, HadnHasa ¢ 2005, BO MHOMMX
06LLeCTBEHHbIX MeCTax ropoaa BrnepBble NOSABUNNCH
Konunkx ans céopa cpeacTts Ans Hen3neyYnmblx
OHKONOMMYeCKNX NauneHToB, He roBops yxxe 06
NMOCTOSAHHO NeYaTaeMbIX NHHPOPMALIMOHHBIX
mMaTepuanax, Takvmx kak BykneTbl, kKaneHgapw,
OT4ETHI M BaHHepbl. HdopMaums, pasmeLLéHHas Ha
SMEKTPOHHOW CTpaHWyKe opraHu3auum, Takke
06bsACHANA CYLWHOCTb NanMaTMBHOW NOMOLLM U
HeobXxoaMMOCTb €€ cTaHoBMeHus B Mongasuw.
NHopmaumoHHasa paboTa Takke Benacb cpeam
MeAMLMHCKON 0BLLEeCTBEHHOCTU, NYTEM OpraHu3aumm
pasnuyHbix obpasoBaTenbHbIX MPOrpaMm u
MepONPUSATUIA, HanpaBnNeHHbIX Ha NOBbLILLEHNE
YPOBHS 3HaHUN MeANLIMHCKNX paboTHMKOB,
NpeoCTaBnAOWMX MEANLMHCKYIO NOMOLLb
HensnevyMMbIM NaumMeHTaMm, HaxogaWwmnmes Ha yyéTe,
pasbACHASA CyTb NanNIMaTMBHON NOMOLLN 1
HeobX0AMMOCTb BBEAEHNS €€ B CTPYKTYPY
HaLMOHanNbHOro 34paBoOXpPaHeHus.

OpyrMm HanpaBneHvweM siBnsnach akTuBHas pabota
C opraHamMu BriacTu, OT KOTOPbIX HEMOCPEACTBEHHO
3aBuUCeno BHeApeHve, AanbHelee passuTne u
nogaepxka crnyx6bl NannamMaTMBHON NOMOLLY Ha
rocyapCTBEHHOM YpOBHe, 4To no3sonurno B 2010
npu3HaTb NannMaTuBHbIN YXOA, KaK YacTb
06LLEeCTBEHHOMO 34paBOOXPaAHEHUS.

KnroueBble cnoBa: paboTa ¢ 06LLEeCTBEHHOCTbLIO 1
opraHamu BracTu
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Writing a Grant Application
Kak nucatb rpaHTOBbIE 3asABKM

Mary Callaway / Mapu Kannayan

Open Society Foundations, International Palliative Care Initiative, New York, USA .
®oHp OTkpbiToro Obwectea, MexayHapoaHasa MHnumnatmnea no MNMannnatueHomy Yxoay, Heto-Mopk, CLLUA

The most dreaded activity for most hospice and
palliative care professionals is having to write a grant
application but this is one of the more important skills
needed to fund the development of a new palliative
care program or to maintain or expand existing
programs.

This workshop will introduce and explain the meaning
of each of the key components of grant applications
including: executive summary or abstract, introduction,
needs statement, goals and objectives, activity
descriptions, activity timeline, management and
staffing plan, description of collaborative partners,
evaluation plan, plan for sustainability or
dissemination, budget and budget narrative,
necessary supporting documents such as letters of
recommendation or cooperation, key personnel
biographical sketches, photograph, annual report and
financial statement, list of past and current grant
support.

Participants will have the opportunity to review and
compare examples of "good and bad" grant
applications and work together to write the outline for
an actual grant application.

Camas crioxHas pabota onsa 6onblnHCTBa
XOCMUWCOB 1 AN1S NPOdeCcCroHanoB no nannmaTuBHON
MOMOLLYM - 3TO MMcaTb 3asABKK Ha rpaHT. Ho, 3To oauH
13 Hanbonee BaXHbIX HaBbIKOB, HEOOXOAMMbIX A5
bMHaHCUPOBaHKS HOBbLIX MPOrpamMm Mo
nannMaTUBHOWM MOMOLLM, UMK ANSA NoAAEPKAHUSA UMK
pacLUMPEHMSs YXKe CYLLECTBYIOLLMX MPOrpamMm.

OTOT ceMuHap NpeacTaBuT U OOBSCHUT 3HaYeHVEe
KakOoro 13 KIo4eBbIX KOMMNOHEHTOB 3asiBOK Ha
rpaHTbl B TOM YMCHEe: UCMOMHUTENBHOE pe3toMe,
BHeApeHue, 3aaBneHne o NoTpebHoCTAX, Lenu 1
3a4a4u, onMcaHne AeaTenbHOCTU, CPOKM
OEeATEeNbHOCTU, MEHE)KMEHT U1 LUTAaTHOE
pacnvcaHue, onnucaHMe COBMECTHbIX MapTHEPOB,
MnnaH oueHKW, MaH No YCTONYMBOCTMU U
pacnpocTpaHeHuto, GromkeT. A Takke HeobxoaMmble
BCMOMOraTerbHble JOKYMEHTbI Kak
pekoMeHaaTenbHble NMCbMa Unm Nucbma o
COTpyAHMYecTBe, Brorpaduveckme o4epku
KMnto4eBoro nepcoHana, potorpadun, roaoBomn u
(PMHAHCOBbLIN OTYET, CMNCOK NPOLUSbIX N TEKYLLMX
rPaHTOBbLIX NOAOEPXKEK.

YyacTHukM 6yayT UMeTb BO3MOXHOCTb
npoaHanmuanpoBaThb 1 CpaBHUTb NPUMEpPDI "XOPOLLIMX
1 nroxux" 3asiBOK Ha rpaHTbl 1, paboTasi BMecTe,
HanucaTb nnaH akTUYEecKon 3asiBKM Ha NosyYyeHne
rpaHTa.
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Fundraising in the Community
daHapansuHr (coop cpeacTs) B coobliecTBe

Graham Perolls/ F'pam Meponnc

Hospice “Casa Sperantei” Romania and Hospices of Hope, UK

Xocnuc “Kaca CnepaHuen

PymbiHus, Xocnme O Xoyn, CoeamHéHHoe KoponeBcTBo

Get to know your community - (group work)

How to write a fundraising strategy — simple
guidelines to writing a strategy document

How to start fundraising — setting realistic goals

How to get the best from a fundraising committee
— you can’t do it on your own

How to work with volunteers — the backbone of the
fundraising team?

How to run a good sporting event — fundraising can
be fun!

How to organise a fundraising dinner — people like
to eat!

Fundraising from corporates — what makes them
tick

How to start a PR campaign — letting people know
what you are up to

Evaluating a fundraising event — don’t make the
same mistake again

What will work for you? — group work

3HAKOMCTBO ¢ c0001ecTBOM — (paboTa B
rpymnmnax)

Kak paspaborars cTpaTernu npusJie4eHust
CPEJICTB - [IPOCThIE PEKOMEHIALIUU 110
HaIlMCaHUIO JIOKYMEHTOB O CTPAaTerusax

Kak HauyaTh c00p cpeacTB - onpeneieHne
peaNbHBIX LIEJIeH

Kak nojiy4yuth Haujyqiue pe3yjabTaThbl OT
cOopa cpeacTB KoMuTeTAa - Bl HE cMoXxkeTe
C/IeNaTh 3TO CAaMOCTOSITEIIHHO

Kak pa6oraTh ¢ BOJIOHTEpaMH — OCHOBa
KOMaH bl I0 cOOpy cpeacTB?

Kak BbINOJIHMTH y1a4HOe CIIOPTHBHOE
MeponpusiTue — COOPBI CPEJICTB MOTYT OBITh

HUHTCPCCHBIMHA

Kak oprannsoBarsb 0,1aroTBOpUTEIbHBIN 00€]
— JJIIOAAM HPAaBUTCA KylIaTb

Hpmmeqelme CpeacTs oT Kopnopaunﬁ — 4To
MU IBUXCT

Kak nauarn nUuap-KaMmaHUul0 - 1aThb JIIOIAM
3HaTh, YTO BbI XOTHUTEC

OneHka co0bITHS 110 cOOPY CPEACTB - HE
coBepIIaiiTe Ty e OIHOKY

Yrto mMo:keTe HCNOIb30BaTh Bbl? - (paboTa B
TpyIIax)
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Setting Up a Fundraising Team
Co3aaHue KomaHAbI No c6opy cpencTs

Cristiana lonescu / Kpuctnana MoHecky

Hospice ,Casa Sperantei”, Romania / Xocnuc “Kacca CnepaHuei”’, PymbiHus

We are living in a world of friends: we have close
friends, friends of our friends, our kids friends....when
you start thinking about a fundraising tea, start thinking
about friends. Fundraising is not about begging ,is
about partnership, friendship, long term relationships.
Succes keys in fundraising should include your team,
your projects and money.

The presentation will show you how to search for good
people in fundraising, how to aproach strategically
fundraising and to set up targets. First step in
fundraising should be the courage to start.

Key words:friendraising, fundraising, set up a team,
strategic aproach

Mbi xunBeM B Mmpe apyseit: y Hac ecTb 6mskue
Apy3bs, Apy3bs Apy3eW, Opy3bsi HALWIMX AeTeN... koraa
Bbl HAUYMHaeTe AymaTb O KOMaHAe no cbopy CpPeAacTs,
HauMHanTe aymaThb O Apy3bsax. B dhaHapaisuHre pedb
naeT He O NoMpoLUanHNYecTBe, a O NapTHepCTBe,
apyxb6e n gonroBpemMeHHbIX OTHOLEHMAX. Ycnex
daHgpansvHra gomkeH 3aknovaTe B cebe Bawy
KOMaHAy, BalUn MPOEKTbl K AEHbIN.

[aHHas npe3eHTaumsa nokaxeT BaM, Kak UcKaTb
CNocobHbIX K dhaHapan3nHry nogen, HayuuTt
cTpatermyeckomy nogxoay B cbaHapamsuHre u
cosgaHuto uenen. lNepsbiM Wwarom B c6ope cpeacTs
AOMKHa cTaTb CMENoCTb HavyaTb YTO-TO HOBOE.
KnroueBble cnoBa: “c6op gpysen”, cbop cpeacTs,
co3gaHve KoMaHAbl, cTpaTerMyeckmn Nnoaxoq
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Services offered to incurable patients in oncology departments and their

associated costs

yCﬂer, npeanaraemMbie AnA Hen3Jfe4YnMbixX GOJNbHbIX B B OHKONOrM4eCcK1x

oTAaeNneHnsax n ceA3aHHbIe C 3TUM pacxoabl

Mihaela Lese’, loana Lese? / Muxaena fewe’, MoaHHa fewwe’
1 Emergency County Hospital, Baia Mare / BonbHuua ckopon meguumHckon nomoLum - bas Mape

2 University of Medicine and Pharmacy “luliu Hatieganu’

“lOnuny XaumeraHy” — Knyx-Hanoka

Introduction End-of-life hospital care costs were not
guantified in Romania until now. Curative intent, high
volume of work, lack of specialists in palliative care
and pressure of relatives increase costs of treatments
and investigations with worse control of symptoms.

Methods The aim of this study is to measure the costs
of hospitalization care for oncologic patients who died
in an emergency county hospital without specialists in
palliative care. We studied the charges retrospectively
based on medical records for 120 patients who died in
2010, in oncology department or intensive care unit.

Results In the studied group, sex ratio was 11:9 in
favor of men, 81 (67,5%) patients came from urban
areas and 39 (32%) from rural areas. The total costs
were 360913,0 Euros, of which 170484,36 (47,23%)
Euros for males and 190428,74 (52,76%) Euros for
females. The average days for hospitalization were
19, 46 days (ranged from 1 to 112) for males and
24,96 days (ranged from 1 to 95) for females. In the
last month of life were spent 51,95% of total costs for
men and 31,27% for women. The dominant symptom
was pain for 58 (48,33%) patients, dyspnea for 34
(28,33%) and asthenia for 19 (15,82%), for which
were given 44,46%, 24,06% and, respectively 28,56%
of costs. Most of the patients died from lung cancer
(24 patients — 20% ), breast cancer (13 patients —
10,83% ), Ear Nose Throat neoplasia (11 patients —
9,16%) and female genital cancer (11 patients —
9,16% ), which take up 17,17%, 14,52%, 6,01% and,
respectively 11,53% of funds. 74 (61,66%) patients
were hospitalized in the intensive care unit and 72
(60%) were resuscitated. In the last 14 days of life, 14
(11,66%) patients received palliative chemotherapy.
Conclusions Patients with incurable cancer could
benefit of appropriate standardized palliative care
which may lower costs and improve the symptoms
control. These results must be compared with costs
from a palliative care unit.

Key words: palliative care, hospitalization cost,
cancer

’, Cluj-Napoca / YHuBepcuteT MeanunHel n @apmarmm

BBegeHue OueHka 3aTpaT CBA3aHHbIX C rocnuTanusaumen
Ha nocnegHue AHK, He GbINK onpeaeneHbl KOMYECTBEHHO B
PymbIHMM fo gaHHoro momeHTa. JleyebHble HamepeHus,
6onbLuoi 06bem paboTbl, OTCYTCTBME CNELMANUCTOB MO
nannnaTBHON NOMOLLM U faBneHUe POACTBEHHUKOB
MOBLILLIAKT 3aTpaThl Ha NTEYEHNe 1 UcCreaoBaHus, ¢
YXYALIEHWEM KOHTPOMS CUMMTOMOB.

MeTopab! Lienbto gaHHOrO nccnenoBaHus SBNseTcs oueHka
3aTpaT Ha rocnuTanu3auuio Ans OHKONOrM4Yecknx 60onbHbIX,
ymepLumx 6e3 cneunanvcToB No NannnaTMBHON NOMOLLM B
OQHOMN 13 OKPYXXHbIX BONBHML, CKOPON MOMOLLM.
PeTtpocnekTmBHO, Mbl n3yunnu 3aTtpatel Ha 120 naumeHToB
ymepwmx B 2010 rogy, B OHKOIOTMYECKOM OTAENEHUN UIn
OTAENEHNN MHTEHCUBHOW Tepanuu.

Pe3ynbTathbl B nuccnegyemoin rpynne, COOTHOLLEHWE MOJIOB
6bino 11/9 B nonb3ay Myx4uH, 81 (67,5%) naumeHToB Obinu
13 ropoACKMX paiioHoB, a 39 (32%) 13 CenbCKoN MECTHOCTY.
O6wwue 3aTpaTbl cocTaBnsoT 360913,10 eBpo M3 KOTOPbLIX
170484,36 (47,23%) eBpo anst MyxuuH n 190428,74
(52,76%) eBpo Ans xeHWwwH. CpeaHee KONUYECTBO LHEN
ansa rocnutanuaauuu: 19,46 gHen (konebnetcs ot 1 go 112)
AN MY>XYUH 1 24,96 gHen (konebnetcs ot 1 go 95) ans
XEHLUMH. 3a nocneaHuin MecsiL, Xu3Hu Bbinu noTpayeHsbl
51,95% 3 06Lwmx 3aTpaT Ha MyXUnH 1 31,27% Ha XEHLLMH.
JomuHupytowmm cumntomom 6bina 6onb ans 58 (48,33%)
13 NaumeHToB, oTabiwka ans 34 (28,33%) n actenus gna 19
(15,82%), ¢ cooTBETCTBYIOLMMU NPOLIEHTaMM 3aTpaT
44,46%, 24,06%, n 28,56%. BonblUNHCTBO NaLMEHTOB
ymepnu oT paka nérkux (24 nauventa — 20%), paka rpyau
(13 nauwmeHToB — 10,83%), HoBoobpa3oBaHust JIOP opraHoB
(11 naumeHToB — 9,16%), pak xeHcknx opraHos (11
naumeHToB — 9,16%), Ha KOTopbIX Obinu 3aTpayeHsl 17,17%,
14,52%6 6,01% n cootBeTcTBEHHO 11,53% 13 boHaoB. 74
(61,66%) 13 naLMeHTOB ObINKW rocNMTanM3MpoBaHb! B
OTAENEHUN MHTEHCUBHOW Tepanuu, a 72 (60%) 6binm
peaHummpoBaHbl. B nocnegHue 14 gHen xusuu, 14 (11,66%)
NauUUeHTOB NOSYYUIN NANNUATUBHYH NMOMOLLb.

BbiBoAabI NaumneHTbl ¢ HEU3NEYUMBbIM pakom Mornu Gbl
BOCMOMNb30BaTLCA COOTBETCTBYIOLEN NannuaTuBHoON
MOMOLLbIO KOTOPasi CHW3una Obl 3aTpaThbl U MOBbICUMA
KOHTPOIb 3a CUMNTOMamMu. ATW pe3ynbTaTbl A4OMKHbI ObITb
CPaBHEHbI C 3aTpaTamm B LIEHTPE NanMaTyBHOW NOMOLLM.

KnroueBble cnoBa: nannuaTtuBHasi NOMOLLb, 3aTpaTthbl HE
rocnnuTann3auuio, pak
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Using Costing as a Tool for Advocacy
AHanus 3aTpar - MHCTPYMEHT Mo noaaepxke nannaTMBHON NOMOLLMU

Malina Dumitrescu / ManuHa [lymutpecky

Hospice ,Casa Sperantei”’, Romania / Xocnuc “Kacca CnepaHuein’, PymbiHus

Costing palliative care services is a difficult endeavor,
due to the particular aspects involved in the care of
patients at the end of life, as well as to the wider
implications of the illness upon the care provided by
the family and the community. The economic aspects
of quality palliative care are seen as highly important
for both decision makers in health care systems and
for service providers. Most developed countries with
well established palliative care services and currently
concerned with extending them to reach national
coverage, are interested in matching the economic
implications of services development with the
measurement of the outcomes at the patients end.
Other countries, where palliative care is just being
introduced or scarcely developed as local initiatives,
aim to use costing analyses to persuade health
authorities about the need to integrate palliative care
into the mainstream of national health care systems,
and to advocate for resource allocation or improved
funding of palliative care services in various settings.
In Romania the active palliative care services provided
in 2009 covered less than 5% of the actual estimated
needs; most home-based palliative care services were
delivered by non-governmental organizations while
inpatient units belonged to both public system and
NGOs. Funding of palliative care from the health
insurances company was scarce and only directed to
admissions to inpatient units as a reimbursement of
cost per day per patient, at rates that were negotiable
at local level between the providers and the insurance
agency. Hospice ,Casa Sperantei” developed a cost
analysis framework for palliative care services
delivered in inpatient units and in the patients’ homes,
and used the costing results to influence the funding
mechanism, through the frame-contract of the health
insurances reimbursement system in 2010. This
accomplishment can be considered a short term
success in providing decision makers at the house of
health insurances with the first actual costs of
palliative care services, based on nationally agreed
standards of care. The endeavor needs continuation
with the costing of other types of palliative care
services (outpatient clinics and mobile hospital teams)
and further on with general recommendations towards
a clearly defined budgetary allocation for palliative
care services.

Keywords: cost-effectiveness, advocacy, palliative
care funding

AHanu3 peanbHoM CTOMMOCTH YCAYT MO NanaMaTUBHON NOMOLLM
SBMSETCS CNOXHBIM UCMbITAHEM, B CBA3M C PA3NUYHBIMU
acnekTamm, y4acTBYIOLMMM B YXOAE 3@ NaLMEHTaMm B KOHLIE UX
KU3HK, @ TAKKE 13-3a CNIOXKHOCTH OLEHKWN HeouLManbHbIX 3aTpat
cemeit 1 coobLecTBa. IKOHOMUYECKME aCeKThl KauecTBa
nannuaTMBHON MENLMHCKON MOMOLLM CYUTAIOTCS OYEHb BaXHbIM
kaK Ainsl BNacTeli NPUHMMAOLLMX PELEHNst ANs pacnpefeneHms
PECYPCOB B CUCTEME 3[APABOOXPAHEHNS, TaK W ANS NOCTABLUMKOB
yenyr. BomnbLUMHCTBO Pa3BuUThIX CTPaH C YKE XOPOLLO
WHTErpUpOBaHHOI NannnaTUBHO NOMOLLbHO B HALMOHAMbHbIE
CUCTEMbI 34paBOOXPaHEHMS, Ha aTane yBENWYEHUs HALMOHAMNbHOro
0XBaTa, 3aMHTEPECOBaHbI B 06bEANHEHUM CTOMMOCTH, ANS
COOTHOLLEHMS aHann3a CTOUMOCTb—3PdEKTUBHOCTD C
pesynbTatamu yCnyr Ans nauueHTa u cembi. B apyrux ctpatax, roe
nannuaTmBHas NOMOLLb TOMbKO BBOAUTCS UMK pa3BUBaAETCA Kak
MeCTHas MHMLMATMBA, aHanM3 CTOMMOCTM MOXeET BbiTb
1CNoNb30BaH, YTobbl y6eanTb opraHbl 30paBoOXpaHeHus B
HeobX0AMMOCTI MHTErPaLM NanaMaTMBHON NOMOLLN B OCHOBHOE
PYCIO HALMOHarbHbIX CUCTEM 30pPaBOOXPAHEHMS, U BbICTYNaTh 33
yyuLIEHWe pacnpeaeneHnst pecypcoB Ui MHaHCPOBaHNS
Pa3NNyYHbIX YCIyr N0 NannnaTUeHONM NomoLm. B PymbiHum,
aKTUBHbIE yCryru no nannuaTueHomn nomolum B 2009 rogy nokpbInu
MeHee 5% npegnonaraembix NOTpe6HOCTEN; HONMBLIMHCTBO YCnyr no
nannuaTMBHOM NOMOLLM Ha AOMY Oblnn NPeANOXeHb
HenpaBNUTENbCTBEHHBIMY OpraHM3aLUnsamMu, B TO BpEMS Kak
CTaUMOHapHble OTAENeHNs npuHagnexan 0beum cuctemam kak
rOCYAAPCTBEHHOM, Tak U YaCTHON. PMHAHCMPOBAHME NaNIMaTUBHON
MOMOLLY OT KOMMaHUN MEeJMLIMHCKOrO CTPAXOBaHUS XBaTano TOMbKO
Ha rocnuTanm3aunio 60nbHbIX B CTALMOHAPHBIX OTAENEHUSIX, CO
CTaBKOW KonKa/geHb/NaumeHT, C M3MEHYMBON CyMMOIA
onpeaenstoLLeiics NyTem CornacoBaHns NeperoBopoB Mexay
MOCTaBLUMKAMM YCIYT U MECTHBIMW areHTCTBaMu Mo CTPaXxoBaHuio.
Xocnmc "Kaca CnepaHueit" paspaboTan 0CHOBbI 4f1sl aHann3a
3aTpar ycnyr no nannuaTUBHOMY YXOAY, NPEeAOCTaBNSEMbIX Kak B
CTaLMOHapHbIX NO4Pa3geneHusX Tak 1 Ha LOMY, NepBbiif
CpaBHUTENbHBIA aHanu3 pacxofoB Ha aTi [Ba BuAa YCyr v
WCMONb30Bany pesynbTaThl KanbKynALuM 4Tobbl NOBMMATH Ha
MeXaHW3M (hMHaHCUPOBAHMS, Yepe3 PAMOYHBIA KOHTPaKT
BO3MELLEHWNS OT MEAULIMHCKOI cTpaxoBoii cuctembl B 2010 rogy.
70 JOCTUKEHNE MOXHO CYMTaTb KPAaTKOCPOYHBIM YCMEXOM, TaK Kak
nuuam, NPUHAMAIOLLMM peLLeHIs B CUCTEME MEeNULIMHCKOrO
CTpaxoBaHwsl, 6binu NpefocTaBneHbI NEPBLIE (haKTU4eCcKue
pacxofibl Cyx0 no NannMaTMBHON NOMOLLY, OCHOBaHHBbIE Ha
COrnacoBaH MeAULNHCKUX CTAHAAPTOB Ha HaLMOHAIbHOM
YPOBHE. ATW ycunus TpeBYIoT NPOLOMKEHIUS KANbKyALMMI
CTOUMOCTY W ApYrUX BUAOB CNYX6 NannmaTMBHON NOMOLLM
(amBynaTopHO-NONMKNMHUYECKNX U MOBUMBHBIX TPyNN B 6OMbHMLIAX)
W 411 OLieHKW HeOOXOAMMBIX BHOMKETHBIX aCCUTHOBaHWIA ANs
MOCTENEeHHOro Pa3suUTMs YCyr N0 NannuaTMBHON NOMOLLY.

KnioueBble cnoBa: aHanua cToMMOCTb—ad(heKTUBHOCTb,
aABoKacy, (hMHAHCUPOBaHKeE NanNMaTUBHbIX YCryr
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Introducing Palliative Care in Basic Nursing Training - Moldavian experience
BHeapeHue nannuaTtMBHOro yxoaa B HypcuHr. MonaaBckuu onbIT

Elena Stempovscaia / EneHa CtemnoBckas

The founder of the Hungarian Hospice movement
Alaine Polcz, who attended death every day, often
said that “people, who know how to die, really know
how to live. People who care for dying people realize
how good it is to live.”

Reforming of health care system, wide introduction of
scientific researches and modern medical equipment
in practical health care, demand the competence and
professional validity of workers with average medical
formation, therefore, there is an imperative need of
perfection of all educational forms.

In this way in Republic Moldova a certain work on
increase of the nurses’ professional level on palliative
care was spent. In cooperation with National College
of Medicine and Pharmacy and Hospice — Palliative
Care Society has been developed the Program for
basic training ( hours) as well as the program for
advanced training courses for nurses with

hours. These programs have been approved by the
Ministry of Health and the Ministry of Education. At the
same time the same work was done together with the
State Medical University.

Due to SOROS Foundation support we had a
possibility to prepare trainers in palliative care on a
national level. All trainers received certificates of
participation (26 trainers). The training of these
trainers was done together with international experts
from following countries: Romania, Israel, Great
Britain, and Northern Ireland, the USA as well as local
trainers.

Also due to SOROS Foundation we had a possibility
to run courses on palliative care in all regions of the
Republic. With the support of World Wide Bank we
had an opportunity to specialize 5000 family nurses
and 1500 doctors in which were included 40 hours
program on Palliative Care.

Such courses were spent and with the
nongovernmental organizations which provide home
palliative care for patients. We only have 10 such
organizations but we hope that such institutions be
more.

At the same time it is necessary to note that in the
majority of the western countries the palliative care is
provided on the same level as other medical services,
in developing countries and third world countries it still
remains practically inaccessible for patients. This
covers not only the shortage of resources and
qualified experts, but also that in these countries
prevail a more conservative way of thinking about
health care system in all.

OcHoBartenbH1La BeHrepckoro XocnucHoro auxenns Alaine
Polcz

BCTPeYaBLUasiCA CO CMEePTbI0 EXeAHEBHO, YacTO roBopuna o
TOM, Y4TO MK0AM, KOTOPbIE 3HAIOT, Kak yMMpaTh, Ha CaMOM Jerne
3HaIoT, KaK Hago XuTb. Jlioau, KOTOpbIE YXaXWBaloT 3a
YMUPAILLMMK, MOHUMAIOT, KaK 3TO XOPOLLO — XNTb.
PedchopmupoBaHue cucTembl 30paBooXpaHeHus], LIMPOKOe
BHeJpeHWe Hay4YHbIX UCCrIeA0BaHW 1 COBPEMEHHOM
MEOMLMHCKOWM TEXHUKM B NPAKTUYECKOE 3APABOOXPAHEHNE,
NpeLbsABNSIOT BbICOKME TPEGOBAHMSA K KOMNETEHLWN 1
npocheCCMOHanbHOM NPUrOAHOCTY PabOTHUKOB CO CPEAHUM
MeAMLMHCKM 0Bpa3oBaHneM, BCMEACTBUE 3TOT0, BO3HUKAET
HacTosiTeNnbHas He06X0AMMOCTb COBEPLUEHCTBOBAHNS BCEX
¢hopm nocneaunIomMHoro 0bpasoBaHus.

B cBs3u ¢ aTum B Pecnybnuke Mongosa npoBoamnacs
onpegesnieHHas paboTa no noBbiLLEHWI0 NPOECCMOHANBHOIO
YPOBHSI MEAWLIMHCKNX CECTEp NO NannuaTueBHOMY yxody. B
cotpyaHuyectse ¢ MeguumHckum HaumoHanbHeiM Konnegxem
1 O6LectBo Xocnuc — MannuatueHblii Yxog 6bina
paspaboTaHa lporpamma no nannuaTMBHOMY yxogy A
6a3ucHoro obyyeHus ( 4acoB) a TaKke bObina coctaBneHa
nporpamma ansi KypcoB YCOBEPLUEHCTBOBAHWS MEAMLIMHCKUX
cecTep nocT-guniomHoro obpasosanus Ha 80 Yacos. [JaHHbIE
nporpammsl 661 anpobupoBaHbl MuHUCTEPCTBOM
3npaBooxpaHeHust n Munuctepcteom OBpasoBaHus.
AHanorm4Ho Takas xe paboTta NpoBOAUNOCH U COBMECTHO C
MeauuMHCKUM YHUBEPCUTETOM.

Bnarogaps ®yHpaumn COPOC mbl BnepBble UmMenu
BO3MOXHOCTb MOAFOTOBMTb HA HALMOHANBLHOM YPOBHE
Tpexepos no MannuatusHomy yxogy. Beero nonyunnm
cepTudmkaThl 26 TpeHepoB. MoaroToBka AaHHbIX TPEHEPOB
MPOBOAMNACH COBMECTHO C MEXAYHAPOAHbIMYU CrieLnanmcTamMmu
13 cnegyrowmx ctpaH: PymbiHns, Vspanns, Benukobputanns,
Wpnangus, CLUA, a Takke MECTHBIMW HALMOHAMNBHBLIMY
kagpamu. Takxe Gnarogaps ®yHgauun SOROS Mbl nMenn
BO3MOXHOCTb NPOBOAMUTL KYpChl MO NanfnaTUBHOMY yXomy no
BCeM paiioHam pecnybnuku.

IMpu nogaepxke BecemupHoro baHka mMbl nonyymnu
BO3MOXHOCTb cneuumanuauposatb 5000 ceMenHbIX MefcecTep 1
1500 Bpaveit B nporpamme, KOTopoi Oblnu BkntodeHsl 40 Yacos
no MNannuatueHomy yxogy. Cneunanu3npoBaHHble Kypebl
MPOBOAMUIUCH W C HENMPABUTENbCTBEHHBIMY OPraHU3aLmuamiu,
koTopble 06Cny}1BatoT 6ONBHBIX MO NANIMATUBHOMY yX0Zy Ha
pomy. Beero Takux opraHusaumii B pecnybnuke toneko 10, HO
Mbl Hageemcs, YTo B ByayLuem Takux opraHusauui bygyT
BorbLue.

B TOXE BpEMSI CrieyeT OTMETUTb, YTO B BONbLUMHCTBE
3anafHblX CTpaH nannuaTBHas NoMoLLb NpefocTaBnsaeTcs
HapasHe C APYrMMU MEAULIMHCKUMU YCryramu, B
pasBUBaOLLMXCS CTPaHax 1 CTpaHax ¢ nepexofHON SKOHOMUKON
OHa ocTaeTcst Ans BoNbHbLIX NpaKTUYecku HegocTynHon. U peno
He TOMbKO B HEXBATKe PECYPCOB U KBANUULIMPOBAHHBIX
CrMeLmanmcToB, HO U B TOM, Y4TO B 9TWX CTpaHax npeobnagaet
Bornee KOHCepBaTUBHbINA, BO MHOTOM OrPaHUYeHHbIA B3rnsg Ha
ycrnyrv 34paBOOXpaHeHNs.
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On the Issue of Palliative Care Education of Physicians in Russia
K Bonpocy 06 o6yyeHun Bpayen nannmatuBHon nomoium B Poccun

Elena Vvedenskaya / E.C. BBegeHckas

Nizhny Novgorod State Medical University / Huxxezopodckasi 2ocydapcmeeHHass MeOUUUHCKas akademusi
Regional Center for AIDS Prevention and Control, Nizhny Novgorod, Russia / O6iacmHou ueHmp rno
npogunakmuke u bopbbe co ClNL u uHgeKkyuoHHbIMU 3abonesaHusmu, HuxHul Hoszopod, Poccusi

Palliative care education is one of the 4 core
components of the WHO Public Health Strategy
alongside with appropriate policies, adequate
drug availability and implementation of services
at all levels throughout the society. The
importance of education of medical specialists
and primarily physicians is highlighted in a
number of International and Federal guidelines.

Modern palliative care development started in
Russia in early 1990. The first hospice for cancer
patients was organized in St. Petersburg in 1990.
The first palliative care educational course was
established at the Sechenov First Moscow State
Medical University (Postgraduate Professional
Education of physicians Faculty Oncology
Department) in 1999. The Federal Postgraduate
Cancer Palliative Care Training Program for
physicians was developed and approved by the
Russian Health Ministry in 2000.

The evidence-based program addresses all
aspects of palliative care: physical, psychological,
social and spiritual. The tutors also provide
participants with the opportunity to explore ethical
issues for patients approaching the end of life
and to develop their communication skills for
palliative care. Palliative care courses for
physicians exist at 8 Medical Universities.

The leading Russian hospices (places of
excellence in Moscow and St. Petersburg) invite
physicians and provide hand-on trainings.
Physicians have the opportunity to raise their
knowledge in palliative care attending research
conferences that take place in different cities.

We conducted a study with the aim to assess
district doctors’ self-confidence in the
performance of 17 different end-of-life clinical
skills; comfort with difficult end-of-life clinical
decisions (e.g. treatment and hydration
withdrawing, shifting in treatment approach from
curative to comfort care) and also their interest in
learning about end-of-life clinical and ethical
topics. The results of our study showed that most
respondents were competent to perform patient
management at the end of life only with close
(50%) and minimal (32%) supervision/coaching.
Almost all respondents (98%) noted that such
issues, as symptom control, communication and

O6pasoBaHue sBNAeTCA OQHUM U3 YeTblipex
OocHoBoOMoJarawLWwmx HanpaBneHun cTtpaTtermm
YCNELLIHOro pasBuUTUS NanfimaTMBHOM MOMOLLM KakK
oTpacnu 3gpaBoOXpaHeHnsa Hapsaay C
OOCTYMHOCTbIO JIeKapCTBEHHbIX NpenapaTos.,
NOMNUTUKON, OCYLLLECTBIIAEMON rocygapCTBOM, U
opraHusaumen cny>6 Ha BCex YpPOBHSAX
MeaunLMHCKoW nomMmoluun. BaxHocTb
npodeccruoHanbHON NOArOTOBKM U MOCTOSIHHOIO
obyyeHuna cneunanncToBs, Npexae BCEro Bpaden,
nogYepKNUBaETCHA B OCHOBHbIX MEXOyHapoOaHbIX
JOKyMEHTax U POCCUNCKUX peKOMeHJaumax no
opraHusaumu nannuaTUBHON NMOMOLLN.
CTtaHoBIrieHMe nannMaTMBHOM NMOMOLLM Kak
pasgena 3gpaBooxpaHeHust Hadarnock B Poccun
B Ha4yane 90x rogos. B 1990 r. 6bIn OTKPbIT
nepBbIi POCCUACKMX XOCMNC HOBOIO TUNa, B
1991r. opraHunsosaH Poccuincknn Hay4yHo-
METOAMNYECKUN LLIEHTP NeYeHNss XPOHUYECKUX
6oneBbIX CUHOPOMOB Y OHKOJTOMMYECKMNX
BonbHbIX, a B 1993 1. - OkcnepTHbIM CoBeT no
opraHmsaumn nannmaTMBHOM NOMOLLN
MHKypabernbHbIM OHKOMNOrm4ecknm 6omnbHbIM. B
1999 r. Ha4yanock nocnegunioMHoe
yCOBEpPLUEHCTBOBAHME Bpa4ven Ha Kypce
nannuaTtueHom nomolun (kacpegpa oHkororum
dakynibTeTa NocrneBy30BCKOro
npodreccruoHanbHoro obpasoBaHuns Bpaden
MNepBoro rocygapcTtBEHHOro MEAULIMHCKOrO
yHuBepcuteTta um. . M. CeveHoBa).
MwuHucTepcTBOM 3apaBooxpaHeHns Poccurickom
depepauymm B 2000r. Obina yTBEpPXOEHA
«[lMporpamma nocrneBy3oBCKOW
npodeccuoHasribHOW NOAroTOBKN cneunannucToB C
BbICLULMM MeOUNLMHCKUM o6pa3oBaHMeEM B
OHKOMornu no nannuaTuBHOM NnomoLn». YyebHas
nporpamMma Kypca BKMno4aeT B cebs Bce
pasgernbl, KOTOpble peKOMEeHA0BaHbI
EBponenckon accounaumen nannmaTtuBHoOm
nomoLin. OCHOBHbIMU pasaenbl NporpaMmbl:
OCHOBbI OpraHu3aumn 3gpaBoOXpaHeHns u
opraHmsaumsa OHKONOrm4Yeckom v nannmaTneHom
MOMOLLIM OHKOJIOrMYecknm 6onbHbIM B Poccnu;
nannuaTtueHas NOMoLLb 6ONbHBIM C
XPOHMYECKNMUN NPOrpeCccupyonmm
3abosieBaHNAMN HEOHKOMNOIMYECKOro reHesa;
OnarHocTtuka u nevyeHme XpoHNU4eckoro 6oneBoro
CUHAPOMa OHKOIOrMYECKOro reHesa;
KynmpoBaHue pusnyecknx CMMNTOMOB;
ncuxorornyeckmne, coumrarnbHble N AYXOBHbIE
acnekTbl NannuaTMBHOW NOMOLLN; 3TUKa B

39



ethics at the end of life should be included in the
graduate and postgraduate Curriculum of Medical
Universities.

Publishing books and professional guidelines
also provide professional education of physicians
in palliative care. Although education in palliative
care has made clear progress, it has yet to be
incorporated fully into the fabric of medical
education.

nannuatuneHon nomown. CerogHsa NOMMMO
yKa3aHHOro Kypca B pernoHax Poccunckon
depepauunm pyHKUMOHUPYIOT 8 KypcoB
nannuaTtueHon nomown. HeoueHnmyo porb B
oby4eHnn Bpayen Takxke urpatot Begywime
xocnucbkl MockBbl 1 CaHkT-lNeTepbypra.
OByyeHune Bpayven Takxke OCyLLeCcTBAeTCs BO
BpeMSsi Hay4YHO-MNPaKTUYEeCKNX KOHdEepeHLMn No
BOrMpocam nanfmaTMBHOW NOMOLLM, KOTOpPbIe
perynsipHo NpoBOAATCA B pa3HbIX ropogax
CTpaHbl. Hamu 661110 NnpoBeaeHo usyyvyeHmne
CaMOOLEHKN KOMMNETEHLNM YH4aCTKOBbIX Bpayen B
BbIMOSIHEHUN 17 Pa3nUnYHbIX KITMHUYECKNX
HaBbIKOB OKa3aHU4 NOMOLLM 6GONbHOMY B KOHLE
XXU3HW; CTEMEHN YBEPEHHOCTU NPU NPUHATUN
peLleHnn, a Takke UX 3anHTEPECOBaAHHOCTU B
N3YYEHUMN KITMHUYECKUX U 3TUYECKMX BOMPOCOB
nannuatueHon nomown. Kak nokasanm
pes3ynbTaTbl UCCnegoBaHus, OOMbLUNHCTBO
OMNPOLUEHHbIX XOTenu 6bl UMEeTb ONbITHOrO
HacTaBHuKa (50%) nnu nonb3oBaTbCH €ro
coBeTamu (32%) npu NnpoBeaEHNN NTEYEHUA U
NPUHATUN peLlleHnn (Hanpumep, Npu oTMeHe
NpoOBOAVMOrO NeYeHUst U rmgpartaumu; nepexoae
Ha MeponpuATUSA, LeNblo KOTOPbIX ABIAETCS
nvwb obecneyeHne KOMGPOPTHOrO COCTOSHUS
6onbHoro). Moyt Bce onpolwieHHble (98%)
OTMETUIN, YTO BOMPOCHI KYNMUPOBaAHUS TATOCTHbIX
CUMMTOMOB, 00LeHNs ¢ 6omnbHbIM, BbIDOpa
TaKTMKN MPpU peLleHnmn 3TU4eCKnx npobnem,
OOJKHbI 6bITh BKITIOYEHbI B NporpamMms obyyeHus
CTyOEeHTOB-MeaNnKOB 1 NocneamniioMHOro
ycoBepLleHCTBOBaHNA Bpaden. sgaetca
cneyuanbHas yyebHaa n metogmyeckas
nuTepartypa Ansa Bpadven no sonpocam
nannuaTtueHom nomoLun. He cmoTps Ha To, YTO B
obnacTtu obpasoBaHuns Bpayen AOCTUTHYT SABHbIN
nporpecc, BONpoChl NaninaTtuBHOW NOMOLLN
OOJTKHbI 6bITb NOBCEMECTHO BKITHOYEHBI B
obpasoBaTenbHble NporpaMmMmbl MEOULIMHCKUX
BY30B cTpaHbl.
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Applying Adult Teaching Technique in Communication Sessions
NMpumeHeHne "B3pocnbix moaenen"” npenogaBaHUA B CECCUAX NO OOLLUEHUIO

Stefanel Vlad / lWtedaHen Bnag

Emergency University Central Militar Hospital Bucharest, Romania / BoeHHas LieHTpanbHas YHuBepcuteTckas

BonbHuua Ckopown Momowm “Op. Kapon dasuna”

Communication is the first step in cancer
treatment according to many pphysicians”
opinion. Patients should be told when cancer is
diagnosed, but handling of these breaking bad
news regarding their diagnosis and prognosis is
still a problem for many doctors.

Physicians, including oncologists, receive little or
no training in communication and evidence
suggests that they do a poor job of
communicating with cancer patients with regard
of telling the truth and decision-making process.

The medical team tends to focus on technical
aspects of treatment, and the patients tend to
focus on concerns, values and goals. Suboptimal
communication influences patient satisfaction,
has clinical consequences, reduces patient
compliance with treatment.

Patients with cancer need physicians with good
communication skills, so the educational
interventions in communication sessions are very
important. In this session we present few
methods of adult teaching techniques used in
communication session in the training of doctors
in palliative care.

Keywords: communication, education, palliative
care

O0LeHne aBnseTcs NepBbIM LWAroM B neYeHum
paka, N0 MHEHUIO MHOrMX Bpaden. MNaymeHTbl
OOJTKHbI ObITb OCBEOOMINEHDI, KOrga
OnarHocTupyeTcsa pak, HO nogada nnoxmx
HOBOCTEN OTHOCUTENbHO AMarHo3a u nporHosa
No-NpexHemy ABnsieTcs npobrnemon ans MHOrMx
Bpayen.

Bpauu, B TOM 4ncne 1 Bpavyn-oHKOsoru, He
nony4varoT NpakTU4YeCcKn HUKaKoOW NOAroTOBKU B
obnacTtu obLweHns ¢ nauneHTamMm n gaHHble
CBMAOETENbCTBYIOT O TOM, YTO B MpoLecce nogayu
NAIOXMX HOBOCTEN, OHM MMEIOT cnabble HaBbIKM
no obuieHnto ¢ 6onbHbIM pakoM. MeagnunHckas
KOMaH4a umMeeT TeHOEHLUUI0 cocpefoTadymBaTbhCco
Ha TEXHMYECKMX acrnekTax nevyeHus, a naymeHTbl
cocpenoTavunBaroTCs Ha CBOUX NIUYHbIX
npobrnemax, LEHHOCTAX U Lensix.
CybonTnmarnbHoe o6l eHre BNUSET Ha
yOOBMETBOPEHHOCTb NALNEHTOB, UMeEET
KITMHMYECKNEe NOCreCcTBUS U CHKaeT
NPUBEPXKEHHOCTb K JIEYEHUIO.

PakoBble DonbHbIE HYXKAalOTCA B
COOTBETCTBYOLMX HaBblKax 0OLWEHNs nx
rievalmx Bpademn, No3ToOMy NpPOCBETUTENbHbIE
MeponpuaTMa B oTpacnm obLieHus - o4eHb
BaXXHbl.

B aTton paboTte mMbl NnpeAcTaBMM HECKOJSTbKO
"B3pocrnbix Mogenen" npenogasaHus,
ncnonb3yemMble B CECCUAX MO OBLLLEHUIo Npu
NnoAroToBke Bpayven B obriactn nannmaTuBHOIO
yxopaa.

KnrouyeBble cnoBa: obweHne, obpasoBaHue,
nannMaTtuBHbIN yxon
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EAPC Competencies in Palliative Nursing
KomneteHuusa EAMMIM gna meanuMHCKMX cecTép

Nicoleta Mitrea / Hukoneta Mutps

Hospice “Casa Sperantei”, Romania / Xocnuc “Kacca CnepaHuein”’, PymbiHus

Motto: “If | have seen a little further, it is by standing
on the shoulders of giants.”
Sir Isaac Newton

Definitions: Competence is a standardized
requirement for an individual to properly perform a
specific job.
Wikipedia

Competencies represent the quantifiable knowledge,
attitudes and skills that practitioners demonstrate in
the performance of safe, consistent, compassionate,
state-of-the-art, evidence-based end-of-life care which
conforms to the patients’ and their families wishes.

Hospice and Palliative Nurses Association, 2002b

Background:Since forming (1988), the European
Association for Palliative Care (EAPC) regards the
education and training of health professionals as the
highest importance for the promotion and expansion of
Palliative Care in Europe.

After realizing the differences and gaps in the
education and practice of Palliative Care at different
levels in different European countries, in 2000 the
EAPC took the lead and started the work on creating
the common educational ground needed for the
development of standardized required professional
competencies (knowledge, skills, and attitudes) for the
health professionals in the Palliative Care
interdisciplinary team.

The first results came in 2004, when the set of
recommendations for Palliative Nurse Education was
proposed.

Objectives:This presentation aims for the participants

to:

¢ Know the content of the EAPC recommendations
and guidelines on Palliative Nursing competencies;

¢ Believe in the usefulness of EAPC
recommendations throughout the Romanian
example and experience on implementing them;

e Get the necessary tools and strength to act and
make the change possible, toward enhancing the
care of severely ill and dying.

Methods:

e Presentation of the “Guide for the Development of
Palliative Nurse Education in Europe”, Palliative
Nurse Education: Report of the EAPC Task Force,
September 2004;

e Prospective study on the introduction of Palliative
Care to basic nursing training, at Brasov State

MortTo: "Ecnu s auden danbwe dpyaux, mo nomomy, 4mo
CMOS Ha rfeyax au2aHmos"
cap Mcaak HeromoH

Onpepenexune: KoMneTeHUMs 3T0 COBOKYMHOCTb 3HAHWIA 1
HaBbIKOB YelioBeKka unu opraHn3auun, KOTopbie OHU
BbIMOJTHAOT HAa BbICOKOM, KOHKYPEHTHOM YPOBHE.

Bukunedus

KomneTeHuus npeacraBsnaet cobov KoNMYeCTBEHHbIE
3HaHWS1, HABbIKW N YMEHWSI, [EMOHCTPYpPYIOLLMecs
MeOMLMHCKUMK paboTHUKaMM Npy BbINONHEHNN
HesonacHoun, nocregoBaTensbHOM, COCTpagaTeNnbHON, Kak
MCCKYCTBO, HAy4YHO 0OOCHOBAHHOWM NMOMOLLM B KOHLIE XXW3HMK,
1 KOTOpble COOTBETCTBYIOT NOXENaHNAM NaLNEHTOB W
YNEeHOB MX CEMEN.

CnpaBoyHas uHdopmauumsa: C MoMeHTa CBOEro

thopmupoBanus (B 1988), EBponeiickas Accoumaums

MannuaTueHow Momowwym (EAMM) paccmaTpuBaeT

obpa3oBaHue 1 NPOdECCUOHANBHYH NOATOTOBKY

CNeLnanncToB B 0611acTi 30paBoOOXpaHeHUs], kak

NePBOCTENEHHYIO BAXHOCTb NS NPOABWMKEHUS 1

pacLuMpeHns nannmaTMeBHOM nomoLum B EBpone.

lNoHsiB pas3nuuns n npobensl B 06pa3oBaHny v B NpakTuke

MannuaTWBHOM NOMOLLM B pa3HbIX €BPOMNENCKUX CTpaHax, B

2000 rogy EAIM B3sna Ha cebst nHMUMaTMBY M Havana

paboTy No co3aaHnld COBMECTHbLIX 0Opa3oBaTenbHbIX

KOHLienumi, HeobxoammMbIx Ans pa3paboTkn CTaHaapTHbIX

npodheccroHanbHbIX KOMMETEHLUUIA (3HAHUS, HABBIKW W

YMEHUS1) ANst MEQULIMHCKMX PabOTHUKOB

MeXaUCLMNIIMHAPHON KOMaHAbl N0 NannnaTBHOM NMOMOLLK.

MNepBble pesynbTathl nosesunuce B 2004 rogy, koraa 6bin

npeanoxeH Habop pekoMeHaauuin No 0bpa3oBaHuto

MannuaTuBHEIX MeOCecTEp.

Llenu: YyacTHuku aTol npeseHTauum oyayT:

¢ 03HaKomneHbl ¢ pekomeHdaumuammu CAMM, v ¢
PYKOBOZALLMMM NPUHLMNAMM CECTPUHCKOrO Aena B
nannuaTUBHOW NOMOLLU

e BepuTb B nonesHocTb CAII pekomeHaaumi,
nocpeacTBOM onbiTa PyMbIHUM 1 UX peanuaunwum

¢ MeTb HeoOXo4MMble CPEACTBA U CUMbl, YTODBI
[eiicTBOBaTb M CAenaTh BO3MOXHbIE U3MEHEHUs, ANns
MOBbILLEHNS YPOBHS YXOAa 3@ TSKENOBONbHBIMM 1
yMUpatoLLMK,

MeTtoab!:

¢ [IpeseHTaums «PykoBoacTBo no pa3sutiio ObpasoBaHus
MannunatueHoro CectpuHckoro [ena B EBpone”,
O6pasoeanue no MannuatneHomy CectpuHckomy [eny:
Doknag Ueneson Mpynnel CENM, ceHtsbpb 2004 roaa;

¢ [pocnekTuBHbIE NCCNEAOBAHMS MO BHEAPEHUIO
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Nursing College “Grigore Antipa”, in 47 nursing
students, using pre and post tests — for evaluating
the specific knowledge at the beginning of the
module compared with the knowledge at the end
of the module (February and July, 2011);

e Prospective study at the end of the Palliative Care
module, in 42 students, using module evaluation
forms — for evaluating the usefulness of different
sessions, the teaching methods and the lecturer’s
abilities (July 2011).

Results of the prospective study:

e On the pre course tests the students presented
grades from 3 to 7, the average grade being 5,40.
On the post course tests the students presented
grades from 7 to 10, the average grade being 8,40.

¢ On the module evaluation tests the results are:

o The most useful sessions are:*Communication
abilities” (39 students), “Hospice Philosophy”,
“Ethics” and “Symptom evaluation” (37 students);
o The less useful sessions are: “Terminal stage”
(22 students) and “Breaking bad news” (27
students)

o The most appreciated teaching techniques
are: study cases (38 students), followed by role
play and open dialog between students and
teacher, where many examples were given and
stories were told (35 students)

o The less appreciated teaching method is
flipchart presentation or blackboard writing (29
students)

o The lecturer’s abilities were graded “excellent”
by 35 students and “very good” by 7 students.

Conclusions:In Eastern European countries Palliative
Care nurses share similar weaknesses and challenges
in the attempt of performing the best clinical practice
possible. EAPC competencies represent the
prerequisite necessary to develop our common action
plan for uniting our strengths and opportunities in order
to align our Palliative Nursing practice to the European
standards.

Further thoughts and hopes:

“We must ensure that never again will young men and
women enter our noble profession unable to care for
those they cannot cure, not knowing how to listen, not
being ready to learn from nurses, and not sensitive to
their patients’ greatest needs”.

Derek Doyle, Chairmen of the firs EAPC Education
Committee, quoting a distinguished professor of
surgery.

Recommended resource:

“A Guide for the Development of Palliative Nurse

Education in Europe”, Palliative Nurse Education:
Report of the EAPC Task Force, September 2004

Key words: competencies, education, Palliative
Nursing

nannuaTueHON nomMoLLy B 6a3oBy0 NOArOTOBKY

megcectep, B bpawosckom ["ocyaapcTBeHHOM

CectpuHckom Konnemxe "lpurope AHTunay, Ha 47

y4eHMKax, Cnonb3ys NpeaBapuTesisHoe TeCTUPOBaHWE U

MOCNETECTOBOE KOHCYNIbTUPOBAHWE - ANS OLEHKM

crneumanusnpoBaHHbIX 3HaHWUI B Havarne Mogyns no

CPaBHEHWIO CO 3HAaHWSIMM B KOHUE Moayns (¢ dheBpans no

uione 2011 roga);

o [IpocnekT1BHbIE UCCNEA0BAHUSA B KOHLIE MOAYNS No
nannuaTyeHON NOMOLLY, Ha 42 y4eHuKax, UCronb3ays
OLEHOYHbIE hopMynsipbl MOZYNS — A5 OLEHKK
MONe3HOCTN PasfMyHbIX CECCUIN, METOA0B 00yYeHNs 1
crnocobHocTel nektopa (Monb 2011 roga).

Pe3ynbTaThl NPOCNEKTUBHOrO UCCNEA0BAHUA:

¢ B npegBapuTenbHOM TECTUPOBaHWUM Kypca YHEHUKM
nonyymnu ouexkn ot 3 1o 7, cpeghnin 6ann 5,40. A B
MOCNETECTOBOM KOHCYIIbTUPOBAHWM CTYAEHTbI NOSy4nnm
oueHkm ot 7 go 10, cpearui 6ann 8,40.

¢ PesynbTaTthl OLEHOYHbIX (HOPMYNSPOB MOZAYIS TaKOBbI:
o Hawnbonee nonesHbIMM ceccusiMmn ctanm

"CnocobHocTb k 0bLwernio» (39 yyeHnkos),
"®unocodusa Xocnuca", "dtmka" n "OueHka
CUMNTOMOBY (37 Y4YEHWKOB);

o HaumeHee nonesHble ceccun “TepmuHanbHas
ctagusa” (22 yueHuka) n “CoobLyeHne nnoxmx
HoBOCTEN” (27 y4EHNKOB)

o Hawnbonee ueHHble METOAMKM NPENOdaBaHNS:
KnuHudeckue cnyyau (38 y4eHnKoB), 3aTeM poresas
Urpa n OTKPbITLIN AManor Mexay npenogaBartesieM u
yyeHuKamu, rae 6binv NpUBEAEHb! NPUMEpLI 1
pacckasaHbl UIcTopum (35 y4eHukoB)

o HawnmeHee LeHHas meToamka hrmnyapT 1
MHOopMaLMOHHas focka (29 y4eHUKoB)

o Cnoco6HocTu nekTopa ObiNn OLEHEHbI HA «OTIIMYHO»
(35 CTyAEHTOB) M «OYEHb XOPOLUO» - 7 CTYAEHTOB.

3akntoyeHue: B ctpaHax BoctouHoi EBponbl, MeacécTphl

Mo NannuaTyBHON NOMOLLM UMEIOT CXOXMe cnaboctu n

TPYAHOCTM B MOMbITKE BbINOMHEHUS Hanbonee nyyLen

KIWHUYECKON NPaKTUKMK.

JanbHenwue naen U Hagexabi:

Mbi QormxHbI 2apaHmupogamb, Ymo nepecmaHym

cyujecmeogamb MO00bIe MyXYUHbI U XEHUWUHbI KOMOpble

xomsam npucoeduHUMbCs K Hawel 61a2opo0HoU

npogeccuu u Komopbie He 8 COCMOSHUU 3a60MumMbCS O

mex, K020 OHU He MO2ym 8bliieyumb,; KOMopbIie He yMeom

clywams, Komopble He 6ydym 20moebiMU y4umbcsl y

Medcecmep, U He YyacmeumesibHbl K OCHOBHbIM

nompebHOCMsIM C80UX NayueHmos.

Oepek Oonn lMNpe3naeHT nepBoro kommteTta no

obpaszosanuto EAIMM,

CO CCBIJTKOW Ha 3aCMyeHHOro npogeccopa no Xmpyprum

PekomeHayeMble pecypchbl:

«PykoBogcTBo no passutuio ObpasoBaHus MannmaTMeHoro
CectpuHckoro [Jena B EBpone", ObpasosaHue no
MannuatusHomy CectpuHckomy Jeny: Ooknag Lienesoi
Mpynnel CEMM, centsbpb 2004 ropa;

KntoueBble cnoBa: komneteHuun, obpasoBaHue,
nannuatnBHoe CeCTpuHCKoe aerno
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Competences Covered in Palliative Care Subspecialty in Czech Republic
KomneTeHuuMu B nannmatuBHoMm yxozae (y3kasa cneunanusaumsa B Yewwckon
PecnyGnuke)

Ondrej Slama / OHgpen Cnama

Masaryk Memorial Cancer Institut, Brno, Czech Republic, Czech Society for Palliative Medicine / Macapwuk
MemopuanbHbii OHkonormdeckuii UHcTuTyT, BpHo, Yelickasi Pecnybnuka

Introduction

In 2004 the new subspecialty Palliative Medicine and
Pain Management was officialy recognised by Act
about Specialist Training in Medical Professions. More
than 130 physicians (mostly with anestesiological
background) passed one year training and the
certification exam since that. Most of them have been
working in Pain Clinics, only very few in palliative
medicine. It may be partly because of quite difficult
and complex algesiological part of this ,hybrid*
curiculum which may have seem to some palliative
people useless and irrelevant for the practice of
palliative care. In 2010 we achieved an agreement
with algesiologist to separate into two distinct
subspecialities Palliative medicine and Algeziology.
Since 2011 the Palliative medicine (PM) has been
recognised as distinct subspecialty.

Curriculum

One year specialist training in PM is open to
physicians who have got the specialist licence in one
of following specialities: internal medicine, surgery,
gynecology, pediatrics, geriatrics, oncology,
anestesiology, general medicine (GPs)

The fellowship consists of clinical training in
accreditated hospitals or hospices : 4 months of
specialist palliative medicine, 4 months of general
palliative medicine under the guidance of a mentor, 2
monts of clinical oncology and 2 months of long term
care medicine. The training contains 20 days
(120hours) of courses and workshops covering
following issues: symptom management, legal and
ethical issues of palliative medicine, spiritual issues in
PM, communication, team - building and team work in
PM.

The fellow go through the specialist training under the
guidance of an experienced mentor

For the certification exam the trainee has to write a
case of at least 3 patients and go through an oral
exam which covers all domains of PM.

Competences

The specialist in PM should be able to

1. Provide consultation and direct care for patients
with advanced life —limiting conditions (cancer and
non cancer)

2. Physical and psychical symptom assessment and
management

3. Communication with patient and family

e Communication about goals of care

BsepgeHue

B 2004 rogy HoBas y3kas crneumanuaaums:
MannuatueBHas meguumHa n MeHegkMeHT 6oneBoro
CwuHgpoma 6bina oduumanbHO npu3HaHa 3akoHOM O
MoaroToBkn CneunanuctoB B obnact MeanumnHCKmx
Mpodpeccuin. C Tex nop 6onee 130 Bpaven (B
OCHOBHOM a@HECTE3MOSOroB) NPOLUSIN TPEHWHT B
TeYeHU OJHOro roga u caanv cepTUudUKaLOHHbIE
3K3aMeHbl. BONbLUMHCTBO M3 HUX UMEIOT ONbIT PaboTbI
no MeHegKMEHTY BONeBoro CUHAPOMA, U NULLIb OYEHb
HeMHorue B NMannuaTtueBHon MeanunHe. 310 MOXeT
ObITb OTYACTM U3-3a JOBOJIbHO TPYAHOW N CITOXHOM
YyacTu No MeHePKMEHTY 6oneBoro cMHapoma 4YacTu
3TOro «rMbpuaHOro» KyppuKyrnyma, KoTopbli,
BO3MOXHO KaXXeTCsl, HEKOTOpPbIM paboTHUKaM
nannuaTuBHON NOMOLLK, 6ECNONE3HBIM Y HEHYXXHbIM
ansa nx nannuatneHon npaktukn. B 2010 rogy Mbl
OOCTUIMN cornalleHuns ¢ cneumanuctamm no
MeHePKMeHTY 60neBoro cMHApoMa pa3fgenuTbes Ha
OBe OTAEenNbHbIE Y3KMe crneumanbHOCTH:
MannuatneHas meguumHa n MeHeoxmeHT 60neBoro
cuHgpoma. C 2011 roga NMannunatueHaa MeagvumHa
(MM) 6bIna npusHaHa Kak oTAenbHas y3kas
cneuunanusauus.

Kyppukynym
Nog nogrotoBku cneumnanuctoB B MM oTKpbIT ons
Bpayen, KOTopble NOMYYUNIN NINLIEH3NIO CeLnanicToB
no OLHOW M3 CriegyloLmxX cneLmansHoOCTeN:
BHYTPEHHSASA MeauumHa (Tepanus), Xupyprus,
rMHEKONOrus, NeanaTpus, repuaTpusi, OHKONorus,
MeHePKMEHT BONeBoro cuHgpoma, obuias meguuunHa.
Kypc cocTounT 13 KnmHu4eckoro obyyeHns B
aKKpeaMTOBaHHbIX O0MbHULAX M xocnucax: 4 mecsaua
Kak cneumanncTbl NannuMaTmBHOM MeanunHbl, 4
MecsiLa obLer nannumaTMBHON MeAULUHBI Noa
PYKOBOACTBOM HaACTaBHWKa, 2 MecsLa KIMHUYECKOon
OHKONOMMM 1 2 MecsiLia A0NroCPOYHON Tepanuu.
O6y4yeHmne cocTouT u3 20 gHer (120 YacoB) KypcoB 1
CeMVHapOB, NOCBALLEHHbIX CNeayLLUM BONPOCaM:
CUMMNTOMaTMYECKOE NeYeHne, NpaBoBbIe U 3TUYECKNE
BOMPOCKI B NannaTMBHON MeguLmHe, JYXOBHble
Bonpockl B 1M, o6LieHne, komaHaa - CTPOUTENBCTBO
n pabota komaHgbl B M.
CoTpyOHUKM OOMKHbBI NPOUTY CneumanbHy
noAroToBKY Nnoj pPyKOBOACTBOM OMbITHOrO HaCTaBHMKA.
[nsa cepTnmkayMoHHOro aKk3aMeHa CcTaxep OOMKeH
HanucaTtb, No KpanHen mepe, 3 KMMHUYECKNX Criyyas u
NPOWTK YCTHbIN 3K3aMeH, KOTOPbIN OXBaTblBaeT BCE
obnactu MM.
KomneTteHuuu
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e Conflict resolution

e Crisis intervention

Professional and sensitive assessment and

management of spiritual issues

Sound clinical and ethical decision making in

advanced disease

Planning and organisation of care

e good knowledge of healthcare and social
system in Czech Republic

Coordinate and lead the multi professional

palliative care team

e Basic leadership and negotiation skills

Challenges and hot issues

The professional career perspective of specialist in
PM is actually quite limited in 2011

Relatively low number of physicians interested in
specialist training in PM

The absence of specific coding ( for the repayment
of care by health insurance) for PM in out-patient
and in-patient setting represents a real barrier for
the further development of these services.
Negotiations between CSPM and health insurance
about these topics are underway.

The Czech Hospice Association doesn’t consider
the specialist training in PM as necessary for the
physicians working in in-patient hospices ( ,, low
medical“ model of hospice care).

Cneumanuct no NM gomkeH ymeTb:

1.

N

w

B

o

o

N

Ob6ecneunTb KOHCYMbTaUMN U HEMOCPEACTBEHHYHO

MOMOLLb NaumMeHTaMm C NPorpeccrBHbIMM

OrpaHNYMBaLLNMN XN3Hb 3aboneBaHsaIMM

(pakoBble 1 HepakoBble 3aborieBaHus)

dusnyeckasn n ncmxmyeckas oLeHka CMMNTOMOB U

NX MEHEKMEHT

O6wweHre c NauMeHTOM 1 ero CeEMbENn

e O uenu yxopa

e Pa3spelueHune KOHIMKTOB

o MeHeoKMEHT KPU3UCHBIX CUTYaL I

[MpodheccrnoHanbHas 1 aMoLMoHanbHas oueHka, a

TakKe MEHEe)KMEHT LyXOBHbIX BOMPOCOB

KnuHnyeckune n aTudeckme peLleHunst B No3gHNX

cTaausix 3aboneBaHuns

MnaHnpoBaHne 1 opraHM3auns MeguLUHCKON

nomMoLuu

e 3HaHue 30paBOOXPaHUTENBHOM U CoLManbHOM
cuctembl B Yewickon Pecnybnuvke

KoopaunHupoBath 1 pykoBOOUTb

MYNbTUANCLMNIIMHAPHOW KOMaHAOM Mo

nannMaTMBHOWN MeanLMHE.

e  OCHOBHble HaBbIk/ PYKOBOACTBA U BeAEHMUS

neperoBopos

Mpo6nemMbl U akTyanbHbie BONpPOChI

MepcnekTnBbl NpodeccrnoHanbHOM Kapbepsbl
cneuyunanuctoB no MM Ha camom gene OOBOSbHO
orpaHunyeHbl B 2011 rogy

OTHOCUTENBHO HEDOMBLLOE YNCIIO BpaYen,
WMHTepecytoTcs noarotoskon B MM

OTtcyTcTBME cneumduyeckon KogupoBKU
(peumbypcauust Mef. yxofa Yepes MeauLMHCKOe
CTpaxoBaHue) onsg amOynaTopHbIX 1
CcTaumoHapHbIX ydpexaeHui no MM,
npencrtasnseT cobon peanbHbin 6apbep Ans
JarnbHenwlero passutTnga aTux ycnyr. lNeperosopsl
Ha aTn Tembl Mexay CSPM n ponpamu
MEeOMLMHCKOro CTpaxoBaHMs — NPOAOIHKatoTCs.
OpraHusaums Yewickux XocnmcoB He cuntaeT
MOAroTOBKy cnevumanucTos no NM, Heobxoanmon
ONs1 Bpayen, paboTaroLmnx B CTalMoHapHbIX
xocnucax (“cnabas meauumHckas” Mogenb
XOCMUCHOrO yxoAaa).
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Where and How Can We Find Education and Information Resources Free of Charge?
'ae n Kak Mbl MOXXeM HanTu 6ecnnaTHble NporpamMMbl N0 06pa3oBaHUIO U
MHhOpPMaLNOHHbIe pecypcCbl?

Katalin Hegedus / KatanuH Xeregyw

Semmelweis University Budapest and Hungarian Hospice-Palliative Association, Hungary / YHuBepcutet
Semmelweis, ByaanewT, BeHrepckuin Xocnuc — MNannmuatuBHas OpraHusaumst

Regarding educational and information
resources, the European Association for Palliative
Care (EAPC) as an international network for the
exchange of information, offers the pdf version of
various important papers free of charge in the
section of publications and documents of each
page, e.g. education, news and media, etc
(www.eapcnet.eu). One of the most important
documents now is the paper on European
Standards (White paper on standards and norms
for hospice and palliative care in Europe,
Recommendations from the European
Association for Palliative Care). Other resource
is the Central and Eastern European Palliative
Newsletter, supported by the EAPC, which, for
example, contains 20 national standards on
palliative care (www.hospice.hu/newsletter). The
Newsletter is edited monthly in English and in
Russian.

St. Christopher’s Hospice (London) has a very
good educational system, open for Eastern
European specialists
(www.stchristophers.org.uk). The Open Society
Foundations regularly offer grantee courses for
doctors and nurses (www.soros.org). With the
financial support of the Soros Foundation, some
of the Central and Eastern European Palliative
Centres organize trainings for Eastern European
specialists like the Hungarian Hospice
Foundation (www.hospicehaz.hu) or the Hospice
Casa Sperantei, Romania (www.hospice.ro).

I will present more important international
websites such as the IAHPC (International
Association for Hospice and Palliative Care
(www.hospicecare.com) or the WPCA (Worldwide
Palliative Care Alliance (www.thewpca.org) which
are useful to find more information, educational
documents and grants for quality palliative care.

Key words: education, information resources,
websites

Yto KkacaeTcs obpasoBaTeNnbHbIX U UH(POPMALMOHHbIX
pecypcoB, EBponelickas OpraHusaumsi no
MannnaTtneHou Momowwm (EOTIM) B KayecTBe
MeXOyHapoAHOW ceTh ansa obmeHa nHdopmaumen,
npeanaraet 6ecnnatHble PDF Bepcun pasnnyHbix
Ba)XHbIX JOKYMEHTOB N0 06pa3oBaHuWIo, HOBOCTSIM U
CMW (www.eapcnet.eu). OgHuMM 13 Hanbonee BaxHbIX
JOKYMEHTOB B HacTosLLEee BPEMS SBNAETCA AOKYMEHT
no Esponewickum Ctangaptam (benas kHura no
cTaHgapTam M Hopmam Afst XOCMNUCOoB 1
nannuaTneHon nomolum B EBpone, PekomeHgaumm ot
EBponelickon Oprannsaumm no MNMannuatneHom
Momowwn). Ewé ogHmm n3 pecypcos LieHTpanbHow 1
BocTtouHoi EBponbl saBnsietcs, MNannuatueHbIn
GronneteHb (Npu nogaepxke EONI), koTopkin
copepxut 20 HaLMoHanbHbIX CTaHO4APTOB B 06nacTu
nannuatmeHon nomowm (www.hospice.hu/newsletter).
BronneTteHb pegakTnpyeTcsa eXXemMecsavHo Ha
QHITMIMNCKOM U PYCCKOM SI3bIKax.

Xocnuc Ceatoro Kpuctodepa (JToHAoH) nmeeTt o4eHb
XOpOLUYK cucTemy obpasoBaHusl, OTKPbITYIO 411
CMeLmanmcToB U3 BOCTOYHO-EBPOMNENCKMX CTpaH
(www.stchristophers.org.uk). UHctutyTt "OTKpbITOE
obuwecTtBo" (PoHp Copoca) perynsipHo npegnaraet
rpaHToOBblE NPOrpamMMbl A9 Bpayen u Meacecrtep
(www.soros.org). Npu prHaHcoBoW nogaepxke
®oHga Copoca HekoTopble LieHTpbl no
MannuatneHo NnomoLwm u3 LieHTpanbHou n
BocTo4yHol EBponbl, opraHnsyoT TPEHUHMM Ang
BOCTOYHO-EBPOMNENCKMX CNEeLnanncToB, K Nnpumepy,
®oHg BeHrepckoro Xocnuca (www.hospicehaz.hu)
unu xocnuc “Kacca CnepaHuen” B PyMbiHUK
(www.hospice.ro).

£ pacckaxy o Hambornee BaXHbIX MEXAYHapOAHbIX
cauntax, kak MAXIII - MexxayHapoaHas OpraHusauus
ana Xocnucos u MNannuatneHou MNomoLm
(www.hospicecare.com), u BAII - BceMnpHbIn
AnbsiHc no MannuaTtneHon MomoLumn
(www.thewpca.org), KoTopble None3sHbl, A5 TOro
4YTOObI HANTK AONONHUTENBHYK UHOPMaLNIO,
OOKYMEHTbI N0 06pa3oBaHWIo U FpaHThbl 45is
Ka4yeCTBEHHOW NanmnnaTuBHOW NMOMOLLIW.

KnroueBble cnoBa: ob6pasoBaHue, MHpOpMaLNOHHbIE
pecypchbl, canTbl
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Inclusion of Palliative Care in the University Curriculum
BkntoyeHue MNannuatusHom NMomoum B nporpaMmMbl YHUBEPCUTETOB

Daniela Mosoiu®, Despina Baghiu?, Vladimir Poroh® Mira Florea®, Nicoleta Mitrea?, Estera Boeriu®
HDaHnunena Mowoto, AlecnnHa Barny, Bnagumup NMopox, Mupa ®nops, Hukonera Mutpsa, 3ctapa boepuy
'Hospice ,Casa Sperantei”, Romania / Hocnnc ,Kaca cnepaHuen”, PymbiHns

“University of Medicine and Pharmacy Tg. Mures and Pediatric Clinic nr.1 Tg. Mures, Romania / YrHnepcutet
MeagununHbl n Papmaumm Tr.MypeL, MNegnatpuyeckas KnuHuka nr.1 Tr.MypeL, PymbiHns

3University of Medicine and Pharmacy lasi, Romania

*University of Medicine and Pharmacy “luliu Hatieganu” Cluj-Napoca, Romania
*University of Medicine and Pharmacy, Timisoara, Romania

Palliative care has been recognized in Romania as
subspecialty for physicians since 1999 and several
postgraduate courses have been developed for
nurses, doctors, social workers etc. with over 10000
persons trained up to present. At undergraduate level
there have been local initiatives and for a few years
optional palliative care courses were included in the
curriculum of medical students at University of Brasov
(14 hours theoretical training + 14 hours practical
placement) and Tg. Mures (14 hours theoretical
training).

In May 2011 a meeting with deans of medical schools
and academic staff trained in palliative care was
organized in order to discuss the inclusion of palliative
care in the undergraduate curriculum for doctors and
nurses. The purpose of the meeting was both to
update the authorities in the academic field of the
achievements in the palliative care domain in Romania
and also to agree on a potential common curriculum
for palliative care. We took as base for discussion for
drafting a possible curriculum the recommendation of
EAPC concerning undergraduate nursing and medical
education. After the meeting a resolution was issued
and signed by the participants that stated the
importance of including Palliative care as a self
standing discipline in the curriculum both for nurses
and doctors with 28 hours for medical students and 42
hours for nursing students and also a follow up plan
for the implementation of the resolution. 5 universities
agreed to implement the resolution.

A second meeting took place in September 2011 with
the academic staff that will be involved in the teaching
process. The purpose of the second meeting was to
understand what number of hours has been allocated
by each university for palliative care and agree on
material to be used by the trainer, re-discuss
objectives and interactive teaching methodologies.
Material was produced to cover 28 hours of courses
and 28 hours of practical sessions.

A third meeting will be organized at the end of the first

MannmaTneHasi nomoLlp Obina npusHaHa B PymbiHMK
Kak y3kasa cneumanunsaumsa ana spadven B 1999 rogy, c
Tex nop 6binm pa3paboTaHbl acnMpaHTCKue
nporpaMmbl N0 NOArOTOBKE MeAcecTep, Bpayew,
coumarnbHbIx paboTHMKOB U T.4. ¢ 6onee yem 10.000
nmuamu, UMeLLMMN cnewnansHyo NOAroTOBKY B
HaCTOSALLMIN MOMEHT. Ha yHMBEPCUTETCKOM YPOBHE,
UMENNCb MECTHbIE NHNLINATUBBI U B TEYEHUU
HECKONbKUX NeT, AONONTHUTENbHbIE KypCbl MO
nannauaTMBHOM NOMOLLM Bbinn BKNOYEHbI B y4EOHYIO
nporpaMmmy CTyAEeHTOB-MeaMKOB M3 YHMBepcuTeTa rp.
Bpawos (14 yacoB TeopeTM4eCcKon NOAroToBKM + 14
4YacoB MpaKTUYeCckon NoaroToBkM) u rp. Teipry-MypeLu
(14 yacoB TeOpeTUYECKOW NOATOTOBKMN).

B mae 2011 roga 6bina opraHn3oBaHa nepsast
BCTpeYa C AeKaHaMn MeaNLMHCKUX y4eOHbIX
3aBefeHUi, N Hay4YHbIMW COTPYOHUKAMU NPOLLEeALNMUN
noAroToBKy B 06nacTu nannnaTmBHOro yxoaa, ¢
Lenbio 06CyXaeHns BKMIOYEHUA NaninaTuBHON
nomoLLy B y4ebHbI NraH no NOAroTOBKE Bpayven u
mMegcectép. Llenbto BCTpeum 6binm kak
WHPOPMMNPOBaHNE akaLeEMNYECKMX aBTOPUTETOB O
OOCTWKEHUsIX B 0O6NacTy nannMaTuBHOM NOMOLLM B
PyMbIHMM, Tak n 4OroBOp 0 NOTeHUManbHoM obLLen
y4ebHol nporpamme B obnactv nannmaTtueHoOro
yxoga. Mbl B3sinu B Ka4eCTBE OCHOBbI 41151
obcyxaeHust no paspaboTke y4ebHol Nnporpammbl —
pekomeHgaunn EATNC (EBponewckas Accoumauus
MannuatneHoOro Yxoga) OTHOCUTENBHO CECTPUHCKOrO
Aena u meguumHckoro obpasoBanus. Nocne BcTpeyw,
yyacTHvKamu Bblna nognucaHa u BbinyLleHa,
pes3oniouuns KoTopast OTMeTWUNa BaXXHOCTb BKIOYEHUS
nannMaTMBHOWN MOMOLLM (KaK CaMOCTOATENbHYIO
AVCLMNAMHY) B y4ebHbIn nnaH 6yaylmx meagcécrep u
Bpa4en, 28 yacoB Ansa CcTyAeHTOoB-MeaukoB 1 42 vaca
ONs CTYOEeHTOB MO CECTPUHCKOMY Aerny, a Tak Xe u
nnaH no BHeApeHWIo 3ToW pesontoumu. 5
YHUBEPCUTETOB COrMacunuchb ¢ OCyLLLeCTBIIEHUEM 3TOM
pesontounn.

BTopasi BcTpeya coctosanack B ceHTabpe 2011 roga, ¢
npodeccopcko-NpenogaBaTeibCkMM COCTaBOM
KoTopbI 6ygeT 3agencTsoBaH B ydebHOM npoLiecce.
Llenbto BTOpOM BCTpeun BbIno NOHATL KONTMYECTBO
4acoB, KOTopble ObINN BblAENEHbI KAXAbIM
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semester to evaluate the results of the first cohort of
training and to prepare the layout for training material
for students.

Conclusion. This is a very exciting project with huge
impact as it will bring palliative care in the initial
training of future doctors and nurses.

Key words: palliative care curriculum, medical and
nursing school

YHUBEPCUTETOM Ha 3aHSTUS MO NannMaTMBHOM
NOMOLLM, COrfiacoBaThb MCMONb3yeMbl AS1S 3aHATUN
MaTepuarn, NOBTOPHO 0OCYaAUTb LiENn u
WHTEPaKTUBHbIE METOAUKM MpenogaBaHus.
lMoaroToBneHHbI MaTepuan LOMKeH ObliT NOKPbITh 28
4YacoB y4eOHbIX KypcOB K 28 YacoB NpakTU4ECKMX
3aHATUN.

TpeTbe coBellaHne ByaeT OpraHM3oBaHO B KOHLE
nepBoro ceMecTpa, Ans OLEeHKN pe3ynbTaToB NepBow
KOropTbl MO 06y4eHUto, 1 NOAroTOBUTE MakeT Ans
CTyAeHYecknx y4ebHbIX MaTepuanos.

3aknoyeHue: OTO O4YEHb 3axBaTbIBaAKOLLMIA NPOEKT C
OFPOMHbIM BO3OENCTBUEM, KOTOPbIN BHEOPUT
nannMaTMBHYIO MOMOLLb B Ha4amnbHY NOATOTOBKY
Oyaywmnx MeacecTép n Bpaden.

KnroueBble cnoBa: Kyppukynym (y4ebHas

nporpamMma) no nannnaTtMeBHON NOMOLLW, CECTPUHCKOE
obpasoBaHue, meanLMHCKME y4ebHble 3aBefeHuns
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Implementing Hospice Quality Measurement Instruments
BHeapeHue MHCTPYMEHTOB NO U3MEpPEHUI0 KayecTBa B Xocnuce

Cristina Ghiran / KpuctuHa NmpaH

Hospice “Casa Sperantei”’, Romania / Xocnuc “Kacca CnepaHuen”, PymbiHus

Hospice “Casa Sperantei” is an organisation
dedicated to quality care. Still, when the team culture
is one of kindness, amability and help offered without
discrimination, but in the same time with limited

resources, the quality assessment can be a challenge.

Even when in the most of the time the patients’ and

relatives’- the palliative care beneficiaries- thank you

words are abound with superlatives, still this question
strikes: do we really offer what we promise? The
following questions appear:

¢  What does quality means in palliative care and
how can this be measured?

¢ How can it be improved?

e To what degree we managed to meet the
objectives in patients’ care, using the present
human and financial resources?

¢ Knowing the quality of care is different among
providers and even among different services of
the same provider, what makes us special?

The prospective Clinical Audit is a quality control

instrument, used to improve the patient care, by

comparing current practices with predefined
standards.

Taking into account that in improving quality in

palliative care is all important to monitor the pain

control issues, the Hospice team chose the following
indicator: For patients who screened positive for pain,
the percent with improvement within 2 days of
screening.

Testing of the method was done in April- June 2011

and the properly audit in June- July 2011, by

observing 319 patient chart from the 14th services

(four locations) of Hospice Casa Sperantei.

It was noticed the high incidence of pain in cancer

patients, significant difference among services

regarding pain assessment and its documentation,
evaluation period and different degree of procedure
compliance

The objective of this paper is to present a model of

implementing a quality measure instrument as a

necessary step in continuing growing of every

organisation.

Key words: Quality management, prospective clinical
audit, pain control

Xocnuc “Kacca CnepaHuen’aBnseTcs opraHnsaumen,
3aHUMaLOLLENCS KAYECTBEHHON MeaNLIMHCKOM NOMOLLLbIO.
OpfHako, ecni Bbl ABNSIETECH YaCTblO KOMaHZbI, rae
CYLLIECTBYET KynbTypa BEXIIMBOCTM, NPeAaHHOCTH,
HeaUCKPUMMHMPOBaHHas U GecnnaTHas NOMOLLb, XOTS 1
C OrpaHUYeHHbLIMK pecypcamu, Toraa oueHKa KavecTsa
MOXET CTaTb CIOXHOMN 3agaven. [Jaxe ecnu B
BonbLUMHCTBE Cryvaes crosa bnaro4apHOCTU NaLUEHTOB
N UX cemen-nonyyartenen ycnyr naniamaTuBHON MOMOLLM
1300MNy0T B NPEBOCXOAHON CTENEHW, NOSBMSETCS
BONpOC: AeﬁCTBMTeanO U Mbl NpegnaraemM 1o 4TO
obewaem ?

BosHukaloT cnegytoLme BONpOCH:

e Y70 03HaAYaeT Ka4yecTBO B NannMaTUBHOM NMOMOLLIA U
Kak ero MOXHo n3MepuTb?

Kak MOXHO ero yny4wmTs?

Ucnonb3ays cywecTBylowme huHaHCOBbIE U
YyenoBe4eckne pecypchbl, B KAKON CTeNeHU Mbl
MOXeM [O6GUTLCA NoCTaBNeHHbIX HaMu Liernei B
nnaHe yxoga 3a 60nbHbIMKU?

Yrto oTnnyaeT Hac oT Opyrnx nocrtaBLUMKOB
nannmMaT1BHOM MOMOLLM, KOTAA XOPOLLO U3BECTHO,
YTO Ka4eCTBO MeOMLMHCKOW yXoha oTnmyaeTcs oT
0[HOro NpoBangepa K opyromy, u gaxe Mexagy
pa3HbIMK YCryramu O4HOrO U TOrO Xe npoBangepa.
MepcnekTUBHBIN KNMHWYECKUIA ayauUT — 3TO MHCTPYMEHT
KOHTPONMPOBaHMS KavyecTBa, MCMOMb3yeMbln Ans
ynyJleHus obCnyxuBaHnsa nauneHToB, NyTem
CpaBHEHUA TeKYLNX NPaKTUK C I'Ipep,OI'IpeD,eJ'léHHbIMVI
CTaHOapTamMmu. YuuTbiBas TO, YTO B npouecce ynydweHua
KayecTBa B 06M1acTv nannuaTMBHOIO yxoda, siBnseTcs
abcontoTHO HeoBXOAUMBIM MOHUTOPUHT
KOHTpONMpoBaHus 6onu, nokasaTtenb BbIOpaHHbIN
KoMaHgon xocnuca ctan: lpoyeHm docmuaHymbiIx
ynydweHul 8 medyeHue 48 yacos, 05151 nayueHmos y
Kkomopbix 6bi1 udeHmudgbuyuposaH 6osie8oli CUHOPOM.
MeToz TecTMpoBaHus ObINO NPOU3BEAEH C anpens Mo
utoHb 2011 roga, a cam ayaut B utoHe-uone 2011 roaa,
Obinn paccmoTpeHHbl 319 3anucen ns 14 yenyr (4
mecTopacnonoxeHus) Xocnuca “Kacca CnepaHuen”.
Bbin HabnoAEH BLICOKMI YpOBEHb B6ONM Y NaLNEHTOB,
CTpafaloLmx OT paka, CyLLEeCTBEHHbIE Pa3nnMuns Mexay
cnyx6amu ¢ TOUKM 3peHUs OLEHKM Bonmn n
[JOKYMEHTaLMK, pasHblli Neprod nepeoLeHkn 6onu, n
pasnuyHas cTeneHb COOTBETCTBUS C MPOLEAYPON.
Lienbto JaHHOWM cTaTby SBRSIETCA Npe3eHTauus Mogenu
ANs BHEAPEHWS U peanu3auum MHCTPYMEHTa Mo
N3MEpPEHWNI0 Ka4YeCcTBa, kKak HE0OXoaMMbIN Lar B
HenpepbIBHOM pa3BUTUK NoOo opraHM3aumu.

KnroyeBble cnoBa: MeHe)KMEHT KayecTBa,
NepcnekTUBHbINA KMMHUYECKWIA ayauT, KOHTPONMpOBaHNe
oonun

49



Clinical and Organizational Standards in Palliative Care
KnunHunyeckne u opraHnsauuoHHble CTaHAapTbl B NannMaTuBHOW NOMOLLMY

Arthur Sarosi / Aptyp Capocu

Christian Foundation Diakonia, Cluj-Napoca, Romania / XpuctunaHckun ®oHa [uakoHus, Knyx-Hanoka,

PyMblHUSA

We already have many documents regarding
standards in palliative care. Almost each country has
one and there are places where there is even more
than one document regarding standards in palliative
care as UK or USA and maybe others too. The content
of those documents is slightly different which shoes
the difference of practical applicability of the standards
and also the differences in the development of the
palliative care systems in different countries.

The standardizations came in the medical and social
field from the military and industry sector and it was
meant in principium to raise the quality and mainly the
cost effectiveness of different processes. How much
standardization is needed in the palliative care in
terms to not have the feeling that we intend to
standardize even the process of death.

How much standardization we need in Romania,
where there are wide differences between service
providers in terms of experience, resources, structure
and motivation, and all that has impact in the number
of reached patients, in the quality of care,
addressability and continuality of the services. How
the standards really have and how can we make sure
that standards will be used in the reality and will not
remain just a document from which each
organization/provider will use just how manly would
like. If so why we should not speak about guide lines
and then where are just guide lines sufficient.

Mbl yxe UMeeM MHOXECTBO LOKYMEHTOB, KacaroLmnxcs
CTaHgapToB B 06racTv nannmaTtuBHoro yxoaa. Moytu
Kaxxgasi CTpaHa MMeEeT Takon AOKYMEHT, U
CYLLECTBYIOT CTPaHbl, KOTOPbIE MMEIOT HECKOSTbKO
[OKYMEHT O cTaHgapTax B obnacTtu nannmaTtMBHOro
yxopga, Hanpumep Benukobputanusa nnm CLUA, a
BO3MOXHO 1 gpyrne. CoaepxaHue aTux 4OKYMEHTOB
crnerka oTnu4yaeTcsl, U 3TUM rNokasbliBaeT pasHuLly
NpaKkTU4YeCcKoro NpUMEHeHUs CTaH4APTOB, a Takke
pasnuuns B pasBUTUN CUCTEMbI NannMaTUBHOM
NMOMOLLM B pa3HbIX CTpaHax.

CraHgapTu3auus npuvna B MEQULMHCKYIO U
coumanbHyo cdepy OT BOEHHOIO Y MPOMBbILLNIEHHOTO
CeKTopa, 1 3TO AOIMKHO ObINo cTaTb MPUHLMMOM MO
MOBbILLEHWIO Ka4eCTBa 1 POCTOM 3KOHOMUYECKOW
3(PPEKTUBHOCTI pasfiMyHbIX NPOLLECCOB. M B 3TOM
cny4yae, Heo6xo0AMMO CTaHOAPTU3NPOBaTh
nannmaTUBHY MOMOLLb, Tak YTOObI He BbIno
OLLYLLEHNS, YTO Mbl HAMEPEHbI CTaHOAPTU3NPOBaTh
cam npoLecc CMepTu.

W Hackonbko e Torga PymbiHus HyxxgaeTcs B
cTaHgapTM3auumn nannMaTvBHON NOMOLLW, €CNN Y Hac
CyLLeCTBYIOT BoMbLUNe pasnuunsa Mexay
NocTaBLUMKaMM YCIYr C TOYKW 3pEHNs OnbITa,
pecypcoB, CTPYKTYpPbl U MOTUBALMIA, KOTOPbIE BANSAIOT
Ha 4mcno BoMbHbIX, HA KAYECTBO MeOMLIMHCKON
MOMOLLIM M Ha KOHTUHYanNbHOCTb ycnyr. M Toraa ecnu
3TV CTaHZ4apTbl AENCTBUTENBHO CYLLECTBYIOT, Kak Mbl
MOX€eM ObITb YBEPEHbI, YTO OHWN paboTOCMOCOOHLI B
exxegHeBHOW NpakTUKe, a He OCTaHyTCs, NULLb
OOKYMEHTOM, KOTOpbIA Kaxaas opraHusauus /
nocrasLmK BygeTt ncnonb3oBaTb NO CBOEMY
yCMOTpeHuto. Torga BO3MOXHO AOCTaTOYHO ONucaHms
TOJSTbKO PYKOBOASLLUMX MPUHLMNOB?
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Training of Volunteers for Hospice - Palliative Care teams. The Polish Experience
MoaroToBka BONoHTEpoB ais Xocnuca u [Mannmarusuoii NMomolum

Piotr Krakowiak / Métp KpakoBsik, Anna Janowicz/ AHHa flHoBuy, 2, J6zef Binnebesel / XKosed

BuHHeOecen 3

'Fundacje Lubie Pomaga¢, WNP-UMK Torun, Poland / TopyHb

2Fundacje Lubie Pomagaé¢, Poland

3Fundacje Lubie Pomaga¢, WSEZINS t.6dz, Poland / Jloasb

The programme of the DEVELOPMENT OF HOSPICE
VOLUNTEERING “I LIKE TO HELP” has been prepared
and implemented by the National Hospices’ Chaplain,
Hospice Foundation and numerous centres from Poland in
the following plan:

1. Initial Assessment — created in 2002 — 2004. The key
element was the experience gained from visits to the
majority of hospice-palliative care centres in Poland by the
National Hospices’ Chaplain. These visits promoted and
encouraged the concept of an all encompassing - Poland
media action ‘Hospice is life, too’. This initiative was at the
request of the team of the Hospice Foundation. The
requirement and definition of this initiative aims to reinforce
and actively encourage hospice volunteering, particularly
group care which is devoted to the care of the terminally ill .
These concepts were the inspiration for “I LIKE TO HELP”.
2. Proper Assessment — formed in 2004-2007. The key
elements of this initiative were two research projects
developed by the team at the Hospice Foundation with the
assistance of the palliative and hospice centres within
Poland. The willingness and co-operation of care groups
within the local environment was undertaken by P.
Krakowiak and A. Janowicz. The research undertaken by J.
Binnebesel, Chairman of the Scientific Council of the
Hospice Foundation, research project were attributed to
tanatopedagogy3. Sadly, the research results confirmed that
there is minimal co-operation within the local communities
and teachers are incapable for various reasons (i.e. not in
the school’s curriculum) to discuss the issues regarding the
end of life and hospice volunteering in schools.

3. Training and publishing activities — created in 2007-
2010 as a result of a three year training programme. One of
the main results of this training programme was the proposal
of informative and educational needs. In preparation for this
purpose specific projects were initiated and fulfilled and
continue with the assistance from numerous hospice-
palliative care centres. With the assistance and commitment
of many volunteers a practical textbooks encouraging and
strengthening hospice volunteering have been published.
Year of volunteering (2007/2008) — The Year of
Volunteering highlighted the urgent need for volunteers
within hospice-palliative care. The publication of two
textbooks earmarked for the candidates of hospice
vqunteering4 and for volunteering coordinators® provides a
tangible tool for the universal preparation of coordinators
within groups of hospice-palliative care, and provides
training materials for volunteers. Utilising these textbooks
and training a total of 96 palliative and hospice centres
benefited from their directives. These textbooks and
multimedia aids were available at no cost from The Hospice
Foundation.

Year of education regarding the end of life and

Mporpamma no PasButuio lo6poBonb4yecTBa B
Xocnuce “SA nobnio nomoratb” Obina
noarotoeneHa u peanusyetca KanennaHom
HaumoHnanbHbIx Xocnncos, ®oHAOM XOCNUCOB, a
TakKe MHOMOYMCNEHHbIMU NONBCKUMMU LIEeHTpamMu, No
cneayroLemy nrnaHy:

1. NMepBOHaYanbHas OLEHKa - Co3AaHHas Mexay
2002-2004 ropamu. KntoyeBbIM 311EMEHTOM cTarn
OMNbIT, HAKOMJIEHHbIN NpK NoceleHnn 6onbLUNHCTBA
LleHTpos no MannuatmneHomn MomoLun n Xocnmcos - B
MNonbwe n Kanennanom HaumoHanbHbIX X0CNMCoB.
OTn noceLeHns CTUMynMpoBanu 1 NOOLLPUIK
BCEOXBATbLIBAOLLYIO KOHLEMNLUUIO - AEACTBME NOSNbCKUX
CpeAcTB MaccoBow nHdopmaLmm “Xocnmc, 3To Toxe
XU3Hb”. ATa nHMLMaTmMBa Gbina peannsoBaHa no
npocbbe komaHabl PoHga Xocnucos. TpeboBaHus un
onpegeneHns 3Ton NHMLMaTUBbl ObINM HaNpaBneHbI
Ha YKpenneHne 1 akTMBHOE MOOLLpeHne
[obpoBobYecTBa B XOCMNMUCax, B YaCTHOCTW rpynnbl
nomMoLLu, KoTopble NocBsALLaT cebsa yxoay 3a
Hens3neynmo 6onbHbIMU. OTU KOHLENLMU cTanm
BOOXHOBEHMEM ANd nporpammsbl “A nobnto nomoratb”.
2. focToBepHas oueHKa — (hopMMpoOBaHHas Mexay
2004-2007 rogamu. KntoyeBbiMU 3nemMeHTaMn 3TOn
MHULMaTKBbLI ObiNn ABa Hay4YHO-MCCNenoBaTEeNbCKUX
npoekTa, paspaboTaHHble komaHgon ®oHaa
Xocnucos, Npu coaencTBUN LLIEHTPOB MO
nananaTMBHON NOMOLLM N APYTUX XOCMMCOB B
MonbLe. >KenaHve n cOTpyaHMYECTBO rpynn no
yxogay, B pamMKax MECTHbIX YCIOBMWI, Bblnn
npegnpuHaTol IN. Kpakosk n A. AHoBuu,.
WMccnenosanus, npoeedeHHble J. BuHHebecen,
npencepatenem HayvHoro CoseTta ®oHaa Xocnmcos,
ObINN OTHECEHbI K HAY4YHO-UCCNEeAoBaTENbCKUM
npoekTam B TaHaTo-negarormke(3). K coxaneHnuo,
pes3ynbTaTthl UCCNeaoBaHUI NOATBEPANIN, YTO
CYLLIECTBYIOLLIEE MMHMMArIbHOE COTPYAHMYECTBO B
pamkax MECTHbIX OOLLUH 1 yuuTenen He B COCTOSHUM,
Mo pasnnyHbIM NPUYNHAM (HE CYLLECTBYIOT B
LLKOITbHOW y4ebHOoM nporpamme) obcyxaaTb BONpPOCHI,
CBSI3aHHbIX C XOCMUCHOM MOMOLLIbIO B KOHLIE XKU3HWN U C
[06pOBObYECTBOM B LLKOMAX.

3. ObyyeHue u n3gatenbcKas AesTeNbHOCTb —
co3faHHas mexay 2007-2010 rogamu B pesynbTaTte
TpexneTHen nporpammsbl No nogrotoske. OgHUM 13
OCHOBHbIX pe3yrnbTaToB 3TON y4ebHOW NnporpamMmmbl,
cTano npegnoxeHne 06 MHPOPMALIMOHHBIX U
obpasoBaternbHbIX NOTPeOHOCTAX. B x04e noarotoBku
K 3TOW Lenu ObiNn HayaThbl, BbIMNOMHEHbI U ganee
NPOAOIIKAT pas3BMBATLCA KOHKPETHbIE NMPOEKTLI, BCE
3TO C MOMOLLIbKO MHOTOYMCIEHHbIX LIEHTPOB MO
nannMaTMBHOM NOMOLLK K Xocnucos. MNpu cogencteumn
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volunteering in schools (2008/2009). This particular
project was aimed specifically at teachers of all schools
throughout Poland. Over 800 teachers welcomed the subject
of the end of life and hospice volunteering, and accepted the
invitation to the ‘I like to help’ project. The outcome of this
initiative was the publication of a textbook, written together
with teachers-practitioners entitled ‘How to talk with students
about the end of life and hospice volunteering’’. The
textbook, like others, were distributed free of charge to all
hospice-palliative care teams in Poland, and to all schools
and colleges included in the project.

Year of volunteering of adults and elderly people
(2009/2010). This project was designed for the numerous
professions who are able to offer assistance and guidance in
any way to the hospice-palliative care teams. The academic
textbook pertaining to the non medical aspects of care at the
end of life® covered the aspects missing in publications
within this area (please note this is the only available
textbook in the Polish language). Thus this proves the
increasing need to promote the problem of life’s ending in
the curriculum not only in the education of teachers, but also
within the medical profession, encompassing, psychologists,
sociologists and social workers. Again, this textbook was
provided at no cost and please note that it provides a
valuable source of information for those who will hopefully
assist in and encourage others to become volunteers within
the area of adults and elderly people in the end of life team
care.

4. Analysis of results and practical application of
conclusions. This was the culmination of the information
disseminated from each stage of the activities in the
educational project ‘l like to help’. An introduction by the
Polish Ministry of National Education, regarding the book
about a hospice volunteering for schools, has been
recommended by the Ministry of Education®. Books created
for the end of the project ‘I like to help’ pertain to the care of
chronically ill at home™ and chronically ill child at home™.
Both textbooks represent a support for informal carers
(members of family, volunteers) taking care of the seriously
ill at home. Workshops and lectures abroad have been
dedicated to the above projects, in Ukraine, in Rome,
Belarus and during the European Congress of Palliative
Care in Lisbon have confirmed that the development of
hospice volunteering and help for people at the end of life is
an urgent need not only in Poland. The publishing of edited
textbook ‘How to talk with students about the end of life and
hospice volunteering’ in ltalian"®is indeed confirmation that
good practices worked out by the Hospice Movement in
Poland can be successfully used in other countries. More
than ever within the countries of Central and Eastern
Europe. Countries who are experiencing difficulties in this
respect, and feeling constraints similar to Poland’s
transformation processes can find inspiration to their own
activities in the textbooks, multimedia aids and training
programmes created by the Hospice Foundation.
Recommended publications for the development of
hospice volunteering:

Krakowiak P., Modlinska A. (2008): Podrecznik
wolontariusza hospicyjnego, [The manual of hospice
volunteer], Gdansk, ViaMedica

Krakowiak P, Modlinska A, Binnebesel J. (2008): Podrecznik
koordynatora wolontariatu hospicyjnego, [The manual of
hospice volunteer’s coordinator] Gdansk, ViaMedica

N C NPUBEPXKEHHOCTBIO MHOTMX JOOpOBONbLEB, ObiNn
ony6rMKoBaHbl NpaKTU4Yeckne y4ebHUKM no
MOOLLPEHUNIO U YKpPENNeHUo Ao6poBObLYECTBa B
Xocnumcax.
Fop nobpoBonbyecTBa (2007/2008) - Noa
[obpoBonbYecTBa, NOAYEPKHYIT CPOYHYHO
HeobxooMMOCTb B BOMOHTEpaXx, B LIeHTpax no
nannuaTMBHOW NOMoLLM 1 B xocnucax. [Nybnukaums
OBYX y4eBHUKOB, NpeaHa3HayYeHHbIX Ans KaHau4aToB
B BOMOHTEpPbI Xocnuca(4), n ansa koopamHaumm
BONMOHTEpamu(5), obecneunBatloT OLWYTUMO BaXKHbIN
WHCTPYMEHT N0 YHUBEPCanbHON NOAroTOBKe
KOOPOWHaTOPOB, B pamKax rpynmn no nannvaTtvBHON
nomMoLM 1 B Xocnucax, a Takke obecnevmsaroT
y4ebHble maTepuansl Ans gobposonbueB. brnarogaps
MCMNOMb30BaHMI0 aTUX y4ebHbIX MmaTepuanos, 96
LEHTPOB NO NannuaTMBHON NOMOLLU N XOCMUCOB,
BOCMOJb30BaNMCh NX ANpeKTMBamMn. OTn y4ebHble
MaTepuanbsl U MynbTUMEOUNHbIE CPEACTBA, Obinn
AocTynHel 6ecnnaTtHo 6rnarogaps ®oHAay Xocnucos.
Fog no o6pa3oBaHMI0 OTHOCUTENBHO KOHLA XXU3HU
1 gobpoBonb4yecTBa B WKonax (2008/2009).
[daHHbIM NpoekT npegycMaTpmBanca MMEHHO Ans
npenogaeaTenen wkon Bo Bcen MNonbwe. bonee 800
yyuTenemn NnpMBeTCTBOBANN TEMY KOHLIA KU3HU, a
Takke 4OOPOBONBbYECTBA B XOCMMCAX, U MPUHSMM
npurnaweHne npoekta “A nobnto nomorats”.
Pes3ynbTatoM 3TON MHMLMAaTKBBLI CTarNo nsgaHue
y4ebHuKa, HanncaHHOro COBMECTHO C
NPaKTUKYOLWMMKN NpenogaBaTensamu, No4 Ha3BaHNeM
“Kak roBopuTb C y4EHMKaMU O KOHLIE XU3HU 1 O
pobposonbyectBe B xocnucax” (7). 1o yuebHoe
nocobue, kak n gpyrue, 66inm pacnpoCcTpaHeHbl
DecnnaTHO BO BCEX KOMaHAax no nannMatuBHOM
nomoLum n B xocnucax NMonbLlun, a Tak e 1 Bo BCex
LUKOMax v Konnemxax BKIMOYEHHbIX B NMPOEKT.
Moo nobpoBonbyecTBa cpeamn B3POCHbIX U
noxunbix nogen (2009/2010). IToT NpoekT bbin
pa3paboTaH 4N MHOrOYMCIEHHBbIX NPOdeccun,
KOTOpble CNOCOOHbI NPEANOKNTbL CBOK MOMOLLL U
pekomMeHZaLmMM KoMaHgam no nannMaTtuBHOMY yXOoay U
xocnucam. Akagemmdeckmne ydyebHble nocobus,
OTHOCALLMECHA K HEMEOMWLMHCKMM acnekTam rno
MOMOLLIM B KOHLIE XM3HU (8), NOKpbIBAOT
OTCYTCTBYIOLLME acnekTbl B NyGnmkaumsix 3Toro
npoduns (obpaTnte BHMMaHNE, YTO 3TO
€OVHCTBEHHbIN JOCTYMHbIA Y4ebHbIN MaTepman Ha
NonbCKOM s3bike). Takum obpasom, 3TO JoKa3biBaeT
pacTyLlyto NoTpebHOCTb, B UHTErpaumm npobnem
NOABNSIIOLLUNXCA B KOHLE XXU3HU, KaK B KYPPUKYIYM
yautenemn n MeguLmMHCKnx paboTHMKOB, Tak U B
KYPPUKYJTYM NCUXOJIOrOB, COLIMONONOB U CoLMarbHbIX
paboTHMKOB. HEeCMOTps Ha BCE, 3TOT y4eOHMK Bbin
npenocTaBrieH COBEpPLLUEHHO DecnnaTtHo, u obpatute
BHMMaHMWE, YTO OH NPEeaOCTaBNAET LIEHHbIN
MHPOPMALIMOHHBIN UCTOYHMK OIS TEX, KTO KakK Mbl
Hageemcsi, NOMOTYT U MOOLLPAT APYruX, B
BO3MOXHOCTM CTaTb BONIOHTEPaMM B KOMaHAaax no
NMOMOLLM, AAHHOW B KOHLE XM3HW, B3POCHbIM 1
NOXMIbIM NOOSIM.
4. AHanun3 pe3ynbTaToB U NpaKTU4Yeckoe
npUMeHeHue BbIBOAOB. JTO ObINO KynbMUHaUMen
pacnpocTpaHseMor MHopMaLun, No KaXKaoMy aTany
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Binnebesel J. Janowicz A. Krakowiak P. (2009): Jak
rozmawia¢ z uczniami o koficu zycia i wolontariacie
hospicyjnym, [How to talk with students about the end of
life and hospice volunteering], Gdansk, ViaMedica
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European Journal of Palliative Care, 12th Congress of the European
Association for Paliative care 18/21 May 2011, Lisbon

'2 Binnebesel J. Formella Z. Janowicz A. Krakowiak P. (2011): Parlare di
cose serie con i bambini a casa e a scuola. La sofferenza e la fine della vita,
[Talking about serious issues with childrens. Suffering and end of life],
Roma, LAS

[edaTenbHOCTU B 0Opa3oBaTenbHOM npoekTe “A
nobnto nomoratk”. BctynutensHoe ¢rnoBo Monbckoro
MuHucTtepctBa no HaumoHansHomy ObpasoBaHuto,
OTHOCUTENBHO KHUMM Anst y4ebHbIX 3aBeeHuI, O
[obpoBonbYeCTBE B XOCMNMCaX, ObINI0 peKOMEHA0BaHO
MwuHncTtepctBom ObpaszoBaHusi(9). Matepuansl,
co3aaHHble ANns 3aBepLueHus npoekTa “A nobnio
nomoraTtb" OTHOCATCS K yXo4y 3a XPOHNYECKUMU
BonbHbIMK B goMallHux ycnosusix(10) n 3a
XpoHuyeckn 6onbHbIM pebeHkom Ha gomy(11). Oba
y4ebHbIX nocobus, NpeacTaBnaoT cobon NoaaepPX KKy
ansa HecbopMarnbHbIX ONEKYHOB (4NEHOB cemMen,
BOTOHTEPOB) MOMOratoLLMM TSXKENO GONbHBIM B
AoMallHuX ycnosusix. CeMuHapbl 1 nekuum 3a
rpaHuuer 6611 NOCBALLEHbI BbILLEYNOMSAHYTHIM
npoektam, B YkpaunHe, B Pume, benapycu n Bo Bpems
EBponeickoro KoHrpecca no NannuaTtusHon MNomoum
B JlnccaboHe(12) noaTBEPAMIIOCH, YTO B pa3BuTum
AobpoBonbYecTBa B XOCMMCaX M B LIEHTpax no
NOMOLLM MIOAAM B KOHLIE XXM3HW, CPOYHO HyXOaeTcs
He Tonbko MNonbwa. MNybnukaumnsa yuebHoro nocobus
“Kak roBopuTb C y4EHMKaMU O KOHLIE XU3HU 1 O
[obpoBonbYecTBe B Xocnucax” Ha UTanbsaHCKOM
a3bike(13), Nokasana, YTo xopoluas npakTuka,
pa3paboTtaHHas XocnucHbim [emkeHnem B MNonbLue,
MOXeT ObITb YCNELLHO MCNONb30BaHa U B ApYrmX
cTpaHax. M bonee yem korga-nnbo BoctpeboBaHa B
cTpaHax LleHTpanbHon n BoctoyHon EBponbl.
CTpaHbl, KOTOpbIE UCMLITBIBAIOT TPYAHOCTM B 3TOM
OTHOLUEHMUW, Y YyBCTBO OrpaHUYeHns aHanornyHoe
Monbwe B npoueccax npeobpa3oBaHns, MOTyT HaUTH
BAOXHOBEHWE ANnsl MX COGCTBEHHOW AeATenbHOCTU B
AaHHOM y4eBHOM maTepuane, B MynbTUMEANNHbIX
nocobusax n B y4ebHbIX MporpaMmax Co3aaHHbIX
doHgom Xocnumcos.

PekomeHayemble nybnukaumum ans pasBuTus
XOCNUCOB [OOGpPOBOSIbLYECTBA:

Krakowiak P., Modlinska A. (2008): Podrecznik
wolontariusza hospicyjnego, [The manual of hospice
volunteer], Gdansk, ViaMedica

Krakowiak P, Modlinska A, Binnebesel J. (2008):
Podrecznik koordynatora wolontariatu hospicyjnego,
[The manual of hospice volunteer’s coordinator]
Gdansk, ViaMedica

Binnebesel J. Janowicz A. Krakowiak P. (2009): Jak
rozmawia¢ z uczniami o koncu zycia i wolontariacie
hospicyjnym, [How to talk with students about the
end of life and hospice volunteering], Gdansk,
ViaMedica

Binnebesel J. Janowicz A. Krakowiak P. (2010):
Pozamedyczne aspekty opieki paliatywno-hospicyjnej,
[Non medical aspects of hospice-palliative care]
Gdansk, ViaMedica

Krakowiak P., Krzyzanowski D., Modlinska A.(2011):
Przewlekle chory w domu, [The care of chronically ill
at home] Gdansk, ViaMedica

Binnebesel J, Bohdan Z., Krakowiak P., Paczkowska
A. (2011): Przewlekle chore dziecko w domu, [The
care of chronically ill child at home], Gdansk,
ViaMedica
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Clinical Protocols- an Instrument for Improving Quality of Care
Protocoalele clinice — un instrument de imbunatatire a calitatii

Daniela Mosoiu
Hospice ,Casa Sperantei”’, Romania

In medical practice there is an acute need for
standardization of care in order to insure the quality of
services. Clinical protocols play an essential part in
this process.

22 clinical protocols have been developed in Romania
to cover the main symptoms in palliative care. The
format is one of an algorithm and supplemented by
tables, practical recommendations. The process
started with a literature search to identify relevant
international protocols. Scottish National Palliative
Care Protocols and NCCN protocols were chosen as
the relevant one as they were reviewed in 2010 and
are based on sound scientific evidence. They were
used as base for our work.

Protocols will be a resource for all those working in
palliative care or who have in their case load palliative
care patients but they will also be useful at medical
authorities’ level to calculate real costs for palliative
care interventions and make available the necessary
medication.

The protocols are transmitted for approval to Ministry
of health and House of Insurance.

Key words: clinical national protocols, palliative care

Este recunoscuta in practica medicala nevoia
standardizarii ingrijirii acordate pacientului pentru a
asigura o buna calitate a serviciilor, iar introducerea in
activitatea clinica a protocolalelor terapeutice este
parte esentiala a acestui process.

In Romania au fost elaborate 22 de protocoale pentru
principalele probleme intalnite Tn Tngrijiri paliative.
Forma aleasa este cea de algoritm de management al
simptomului respectiv insotit de explicatii, tabele,
puncte practice. Deoarece procesul de elaborare a
protocoalelor de novo este laborios, necesita timp,
resurse si acces neingradit la literatura de specialitate
de ultima ora, participantji la grupul de lucru au agreat
ca baza pentru protocoalele romanesti sa o constituie
protocoalele NCCN si Protocoalele Nationale de
Ingrijiri Paliative Scotiene, ambele bazate pe evidente
clinice solide si revizuite in 2010.

Protocoalele vin Tn sprijinul tuturor profesionistilor care
lucreaza n ingrijiri paliative sau au Tn urmarire pacienti
cu boli amenintatoare de viata, dar si al autoritatilor,
permitdnd asigurarea medicatiei si accesului la
interventii necesare pentru pacientii din serviciile de
paliatie dar si calcularea unor costuri reale pentru
interventiile din Tngrijiri paliative. Ele sunt transmise
atat CNAS, céat si Ministerului pentru legiferare.

Cuvinte cheie: protocoale clinice nationale, ingrijiri
paliative,

55



Dyspnea algorithm applied to a particular medical case
Algoritmul de dispnee aplicat la un caz particular

Angelica Lascu

“Casa Soarelui” Palliative Care Centre, Constanta, Romania

Dyspnea is a frequent and distressing symptom in
patient with advanced cancer. Studies have shown
that the incidence of dyspnea in terminal ill patient with
cancer ranges from 20% to 80%. It is recorded in 70%
of patients with advanced cancer during the last six
weeks of life. Continuous dyspnoea may be the most
distressing and panicking suffering for both patient and
family. It causes physical and emotional distress and
social isolation not only for the patients but also for
their families and caregivers. When severe, dyspnea is
probably one of the worst symptom experienced by
patient, due to intense suffering and debilitating effect
on functionality and quality of life. Because dyspnea is
a subjective patient experience, objective signs are
frequently not correlated with a patient’s functional
impairment and perception of severity.

The etiology of dyspnea in advaced cancer is often
multifactorial and can be directly related to the tumor,
related to antineoplastic tumor or total unrelated with
cancer disease. The complex nature of bretlessness in
advanced cancer makes it a difficult symptom to
understand and control. The aim of effective
management is to minimise the distress and disability
associated with breathlessness which in turn depends
on reliable assessment. A complete history and
physical examination can provide enough information
for making the diagnosis of dyspnoea for most of the
patients.

Optimum management involves pharmacological
treatment and nonpharmacological interventions.
Effective therapy depends on identification and
correction of the underlying cause. When etiology-
specific treatments are ineffective opiois have
traditionally been the drugs of choice for symptomatic
relief. Anxiolitics, corticosteroids, oxygen,
bronhodilators are also used to relief dyspnea.
Refractory dyspnea in terminal stage can be managed
by heavily sedating the patient to sleep.

A interdisciplinar team can improve considerably the
quality of life in patients with dyspnea. But, despite all
the pharmacological and nonpharmacological
treatment used dyspnea remains a challenging
symptom control.

Dispneea este unul din simptomul frecvent intalnit la
pacientjii cu cancer in stadii avansate. La pacientii
aflati Tn ingrijiri paliative, studiile arata o incidenta a
dispneei ce variaza intre 20% si 80%. In ultimele sase
saptaméani de viata incidenta dispneei de efort este de
aproximativ 70%. Dispneea poate afecta semnificativ
calitatea vietii pacientului, cu implicatii emotionale si
izolare sociala atat pentru pacient, cat si pentru
familiile acestora.

Cand este severa, dispneea este probabil cel mai
neplacut simptom experimentat de pacient, datorita
suferintei intense si efectului debilitant asupra
functionalitatii, independentei si calitatii vietii. Tn
perceptia senzatiei de disconfort, foarte important este
factorul subiectiv, de aceea, frecvent, examenul
obiectiv nu evidentiaza elemente corelate cu
intensitatea trairii pacientului. Cauzele dispneei sunt
variate, de cele mai multe ori intricate, fiind greu de
stabilit componenta cu ponderea cea mai mare in
producerea simptomului. Dispneea este multifactoriala
si poate fi determinata direct de tumora maligna, de
debilitatea asociata cancerului sau poate fi o
consecinta a tratamentului antineoplazic.

Scopul tratamentului este reducerea suferintei
provocate de dispnee. Un tratament eficient este
conditionat de o evaluare corecta a simptomului. O
anamneza completa si un examen clinic atent pot
aduce multe elemente esentiale in cazul celor mai
multi dintre pacienti.

Primul pas Tn controlul dispneei este identificarea si
tratarea cauzei atunci cand este posibil. Daca
tratamentul cauzal este ineficient, in mod traditional se
utilizeaza opioidele. Alte medicamente folosite Tn
diminuarea dispneei sunt: corticosteroizii, anxioliticele,
oxigen-ul, bronhodilatatoarele, etc. Management-ul cat
mai eficient al dispneei implica si folosirea masurilor
non-farmacologice alaturi de terapia medicamentoasa.
Tn cazurile In care, 1n ciuda planului terapeutic aplicat,
dispneea se mentine severd, o optiune o reprezinta
sedarea paliativa.

Echipa interdisciplinara poate imbunatati considerabil
calitatea vietii pacientilor. Totusi, complexitatea
dispneei la pacientii cu cancer avansat face ca acest
simptom sa fie inca dificil de Tnteles si de evaluat, iar
controlul lui sa fie o continua provocare pentru
profesionisti.
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Management of vomiting — Case study
National Protocols in Palliative Care

Managementul varsaturilor in Ingrijirea Paliativa — Studiu de caz
Protocoalele Nationale de ingrijire Paliativa

Ruxandra Ciocarlan
Hospice ,Casa Sperantei”’, Romania

Problem:

Nausea and vomiting are frequent symptoms in
palliative care (65% and 40% of total cases). The are
various causes for nausea and vomiting, and in many
patients the ethiology is multiple. The succesful
management of this symptoms depends on the correct
identification of the cause and on choosing the
appropriate drug.

Method:

In the case of A.S., 8 years old, diagnosed with
anaplazic ependymoma with multiple cerebral
metastasis, I've applied the national protocol for the
management of vomiting in intracranial hypertension.

Results:

Four different drugs (metoclopramide,
dexamethasone, haloperidol, cyclizine) were used
throughout the whole period of the disease, either
alone or in combination. For each new episode,
treatment was administered according to the protocol.
Vomiting was remitted in 12-24h after treatment.
Parenteral administration was not necessary, except in
the final stages of the disease.

Conclusions:

The national protocols support every practician and
the medical act he provides, by facilitating a correct
and rapid management plan. It ensures a quality
standard for every oncological patient in need of
palliative care, regardless of the place of care. Current
practice validates and supports the utility of national
protocols for palliative care.

Key words: national protocols, nausea, vomiting,
pediatric.

Problema:

Greata si varsaturile se Intélnesc frecvent in ingrijirea
paliativa (65%, respectiv 40%). Cauzele aparitiei
acestor simptome n ingrijirea paliativa sunt foarte
diverse si de cele mai multe ori multiple. Succesul in
managementul corect al acestor simptome depinde de
abordarea corecta a simptomului si alegerea
medicamentului potrivit.

Metode:

In cazul pacientului A.S. in véarsta de 8 ani, cu
diagnosticul de Ependimom anaplazic cerebral cu
metastaze cerebrale multiple, am aplicat protocolul
national pentru managementul varsaturilor date de
hipertensiunea intracraniana.

Rezultate:

Pentru controlul varsaturilor s-au folosit in toata
perioada de ingrijire, un numar de 4 medicamente
diferite, singure sau in combinatie (metoclopramid,
dexametazona, haloperidol, ciclizina). Pentru fiecare
episod de varsaturi s-a administrat tratamentul
conform protocolului, iar varsaturile s-au remis n
decurs de 12-24h. Nu a fost necesara administrarea
parenterala a acestora pana in stadiul terminal al bolii.

Concluzii:

Utilizarea protocoalelor in actul medical vine in
sprijinul practicienilor, atat pentru elaborarea unui plan
concret si corect de management al simptomelor
aparute, cat si pentru rapiditatea de actiune. In acelasi
timp asigura pacientului un standard de calitate a
serviciilor pentru toti pacientii oncologici ce beneficiaza
de ingrijire paliativa, indiferent de locul in care sunt
Tngrijiti. Practica curenta valideaza utilitatea
protocoalelor de Tngrijire paliativa.

Cuvinte cheie: protocoale nationale, greata, varsaturi,
pediatrie.
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Support for Family Caregivers
Sprijinul acordat familiei

Pam Firth', Petruta Anania?

lindependent Consultant in Psychosocial Palliative Care, Hon Lecturer in Health Research, the international
Observatory on End of Life Care, Lancaster University UK

?Hospice “Casa Sperantei”’, Romania

Background: When we speak of palliative care we speak of
patient and the family as the unit of care.. Alongside the
hospice multidisciplinary team, the family plays a very
important role in providing the patient with the necessary
care. According to Macmillan Cancer Support from Great
Britain, the current number of cancer patients in the UK is
about 2 million while in 2011 in Romania it has recently
reached 98,000. In 1994 there were about 40,000 cancer
patients in Romania. Therefore the number of caregivers is
continuously growing.

Challenges: Palliative care confirms the need for the family
to get involved in caring for the patient, whilst acknowledging
the family members have needs too. The role of the family
will keep changing according to the patients needs. Patients’
relatives are profoundly affected by the stage of the illness,
the stage in their family lifecycle, symptom control and the
quality of care that the patient receives. Most families are
expected to take an active part in providing quality care to
the patient but this is dependent on many things such as
culture and the health and social care systems of the country
in which they live. This may involve getting trained to
correctly administer medication, physical caring and also
offering psychological, emotional and spiritual comfort.
These strains caused by the, physical, financial, emotional
and spiritual care for a sick relative can lead to isolation for
the family members.

Where do we find support? Unfortunately without an
assessment and care from the palliative care
multidisciplinary team, without very careful supervision from
the professional the needs of family caregivers could go
unnoticed. The multidisciplinary team which includes
specialists in family care will offer practical and informational
support to compliment the medical and nursing interventions.
The aim is to help the family members to manage stress,
concerns, fears related to the illness and its evolution, social
reintegration, financial worries, etc. Counseling and support
help boost the self esteem of the family members thus
reducing the risk of depression and anxiety. Currently there
are a number of activities that target family members of
palliative care patients and services for the bereaved family
members. The effects of these services and activities are
extremely beneficial and are shown from the feedback
received from the family members.

Conclusions: This workshop wishes to draw attention to the
needs and the expectations of family members who care for
cancer patients, and to share interventions will have been
shown to have good outcomes.

Key words: family, care, hospice team, isolation, support

Background: Atunci cand vorbim de ingrijire paliativa vorbim
despre pacient si familie ca unitate de ingrijire. Alaturi de echipa
multidisciplinara de tip hospice, familia joaca un rol deosebit de
Reprezentantii Macmillan Cancer Support din Marea Britanie
spun ca in prezent numarul bolnavilor de cancer in Marea
Britanie este de 2 milioane, iar in Romania numarul bolnavilor
de cancer a ajuns la 98 .0000 in anul 2011, comparativ cu anul
1994 cand la aceasta categorie existau 40.000 de pacienti.
Asadar numarul de apartinatori care ingrijesc bolnavi cu cancer
este in continua crestere.

Provocri: ingrijirea paliativd confirma necesitatea implicarii
familiei n Tngrijirea pacientului si recunoaste in acelasi timp
nevoile cu care se confrunta membrii familiei. In ingrijirea
paliativa rolul familiei se va schimba in functie de nevoile
pacientului. Membrii familiilor sunt profund afectati de stadiul
bolii, de etapa vietii in care se afla la acel moment, controlul
simptomelor si calitatea Ingrijirii pacientului. In cele mai multe
cazuri ne asteptam ca membrii familiei sa participe activ la
ingrijirea pacientului, dar acest aspect depinde de mai multi
factori cum ar fi cultura, sistemul medical si social al fiecarei tari
n parte. Aceasta ar putea implica educarea membrilor familiei
pentru a putea administra corect tratamentul, sa manevreze
bolnavul, sa il alimenteze si pand la a-i oferi un confort psihic,
psiho-emotional, social si spiritual. Toate aceste solicitdri de
ordin: fizic, psiho-emotional, social din partea bolnavului, pot
duce la izolarea membrilor familiei sau a celor care il ingrijesc.
Unde gasim sprijin? Din pacate, fara o atenta evaluare si grija
din partea echipei multidisciplinare care ofera ingrijire paliativa,
fara un ochi atent al profesionistului toate aceste probleme ale
ingrijitorilor ar putea trece neobservate. De aceea echipa
multidisciplinara de ingrijire paliativa ce include specialisti in
ingrijirea familiei va oferi sprijin practic si informational ce va
completa interventiile medicale si clinice. Scopul este ajutarea
membrilor familiei sa administreze stresul, grijile, temerile legate
de boala si evolutia ei, reintegrarea sociala, grijile materiale, etc.
Consilierea si suportul vin sa sporeasca stima de sine a
apartinatorilor, reducand astfel riscul de aparitie al depresiei si
anxietatii. In prezent, exista multe activitati adresate
apartinatorilor pacientilor care beneficiaza de ingrijire paliativa,
precum si activitati adresate apartinatorilor care au pierdut pe
cineva drag. Efectele acestor activitati sunt deosehit de benefice
si asta se vede din feed-back-ul primit de la apartingtori.
Concluzii: Acest atelier doreste sa aduca in discutie si in
atentia noastra nevoile si asteptarile familiilor celor care au in
ingrijire un bolnav de cancer, precum si sa faca cunoscute
metodele ce s-au dovedit a avea rezultatele cele mai bune.
Cuvinte cheie: familie, ingrijire, echipa hospice, izolare, suport

58



Working with Media. Challenges and Lessons Learnt
Colaborarea cu mass-media. Provocari si lectii invatate

Malina Dumitrescu
Hospice ,Casa Sperantei”, Romania

Working with the media can be both challenging and
rewarding for any organization that needs to build
awareness in the general public for the services
provided. In the particular case of palliative care
services the media is one of the powerful means to
advocate for the patients rights for appropriate care at
the end of life, especially in countries where needs of
patients are hardly covered. Many topics related to
palliative care are still considered taboo in most
cultures. The media plays an important role in shaping
the public opinion and opening up to discuss issues
related to end-of-life care, in influencing governments
and decision makers towards providing this care as
part of the public health systems. Therefore, an
efficient approach to media can become a “win-win”
situation, in which hospices or palliative care providers
advocate for improved and extended services, while
media is enriched with issues of general social
interest. Medical professionals often request support in
understanding the media world, in matching
expectations when it comes to topics of interest, tight
time frames. Learning to approach media and turming
them into allies can make a difference in getting
palliative care known to the general public,
professionals and decision makers.

This workshop will raise some of the issues worth
remembering in dealing with the media and present
useful tips for a positive and constructive interaction
with the journalists from various media.

Colaborarea cu mass-media poate fi o provocare dar
si un castig pentru orice organizatie preocupata de
constientizarea publicului larg in legatura cu serviciile
oferite. In cazul Ingrijirilor palliative, mass media poate
deveni una dintre caile esentiale de sustinere a
drepturilor pacientului la servicii adecvate pentru
asigurarea calitatii vietii pana la final. Multe dintre
subiectele legate de Tngrijirile la sfirsitul vietii sunt
considerate taboo in majoritatea culturilor. Mass
media poate juca un rol esential in modelarea opiniei
publicului si aducerea n discutie a unor astfel de
subiecte greu abordabile; mass media poate influenta
guvernele si autoritatile cu putere de decizie pentru a
asigura accesul nediscriminator la servicii de Tngrijiri
paliative adecvate Tn cadrul sistemului public de
sanatate. O abordare eficienta a mass media poate
deveni o situatie cu avantaje de ambele parti, in care
ngrijirile paliative castiga teren iar media se
imbogateste cu subiecte de interes social. Personalul
medical are nevoie de o mai buna intelegere a
mediului jurnalistic, de radio si televiziune, pentru a
crea subiecte de interes si a face fata cerintelor
specific lucrului cu mass-media.

In cadrul atelierului se vor discuta aspecte specifice
abordarii diferitelor medii jurnalistice (presa scrisa,
radio, televiziunea), experiente practice si sugestii
pentru ca interactiunea cu jurnalistii sa fie una
constructiva.
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Publishing in Professional Journals. Paliatia.ro a Journal for the Region
Publicarea in reviste de specialitate. Paliatia.ro un jurnal pentru regiunea de est a
Europei

Sorina Maria Aurelian, Marinela van den Heuvel-Olaroiu .

,Paliatia - Romanian Journal of palliative care”

In modern times, a person’s academic worth equates
with the number of papers they have ‘authored’.
Getting a paper published is one thing. Writing a paper
that is a ‘good read’ requires additional skill and
thought.

Many papers published in medical journals are read by
very few people.

How to write a paper? A challenge that we try to
answer and give some responses.

Criteria that apply for most journals are find also in
Paliatia- Romanian Journal of palliative care. It is the
first medical journal in central and middle-east Europe
that aims to promote scientific and practical studies in
palliative care.

The object of publishing a scientific paper is to provide
a document that contains sufficient information to
enable readers to: assess the observations you made;
repeat the experiment if they wish; determine whether
the conclusions drawn are justified by the data.

The title and summary of the paper are of great
importance for indexing and abstracting purposes, as
well as enticing readers to peruse the complete text. If
you want to publish you must read and re-read the
instructions to authors.

It is not so difficult to publish but you must inform
yourself and the team you work about what are the
requires of the journal and the principles of writing in
generally.

Key words: publishing, palliative care, professional
journals, structure of a paper

In aceste timpuri moderne, valoarea unei persoane
academice se masoara in numarul de articole pe care
le-a semnat ca autor. A avea notiuni de baza si a ti se
publica un articol este un aspect, dar scrierea unei
lucrari care este "buna de citit" necesita gandire si
indemanare suplimentara.

Multe lucrari publicate Tn revistele medicale de
specialitate sunt citite de foarte putini oameni.

Cum se scrie o lucrare? O provocare la care vom
incerca sa raspundem si sa prezentam cateva principii
Tn acest sens.

Criteriile de acceptare a unei lucrari ce se aplica la
majoritatea revistelor medicale, se regasesc si la
Paliatia- Revista romana de paliatie. Primul jurnal de
ingrijiri paliative din Europa Centrala si de Est care Tsi
propune sa promoveze studiile stiinifice si practice in
domeniul ingrijirilor paliative, pentru a imbunatafi
acordarea acestora atat pacientilor cat si familiilor lor.

Scopul unei lucrari stiintifice care merita a fi publicata
este de a furniza suficiente informatii cititorilor pentru a
le permite sa: evalueze observatiile facute; sa poata
repeta experimentul in cazul in care doresc acest
lucru; sa stabileasca daca concluziile sunt justificate
de date.

Titlul si rezumatul lucrarii sunt de mare importanta
pentru ca au scopul de a sintetiza si indexa valoarea
lucrarii si trebuie sa fie incitante pentru cititori care
astfel vor dori sa citeasca textul complet. Daca doriti
sa publicati trebuie sa cititi si sa re-cititi instructiunile
pentru autori.

Nu este atat de dificil de a publica un articol, dar
trebuie sa va informati, precum si echipa de lucru
despre cerintele de publicare a jurnalului in care doriti
sa publicati si principiile de scriere in general.

Cuvinte cheie: publicare, paliatie, reviste de
specialitate, structura unei lucrari
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Clinical Standards and Staff Requirements for Palliative Care
Standarde clinice si cerinte pentru personal in ingrijiri paliative

Valerian Isac

“Angelus-Moldova”Charity Foundation for Public Health,Chisinau, Republic of Moldova

Clinical standards are the foundation of organisation of
Palliative Care Services. They suggest a

more organised development of the level of Palliative
Care Services in the country, compared to the initial
stages, in which the formation of this sphere of activity
is through the development of fragile

unformed unit structures unsuitable to

provide professional Services of Palliative Care. In
addition, clinical standards allow monitoring and
evaluating of the quality of Palliative Care

Services. The quality of palliative care is largely
dependent on the staff that are directly responsible for
providing skilled Palliative Care Services to the
population.

The recruited staff has to meet the

following requirements: diploma of higher education
for the doctor and the social assistants or senior
secondary schools for nurses plus the acquisition of
additional expertise in the field of Palliative Care

and practical training for 3-6 months to consolidate the
knowledge and to acquire the minimum experience in
this area.

Clinical standards adopted in palliative care in
Moldova are not among the most complex, but are
typical for countries with a more developed level

of Palliative Care Services. Perhaps they are not
perfect, but they include the bare minimum needed

to guide the countries where Palliative Care Services
are on an initial level of development, leaving space
for further improvement of staff and quality of Palliative
Care Services.

Key words: clinical standards, staff requirements

Standardele clinice sunt baza organizarii unui serviciu
de Tngrijiri paliative. Acestea sugereaza o dezvoltare
mult mai organizata a nivelului serviciilor de ingrijiri
paliative dintr-o tara, comparativ cu stadiile initiale, in
care formarea acestei sfere de activitate se face prin
dezvoltarea unor unitati fragile, neadecvate pentru
furnizarea unor servicii de Tngrijiri paliative
profesioniste. In plus, standardele clinice permit
monitorizarea si evaluarea calitatii serviciilor de Tngrijrii
de personalul care este direct responsabil de
furnizarea serviciilor de ingrijrii paliative calificate catre
populatie.

Personalul recrutat trebuie sa indeplineasca
urmatoarele cerinte: diploma de studii superioare
pentru medici si asistenti sociali sau scoli superioare
pentru asistente medicale plus dobandirea unei
experiente aditionale Tn domeniul ingrijrilor paliative si
instruire practica timp de 3-6 luni pentru a consolida si
a dobandi un minim de experienta in acest domeniu.

Standardele clinice adoptate in Tngrijirile paliative in
Moldova nu sunt dintre cele mai complexe, dar sunt
tipice pentru tari cu un nivel mai dezvoltat al ingrjirilor
paliative. Probabil ca nu sunt perfecte, dar includ
minimul necesar pentru a ghida tarile in care serviciile
de ingrijri paliative sunt la un nivel initial de dezvoltare,
lasand loc pentru imbunatatiri ulterioare a personalului
si calitatii serviciilor de Tngrijiri paliative.

Cuvinte cheie: standarde clinice, cerinte ale
personalului
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The Importance of Holistic Assessment of the Patient in Palliative Care
Importanta evaluarii holistice a pacientului in ingrijiri paliative

Zoya Maksymova

Kiev City Clinical Hospital Ne 2 , Departmemt “Hospis” Kiev, Ukraine

Nowadays considerable attention is paid to the
overall assessment of cancer patients who need
palliative care. Increasing number of patients in the
terminal stage of the cancer being the interest in
palliative oncology, particularly in the study,
diagnosis and treatment of nervous, mental and
physical disorders. Correction of the spiritual,
psychological and social needs - one of the actual
problems of symptomatic therapy. An adequate
amount of such treatment - facilitates the other
therapeutic measures, the fight against pain,
weakness, general intoxication.

The purpose of this study was to examine the effect
of an overall assessment of the patient to improve
quality of life. During 6 months under the supervision
were 100 patients with various malignancies (breast
cancer, cervical cancer, lung cancer, stomach,
intestines, etc.). Age rate was 25 to 70 years. All
patients were hospitalized in hospice for the
symptomatic treatment because of inability of special
treatments.

Was used a specially designed scheme of the survey
in a study of patiens, which includes evaluation of
physical (pain, physical symptoms),

psychological (anxiety, depression, fears, guilt),
social (cultural values, family relationships, isolation,
security) and spiritual (search sense, spiritual

values, religious issues) aspects of life. It was
determined that chronic pain is directly linked

to emotional disorders, and religious beliefs of the
patient.

Patient S., aged 56, diagnosed with breast

cancer stage IV Clinical Group IV was admitted to the
"Hospice" Kyiv City Clinical

Hospital Ne2 for symptomatic therapy. Examining the
patient with the scheme developed by the survey,
highlighted the key points:

depression and fear associated with pain, guilt for the
family(husband and two sons), the disappointment in
God. Within a month, working on the of the

patient, managing pain, using a psychodrama

Actualmente, o atentie deosebita se acorda evaluarii
complexe a pacientului oncologic, care necesita
asistenta paliativa. Avand n vedere cresterea
numarului de pacienti oncologici in stadiu terminal,
este binevenit interesul aratat oncologiei paliative,
indeosebi diagnosticului si tratamentului afectiunilor
neuro-psihice si somatice. Asistenta spirituala,
psihologica si sociala este principiul de baza al
terapiei simptomatice, iar complexitatea acestui
tratament va usura alte masuri curative — controlul
durerii, slabiciunii accentuate, intoxicatiei
generalizate.

Scopul acestui sudiu a fost de a cerceta influenta
evaluarii holistice pacientului la cresterea calitatii
vietii acestuia.

Timp de 6 luni am evaluat 100 de pacienti cu diferite
neoplazii (cancer mamar, cancer de col uterin,
cancer pulmonar, gastric, intestinal etc.). Limita de
varsta a fost intre 25 si 70 de ani. Toti pacienti au
fost internati Tn hospice pentru tratamentul
simptomatic, deoarece metodele specifice de
tratament oncologic au fost inutile.

La investigarea pacientilor s-a folosit un chestionar
special, ce includea evaluarea aspectelor fizice
(durerea, simptomele somatice), psihice (anxietatea,
depresia, fobii, sentimentul vinei), sociale (valori
culturale, atitudinea familiei, izolare, siguranta) si
spirituale (sensul existentei, valori spirituale, intrebari
religioase) ale vietji. S-a constatat ca durerea cronica
este in legatura directa cu dereglarile emotionale si
preferintele spirituale ale pacientului.

Pacienta C., de 56 de ani cu diagnosticul de cancer
mamar stadiu 1V, grupa clinica IV, s-a internat n
sectia ,,Hospice” al Spitalului Clinic Municipal nr.2 din
orasul Kiev pentru tratamentul simptomatic.
Investigdnd pacienta cu ajutorul chestionarului tipizat,
s-au depistat momentele cheie: depresia si teama de
durere; sentimentul de vina fata de familie (sot si cei
doi fii), pierderea credintei in Dumnezeu. Tratand
problemele pacientei timp de o luna prin — ajustarea
terapiei pentru controlul durerii, folosind metodele
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technique, K.Rodgers therapy, working with
frustration and aggression, we were able
to achieve the reduction and relief of this symptoms.

Thus, our study showed that incurable cancer
patients, along with physical manifestations have
mental, social and spiritual problems which may
complicate physical illness and more burden duration
of disease. Using a holistic approach to the
evaluation of the patient, can achieve significant
results in alleviating symptoms and perception of
death as an inevitability.

Keywords: palliative care, cancer, incurable
patients, holistic asssesment.

psihoterapeutice ale psihodramei, terapiei centrate
pe pacient si lucrand cu agresiunea si frustrarea —
am reusit sa obtinem ameliorarea simptomelor mai
sus mentionate.

Astfel, studiul prezent a demonstrat ca pacientii
oncologici incurabili, pe lAnga manifestarile somatice,
mai prezinta dereglari psihice, sociale si spirituale,
care pot agrava tulburarile fizice si sa complice
evolutia bolii oncologice. Folosind metoda complexa
de evaluare holistica a pacientului, putem obtine
deminuarea simptomelor si perceptia mortii ca un
fenomen inevitabil.

Cuvinte cheie: ingrijirea paliativa, pacientii
oncologici, incurabili, evaluarea holistica
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“Quality of living” and “Quality of dying” — The two sides of a coin
“Calitatea vietii” si ,,calitatea mortii” — doua fete ale unei monede

Nikolay R. Yordanov

Palliative Care Department, Comprehensive Cancer Center — Vratsa, Bulgaria

Despite the undeniable success of modern medicine,
many diseases remain incurable. Chronic progressive
and incurable diseases are major cause of distress,
disability, suffering, and death. This is true for many
causes of cancer, progressive neurologic disorders,
AIDS, and disorders of vital organs as chronic heart
failure or chronic pulmonary diseases.

Palliative medicine is that part of medicine providing
care for terminal patients with progressive, incurable
diseases.

The ultimate goal of palliative care is to optimize and
to achieve better quality of life of patients living with a
life-threatening illness and that of their families. But
providing care for terminally ill patients make palliative
medicine the only medical specialty that must pay
special attention to the quality of dying. When cure is
not possible, as it is not in many cases, the relief of
suffering is the cardinal goal of medicine and of
palliative care in particular. Recognition of this axiom
is at the heart of the philosophy, science, and practice
of palliative medicine.

Key words: terminal illness, suffering, quality of life,
quality of dying

In ciuda succesului de necontestat al medicinei
moderne, multe boli rdman incurabile. Bolile cronice
progresive si incurabile sunt cauze majore de tristete,
dizabilitate, suferinta si deces. Aceasta este adevarul
pentru mai multe cauze de cancer, boli neurologice
progresive, HIV si boli ale organelor vitale cum ar fi
insuficienta cardiaca cronica sau boli pulmonare
cronice.

Medicina paliativa este partea din medicina care
furnizeaza ingrijire pentru pacientji terminali cu boli
incurabile progresive.

Scopul ingrijirii paliative este sa optimizeze si sa
obtina o calitate a vietii mai buna a pacientilor care
traiesc cu o boala amenintatoare de viata si a familiilor
boli terminale face din medicina paliativa singura
specialitate medicala care trebuie sa ofere o atentie
speciala calitatii decesului. Atunci cand vindecarea nu
este posibild, si nu este Tn majoritatea cazurilor,
alinarea suferintei este scopul principal al medicinei, si
al Ingrijirii paliative Tn particular. Recunoasterea
acestei axiome este centrul filosofiei, stiintei si practicii
medicinei paliative.

Cuvinte cheie: boli terminale, suferinta, calitatea
vietii, calitatea decesului
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Two Barriers in Communication: Collusion and Denial. How Do We Approach Them?
Doua bariere in comunicare: conspiratia tacerii si negarea. Cum le abordam?

SICIEREIRYIET

Emergency University Central Militar Hospital — Bucharest, Romania

Collusion is a universal phenomenon noticed in
palliative care, in Romania, EU and non EU-countries.
It means that some information (about diagnosis,
prognosis), relevant and complete medical information
is selectively or not disclosed at all to patients (and/or
relatives). The most frequent situation is collusion as a
secret agreement made between clinicians and family
members to hide the diagnosis and prognosis of a
serious life-threatening illness (egg advanced or
metastatic cancer) from the patient.

We present some common factors and mechanisms of
collusion, reasons families and medical teams choose
to keep a diagnosis from patient, why collusion goes
against the principles of best clinical practices and the
ways of handling collusion.

Denial is the patient’s refusal to take on board bad
news, a dynamic process that can cause delayed
diagnosis and reduced compliance with treatment. It
has different meanings, may provides psychological
protection in some cases or causing significant
problems in other.

We highlights the way to identify and deal with
collusion and denial effectively, what are the key
points in the strategy for developing a protocol to deal
with these problems in palliative care, some strategies
for intervention because the costs and benefits must
be carefully analysed.

Keywords: communication, collusion, denial, palliative
care

Conspiratia tacerii este un fenomen frecvent intalnit in
ingrijirea paliativa si oncologie, atat in Romania, tarile
Uniunii Europene cat si in alte tari. Reprezinta
prezentarea incompleta (sau chiar ascunderea) a
informatjilor relevante (despre diagnosticul sau
prognosticul bolii) pacientului sau familiei acestuia.
Situatia cea mai frecvent intalnita este intelegerea
secreta dintre personalul medical si familia pacientului
de a “proteja” bolnavul de vestile proaste legate de o
boala incurabila sau avansata.

Lucrarea prezinta cei mai importanti factori si
mecanismele implicate in aparitia conspiratiei tacerii,
motivele pentru care familia si echipa medicala
implicata in ingrijire aleg sa ascunda pacientului
informatji relevante, de ce sunt incalcate principiile
practicii medicale si care sunt caile de rezolvare a
problemei.

Negarea este refuzul pacientului de a “prelua” vestile
proaste, un proces dinamic care de cele mai multe ori
amana punerea diagnosticului si luarea deciziilor
terapeutice, scazand si complianta pacientului la
tratament. Negarea are diferite infelesuri si definitji,
poate produce uneori protectie psihologica, alteori
poate cauza probleme serioase bolnavilor.

Sunt propuse modalitati de identificare a problemelor
care pot sa apara prin conspiratia tacerii si negare,
protocoalele de rezolvare a acestor situatii in ingrijirea
paliativa, deoarece sunt doua probleme extrem de
sensibile, ale caror riscuri si beneficii pentru pacient
trebuie cantarite cu mare atentie de catre echipa
medicala implicata in Tngrijire.

Cuvinte cheie: comunicare, conspiratia tacerii,
negare, ingrijire paliativa
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The Management of the Depressed Patient in Palliative Care
Managementul pacientului cu depresie in ingrijirea paliativa

Dr. Liliana Stanciulescu', Dr. Eduard Motoescu?
1 Hospice "Casa Sperantei”, Romania
2 Titu Maiorescu University, Romania

Depression is a major risk factor for patients with
incurable diseases, making them to want death more
quickly. In addition, it can lead to the deterioration of
quality of life, increase the psychological component of
pain, increase the hospitalization rate and thus
increase the health care system costs, decrease the
adherence to treatment and the exhaustion of the
family. Approximately 10-25% of patients with terminal
illnesses meet the criteria for depressive disorder.
What do we want to achieve through this workshop?
To dismantle some myths regarding depression.

Namely :

1. Are patients suffering from incurable diseases and
with multiple manifestations, from sadness to
crying, depressed?

In this period, the patient suffers from many losses:

health status, autonomy, social position, etc. that can

lead to an anticipatory bereavement reaction.

Mourning is a normal reaction to loss, depression is

NOT. Or you can also encounter a situation when,

faced with a diagnosis of incurable illness, the patient

may lose hope, feels helpless, feels a pronounced lack
of meaning of life, is afraid of death, cries, is agitated...

Does the patient suffer from a depressive episode or

does he simply have a low moral?

2. If the patient is depressed, is it only the
psychiatrist’s work?
The depression occurred at patients with incurable
diseases often complicates the situation. Putting a
diagnosis and following-up patients are the duty of his
GP, therefore making it imperatively necesary to have
a simple protocol to apply. We will also discuss how to
choose from the multitude of tests that assesses
depression at patients with incurable diseases.

Key words: depression, depression assessment,
incurable disease

Depresia este un factor de risc major la pacientul cu
boala incurabila pentru ca acesta sa- si doreasca
moartea mai repede. In afara de aceasta poate
conduce la deteriorarea calitatii vietii, cresterea
nivelului durerii prin componenta psihica, cresterea
ratei spitalizarii si implicit a costurilor sistemului de
sanatate, scaderea compliantei la tratament si
epuizarea familiei. Aproximativ 10- 25% dintre
pacientii cu boala terminala intrunesc criteriile de
tulburare depresiva.

Ce ne dorim sa realizam in cadrul acestui atelier? Sa
demontam impreuna cu dumneavoastra unele mituri
asupra depresiei, si anume:

1. Pacientii care sufera de boli incurabile si care au
manifestari multiple de la tristete pana la crize de
plans sunt depresivi ?

Pacientul in aceasta perioada sufera o multime de
pierderi: a starii de sanatate, a autonomiei, a pozitiei
sociale etc care pot conduce la o reactie de doliu
anticipator. Doliul este o reactie normala la pierdere,
depresia NU. Sau te poti intalni de asemenea cu
situatia Tn care confruntadndu-se cu un diagnostic de
boala incurabila pacientul poate pierde speranta, se
simte neajutorat, are o pronuntata lipsa de sens a
vietii, i este teama de moarte, plange, se agita....
Sufera un episod depresiv sau este demoralizat?

2. Daca pacientul este depresiv este doar treaba
medicului psihiatrul?

Depresia aparuta la pacientul cu boala incurabila
complica de cele mai multe ori situatia. Diagnosticarea
si urmarirea pacientului revin medicului curant ceea ce
face necesara existenta unui protocol simplu de
aplicat. Vom discuta de asemenea modul in care
alegem din multitudinea de teste de evaluare a
depresiei pe cele mai potrivite pentru pacientul care
asociaza boala incurabila.

Cuvinte cheie: depresie, evaluare a depresiei, boala
incurabila
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Ethical Issues in Palliative Care
Probleme etice in ingrijirea paliativa

Betty Ferrell
City of Hope National Medical Center, USA

Ethical issues are a part of the daily practice of
palliative care. Such issues are related to individual
patient/family concerns and to overall systems of care.
This presentation is based on the End of Life Nursing
Education (ELNEC) project based in the United States
which has prepared over 14,000 nurses and other
professionals across 70 countries in palliative care.
Ethical principles are presented with recognition that
ethical concerns are greatly influenced by culture.
Palliative care professionals have the opportunity to
assess patient and family concerns and to apply
principles of clinical ethics to provide care which
respects the patient and family values and beliefs.

Key words: Ethics, Palliative Nursing, Ethical Issues

Problemele etice sunt parte a practicii zilnice Tn
ingrijirea paliativa. Astfel de probleme sunt legate de
grijile pacientului ca individ sau familiei si de sistemul
global de ingrijire. Aceasta prezentare este bazata pe
proiectul ,Educatia Asistentilor Medicali la Sfarsitul
Vietii” (ELNEC) din Statele Unite, care a pregatit
peste 14,000 de asistenti medicali si alti profesionisti
din 70 de tari in domeniul ingrijirilor paliative.
Principiile etice sunt prezentate cu recunoasterea
faptului ca preocuparile de ordin etic sunt in mare
masura influentate de cultura. Profesionistii din
domeniul ingrijirilor paliative au posibilitatea de a
evalua ingrijorarile/procuparile pacientului si familiei si
de a aplica principiile de etica clinica pentru a oferi o
ingrijire care respecta valorile si credintele pacientului
si familiei.

Cuvinte cheie: Etica, asistenta medicala paliativa,
probleme etice
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Artificial Hydration in the Palliative Care Setting - Ethical Issues
Hidratarea artificiala in ingrijirea paliativa — probleme etice

Alexandra Kovacs
Hospice of Divine Mercy, Timisoara, Romania

Decreased oral intake is a frequent complication encountered at
patients in the palliative care setting. In the past years, there
has been a strong debate concerning the consequences of
dehydration, with a number of arguments for and against
artificial hydration. The process of decision making should take
into consideration few factors: is the patient dehydrated? what
are the symptoms caused/aggravated by dehydration?; what are
the expected advantages and disadvantages of rehydration ?;
what are the views of patient and family?; what are the
individualized goals of care?

According to the main principles of medical ethics, a competent
adult patient has the right to refuse or to request the withdrawal
of artificial hydration, even if this decision is likely to result in
harm to that person or in his/her death.

Clinical and ethical decision-making becomes more difficult
when a patient is incompetent and he/she is enable to express
his/her wish. In these situations, the clinical decision will be
made following consultation with other members of the
multidisciplinary team and with the patient’s family, seeking to
reach a consensus that is in the best interests of the patient,
and that is acceptable to all interested parties.

If the patient has written an advance healthcare plan which
covers the present circumstances, than this plan should be
followed.

In all cases, it is important to have an awareness of the
situations where it may be possible to treat and to reverse the
clinical deterioration of the patient by appropriate use of artificial
hydration.

In the context of terminal disease, it is recognized that the
clinical status of the patients will continue to deteriorate as an
inevitable consequence of their iliness and dehydration is an
important cause of morbidity in seriously ill patients. The
fundamental ethical question must be addressed whether a
patient is dying as a consequence of the illness or dehydration,
or both dehydration and disease progression.

The decision of withholding and withdrawing artificial hydration
should be made after a correct evaluation of benefits and
burdens of these interventions.

In any event, the psychological impact of the decision on patient
and his/her family is such, that the healthcare professionals
should carefully observe them and offer continued counsel.
The patient-perceived quality of life is of a paramount
importance in palliative care settings.

The appropriateness of artificial hydration should be discussed
in the light of quality of life considerations, not only on the basis
of physiologic point of view.

Keywords: ethical issues, ethical dilemmas, artificial hydration,
withdrawing hydration, end of life care

Reducerea aportului oral de lichide este o complicatie frecvent
intalnitd la pacientii care necesité ingrijiri paliative. In ultimii ani,
au avut loc numeroase dezbateri cu privire la consecinele
deshidratarii, cu cateva argumente pro si contra hidratarii
artificiale. In luarea deciziei cu privire la oportunitatea hidratérii
ar trebui sa se {ina cont de cétiva factori, si anume: pacientul
este deshidratat? care sunt simptomele determinate/agravate
de deshidratare? ce avantaje si dezavantaje va avea
hidratarea? care sunt asteptarile pacientului si familiei? care
este scopul individualizat al tratamentului?

Conform principiilor de baza ale eticii medicale, un adult
competent are dreptul sa refuze hidratarea sau sa solicite
intreruperea hidratarii artificiale, chiar daca aceasta decizie
poate avea consecinte nefavorabile sau poate cauza decesul
acelei persoane.

Luarea unei decizii clinice si/sau etice devine mult mai dificila in
cazul unui pacient incompetent, care nu-si poate exprima
propriile dorinte. In astfel de situatji, decizia clinic va fi luaté in
urma consultarii cu alti membri ai echipei multidisciplinare si cu
familia pacientului, cautand sa se ajunga la un consens ce va
avea Tn vedere interesele pacientului si care sa fie acceptat de
toate parttle interesate.

Daca pacientul detine un plan de ingrijire stabilit anterior care
acopera si circumstantele actuale, atunci acesta ar trebui urmat.
In toate cazurile, este important s fim avizati asupra situatiilor
in care, prin folosirea judicioasa a hidratarii artificiale, sa putem
controla si ameliora deteriorarea clinica a acestor pacienti.

Tn contextul bolii terminale, este recunoscut faptul ca statusul
clinic al acestor pacienti va continua sa se deterioreze ca o
consecinta inevitabila a progresiei bolii, iar deshidratarea este o
cauza importantd de morbiditate.

O problema etica fundamentala este legata de deshidratarea
care apare la pacientii terminali.

Tn aceste cazuri, se pune problema cé decesul va surveni ca o
consecintd a evolutiei bolii sau a deshidratarii sau a ambelor
cauze: deshidratarea si progresia bolii.

Decizia initierii si intreruperii hidratarii artificiale va fi luata numai
dupé evaluarea corecta a beneficiilor si dezavantajelor aduse de
aceste interventji.

Indiferent ce decizie a fost luata, impactul psihologic asupra
familiilor pacientilor este foarte mare, iar profesionistii care
lucreaza in ingrijiri paliative au obligatia sa monitorizeze atent
apartinatorii si sa le ofere consiliere continua.

Calitatea vietii perceputa de pacient este unul din principiile de
baza ale ingrijirii paliative. Oportunitatea hidratarii artificiale ar
trebui luata in discutie pe baza considerentului asigurarii
calitatii vietii, si nu numai din punct de vedere fiziologic.

Cuvinte cheie: probleme etice, dileme etice, hidratare

artificiald, intreruperea hidratarii artificiale, ingrijirea la sfarsitul
vietji
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Difficult Pain in a Young Patient with Cervical Cancer, Stage IIB, Radiotherapy,
Surgery, Local Relapse, Right Nephrostoma and Colostoma
Durere greu tratabila la o pacienta tanara cu neoplasm de col uterin stadiu IIB,

radiotratat, operat, recidiva locala, nefrostoma dreapta si AlS

Mariana Sporisg
Hospice “Casa Sperantei”, Romania

Background: In patients with cancer, the readiness to
adress pain and other intolerable symptoms should be
a medical and moral imperative. Analgesic therapy in
accordance with the World Health Organization
(WHO) analgesic ladder, provides adequate relief for
up to 70-90% of patients; the remaining 10-30% can
be difficult to treat. If pain control is difficult, it is worth
asking: is it us — as medical staff? Is it the patient or is
it the pain?

First: Are we following the prescribing guidelines? Are
we properly titrating the morphine? Are we using the
best formulation of morphine, the correct dose and the
correct dosing interval? Are we using appropriate co-
analgesics?

Second: Is the patient taking the medication as we
told? Does the pain have a significant psicho-social or
spiritual component? Are there fears, concerns or
priorities we have not recognized and adressed? Is it
worse when particular family members are there? Is
there co-existing depression? Insomnia?

And not last: is it a genuinly difficult pain, such as
pancreatic pain or tenesmoid rectal pain, neuropathic
pain, incident pain from unstable bone metastases in
weight bearing structures (vertebrae, pelvis, femora)?
Are there other troublesome symptoms which could
alleviate pain?

When chronic pain is not treated, the psychological
effects intensify, resulting in even greater suffering,
increasing the level of difficulty in finding the right
treatment, increasing the doses of painkillers.
Although time is the healer of many wounds, individual
suffering from chronic pain ask immediately for help.

Case description: A 38 years old patient, diagnosed
with cervical cancer stage 11B, radiotherapy, surgery,
local relapse, palliative chemotherapy, right
nephrostoma, is admitted for fistula between rectum -
bladder and vagina. Painkillers for chronic abdominal
pain are suspended during the admission to surgery
ward. Pain is amplified, leading to physical and
psycho-emotional exhaustion. The palliative care
team’s multidisciplinary approach to care ultimately
resulted in relatively pain control.

Discussion: This case highlights the importance of
total pain assessement, multidisciplinary approach and
close cooperation between patient, family and medical
team.

Key words: difficult pain, total pain, morphine.

Context general: La pacientji cu cancer,
promptitudinea cu care se face abordarea durerii si a
altor simptome severe, ar trebui sa fie un imperativ
medical si moral. Medicatia analgezica administrata
conform scarii de analgezie a World Health
Organization (WHO) duce la ameliorarea durerii la 70-
90%* dintre pacienti; restul de 10-30% raman greu de
tratat. In situatia in care durerea este dificil de tratat
intrebarile firesti sunt: suntem noi, ca personal
medical, responsabili?, este pacientul? sau durerea
are anumite caractere ce o fac greu de tratat?
In primul rand: urmam ghidurile de control ale durerii?
Titram corect dozele de morfina? Folosim cea mai
buna cale de administrare, doza corecta, intervalul
corect de timp? Folosim coanalgezicele adecvate?
In al doilea rand: ia pacientul medicatia asa cum am
prescris-o? Are durerea o importanta componenta
psihosociala sau spirituala? Exista frici, preocupari sau
prioritati pe care nu le-am recunoscut si nu le-am
abordat? Pacientul are durere mai mare atunci cand
anumiti membri ai familiei sunt alaturi de el? Se
asociaza depresie? Insomnie?
Si nu in ultimul rand: este o durere cu adevarat greu
de controlat, asa cum este durerea pancreatica, sau
tenesmele rectale, durerea neuropata, durerea
incidenta din metastazele osoase la nivelul structurilor
de rezistenta (vertebre, pelvis, femur)? Exista alte
simptome suparatoare care sa accentueze durerea?
Cand durerea cronica nu este tratata, intensitatea
efectelor psihologice creste ducand la amplificarea
suferintei, la cresterea gradului de dificultate in gasirea
tratamentului potrivit, escaladarea dozelor de
analgezice. Desi timpul este acela care vindeca multe
rani, suferinta pacientilor cu durere cronica cere ajutor
imediat!
Studiu de caz: Pacienta de 38 ani, diagnosticata cu
neoplasm de col uterin stadiu 11B, radiotratata,
operata, cu recidiva locala, chimioterapie paliativa,
nefrostoma dreapta, se interneaza pentru fistula recto-
vezico-vaginala. Pe parcursul internarii in sectia de
chirurgie tratamentul antialgic care controleaza
durerea cronica din etajul abdominal inferior, este
ntrerupt. Durerea se amplifica, duce la epuizarea
fizica si psiho-emotionala a pacientei. Abordarea
multidisciplinara a echipei de Ingrijiri Paliative duce, in
final, la un control relativ al durerii.
Discutii: Cazul subliniaza importanta evaluarii durerii
totale, a abordarii multidisciplinare si a colaborarii
stranse dintre pacient, familia acestuia si echipa
medicala.
Cuvinte cheie: durere dificil de tratat, durere total3,
morfina.
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Medical, Social and Psychoemotional Background — a Special Challenging Puzzle
Provocari de ordin medical, social si psihoemotional la o pacienta cu cancer de col

uterin

Angelica Lascu
“Casa Soarelui” Palliative Care Centre, Constanta, Romania

A patient, 34 years old, was referred to our unit where
she was admitted for 5 times during the last 9 months
of her life.

Diagnosed in april with a cervical cancer 111B, which
she received radiotherapy for, is refered to our unit in
december, specially for the social aspect of her case.
The pacient accused rigth parasacrat pain and
presented a rectovaginal fistula. She accused the
same pain next three times she came in our unit. Last
time she was transferred from the infectious diseases
cliniqgue where the pacient presented for diarrhoea. In
short time she developed a sistemic infection, with any
improvement after treatment, which was the reason
she was reffered to our unit for. After eight days, the
red, painful swelling in the right thigh ruptured, twice,
spontaneously discharching faecal contents.

Beyond, but not apart of her medical status, the
patient raised, in a unique way, some challenges to
the palliative care team. These were mainly linked to
her personal history and, as a consequence, to her
communication abilities. The patient spent her
childhood in an orphanage, being abandoned by her
natural family. We have tried to understand why an if
she was admitting and assuming her deteriorating
health status. She never complained about her social
problems. She was behaving like all her problems
were not regarding her. It was a big challenge for
everybody to try to understand how it is possible,
knowing that “pain is pain”. It also raised for us the
guestion about assessing pain as it is reported by the
patient.

We were there, accompanying her, in last weeks of
her life, focused on the medical and care aspects,
trying to reduce her suffering.

V. L., in varsta de 34 ani, este internata Tn unitatea
noastra de cinci ori in ultimele 9 luni de viata.
Diagnosticata Tn aprilie cu neoplasm de col uterin
stadiul 1lIB, pentru care a efectuat radioterapie, este
trimisa in unitatea noastra in decembrie, Tn special
pentru problema sociala. La internare pacienta acuza
durere parasacrata dreapta si prezenta fistula
rectovaginala. Acuzele dureroase se mentin si la
urmatoarele 3 internari. Ultima internare se face prin
transfer din clinica de boli infectioase, unde fusese
internata pentru diaree. Tn scurt timp dezvoltd o
infectie sistemica fara raspuns favorabil la tratamentul
antiinfectios prescris, motiv pentru care este trimisa in
unitatea noastra. La 8 zile, la nivelul coapsei drepte
fistulizeaza spontan, eliminand continut fecaloid.

Dincolo de aspectele medicale, pacienta a ridicat mai
multe provocari echipei noastre, legate in special de
istoria sa personala si, drept consecinta, de abilitatile
ei de comunicare.

Pacienta si-a petrecut copilaria Tntr-un orfelinat,
abandonata de familia naturala. Am incercat sa
intelegem daca si-a asumat si acceptat conditia
medicala. Din comportamentul pacientei parea ca
niciuna din problemele pe care echipa le identifica nu
pareau sa o priveasca pe ea.

In ultimele s&ptamani de viata, intreaga ingrijire s-a
concentrat pe aspectele medicale. Am fost acolo, cu
ea, incercand sa-i usuram suferinta.
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Palliative Care in Neurology
Ingrijirile paliative in neurologie

Serpe Mircea

Lugoj Municipal Hospital, Palliative Care Department, Romania

Although palliative care evolved from hospice care and
has traditionally been associated with the treatment of
patients with terminal cancer, it should be recognized
as an important concept in the management of any
patient with a progressive, incurable illness.

Because many neurologic ilinesses are progressive
and incurable, the optimal care of such patients
requires that neurologists understand and apply the
principles of palliative medicine.

Examples of neurologic disorders for which only
palliative care may be appropriate include severe
strokes, high cervical spinal cord lesions, locked-in
syndrome, advanced dementia, advanced multiple
sclerosis, and progressive and incurable
neuromuscular diseases such as some motor neuron
diseases and some muscular dystrophies.

Many patients with neurologic diseases die after long
illnesses during which a neurologist acts as the
principal or consulting physician. Therefore, it is
imperative that neurologists understand and learn to
apply the principles of palliative medicine.

Desi ingrijirile paliative au evoluat in centre hospice si
sunt asociate in mod traditional cu tratamentul
pacientilor cu neoplazii in stadii avansate, ele trebuie
recunoscute ca si concept important in managementul
oricarui pacient care sufera de o boala progresiva,
incurabila.

Deoarece multe afectiuni neurologice au caracter
progresiv si sunt incurabile, o ingrijire optima a acestor
pacienti necesita ca neurologul sa inteleaga si sa
aplice principiile medicinei paleative.

Exemple de afectiuni neurologice in care la un
moment dat vor fi de folos doar Tngrijirile paliative
includ stroke-urile severe, leziunile spinale cervicale
inalte, sindromul ,locked-in”, dementa severa,
scleroza multipla avansata, precum si alte afectiuni
neuromusculare progresive si incurabile (boli ale
neuronului motor periferic, unele distrofii musculare).

Multi pacienti cu afectiuni neurologice decedeaza
dupa o perioada lunga de boala, neurologul jucand, de
cele mai multe ori, in tot acest timp, un rol de prim
rang in ingrijirea acestor pacienti. De aceea, este
neaparat nevoie ca neurologii sa inteleaga si sa invete
sa aplice principiile care stau la baza medicinei
paliative.
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Dyspnea in Palliative Care
Dispneea in ingrijirea paliativa

Angela Nunu
Pascani Municipal Hospital, Romania

Introduction: Dyspnea is an usual symptom of intense

effort, but with a pathological aspect at approximately 60% of

patients needing palliative care. The sensation of dyspnea is

subjective and, frequently induces discomfort, fear and

anxiety — thus is presented like a symptom with a major

impact on quality of life. It does not have an universally

accepted definition. It is classified by the American Thoracic

Society as a "subjective experience of breathing discomfort

that consists of qualitatively distinct sensations that vary in

intensity. The experience derives from interactions among

multiple physiological, psychological, social, and

environmental factors, and may induce secondary

physiological and behavioral responses."

Causes:

1. Respiratory — obstruction, tumors of the thoracic chest or

diafragm, cancerous lymphangitis, pleurisy, atelectasis,

pulmonary fibrosis, pneumathorax, fistula, chronic

pulmonary obstructions

Gastro-intestinal — hepatomegalia, massive ascites

Metabolic — uremia

Psihogenic — fear, depression, hiperventilation

Cardiovasculary — CIC, heart failure, pericarditis, superior

vena cava syndrom, anaemia

6. Neuromusculary — motor neuron pathology, progressive
neuro-musculary dystrophy, cancer resulted cachexia

Dyspnea evaluation:

Anamnesys and physical examination of the patient —

essential for the further therapeutic approach — interest on

the respiratory rate, the beatings of the nasal flaps, the

desenul intercostal and using auxiliar muscles, concern,

cough, cianosys, pulmonary auscultation. Other

supplementary investigations:

RX thoracic, hemoglobin, blood gas analysis.

Appreciation scale:

- Borg

- Verbal

- Numeric

- Visual

Dyspnea management:

1. Specific treatment of reversible causes

2. Therapy for irreversible causes

3. Nonpharmaceutical treatment

The purpose of the paper was to define dyspnea, to help in

the correct evaluation of dyspnea and to optimize to the

maximum the treatment and control strategy of the

respective symptom.

ok~ wn

Key words: dyspnea, evaluation, appreciation scale,
palliative care, treatment.

Introducere: Dispneea este un simptom obisnuit de efort
intens, dar cu aspect patologic la aproximativ 60% din
pacientii care necesita ingijire paliativa. Senzatia de dispnee
este subiectivd si, adesea provoaca disconfort, teama si
anxietate — astfel se prezinta ca un simptom cu impact major
asupra calitatii vietii. Nu are o definitie universal acceptata.
Este clasificatd de catre American Thoracic Society ca
.experienta subiectivd de disconfort al respiratiei, care
constd din senzatii calitativ dinstincte ce variaza in
intensitate, experienta deriva din interactiunile dintre mai
multi factori fiziologici, psihologici, sociali si de mediu, si

poate  induce reacti  secundare fiziologice = si
comportamentale.”
Cauze:

1. Respiratorii — obstructie, tumori ale cutiei toracice sau
diafragmatice, limfangita  canceroasa, pleurezii,
atelectazii, fibroza pulmonara, pneumatorax, fistule,
BPOC

2. Gastro-intestinale — hepatomegalie, ascita masiva

3. Metabolice — uremia

4. Psihogene - spaima, depresia, sindrom de
hiperventilatie

5. Cardiovasculare - CIC, insuficienta cardiaca,

pericardite, sindromul venei cave superioare, anemia

6. Neuromusculare — patologia neuronilor motori, distrofia
neuro-musculara progresiva, casexia rezultat al
cancerului

Evaluarea dispneei:

Anamneza si examenul fizic al pacientului - esentiale pentru

conduita terapeutica ulterioara - - intereseaza rata

respiratorie, batadile aripilor nazale, desenul intercostal si

folosirea muschilor auxiliari, nelinistea, tusea, cianoza,

auscultatia pulmonara. Alte investigatii suplimentare: RX

thoracic, hemoglobina analiza gazelor saguine.

Scala de apreciere

- Borg

- Verbald

- Numerica

- Vizuala

Managmentul dispneei:

1. Tratamentul specific al cauzelor reversibile

2. Terapia pentru cauzele ireversibile

3. Tratamentul nemedicamentos

Scopul lucrarii a fost de a da o definitie dispneei, a ajuta in

evaluarea corecta a dispneei $i a optimiza maxim strategia

de tratament si control al simptomului respectiv.

Cuvinte cheie: dispnee, evaluare, scala de apreciere,
ingrijiri paliative, tratament.
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Implementation of Palliative Medicine in Undergraduate Medical Curriculum -

Feedback and Possibilities

Implementarea disciplinei de medicina paliativa in curricula studentului la Medicina -

feedback si posibilitati

Maria Despina Baghiu

University of Medicine and Pharmacy Tg. Mures, Romania

Introduction: Palliative Medicine was introduced in
student of Medicine curriculum Tn our country Tn
2003, but not In all faculty of medicine. There are
sections of Palliative Medicine some like: Pain
evaluation and therapy which were taught in different
disciplines in the most faculty of Medicine in our
country.

Purpose: Consider introducing discipline "Palliative
Medicine" in curriculum medical students.

Material and methods: evaluation of palliative
medicine as a discipline experiences introduce the
faculty of medicine at UMF. Tg. Mures: the number of
hours, theme, type of course (optional with out exam,
optional with exam, mandatory) student feedback.

Results and discussion: the first step In introducing
notions of Palliative Medicine (2000) was made in the
course of medical oncology and pediatrics, having hit
4-hour course, then they teach the elective courses —
without exam Tn Palliative Medicine (2003 - 2005) an
elective with exam Tn 2005 and today. Number of
students varied from one form to another depending
on the school year in which the course was assigned
to the fourth year (50%), fifth year (80%), sixth year
(80%). Number of hours course was fourteen
.Curricula included palliative care definition, history,
ethics, communication, and symptom control.
Conclusions: 1.1t is mandatory to change mindset on
the importance of academic staff 2. University
autonomy is an important element that can promote or
not the introduction of palliative medicine. 3. It is
important to adapt the curriculum faculty of medicine
n our country to the EU on the number of classes,
internships and work practice.4. Feedback from
students was extremely pozitiv.5.The Academics need
additional training, namely to achieve competence in
palliative medicine to teach students.

Key words: curriculum, student, Palliative Medicine.

Introducere: Medicina paliativa in curricula
studentului la medicina din tara noastra a intrat doar
din 2003 si nu la toate faculatile din tara. Exista
segmente din ceea ce cuprinde medicina paliativa
cum sunt: evaluarea si terapia durerii Tn cele mai
multe facultati de medicina din tara.

Scopul: evaluarea posibilitatilor privind introducerea
disciplinei de ,,Medicina Paliativa” in curricula
studentului la medicina.

Material si metoda: Evaluarea experientei introducerii
medicinei paliative ca disciplina la facultatea de
medicina de la UMF. Tg. Mures: numarul de ore,
tematica abordata, tipul de curs (facultativ, optional,
obligatoriu), feed-back student.

Rezultate si discutii : primul pas in introducerea
notiunilor de medicina paliativa (anul 2000) s-a facut
in cadrul cursurilor de oncologie medicala si pediatrie,
avand afectate 4 ore de curs, apoi s-au predat
disciplina de medicina paliativa in cadrul cursurilor
facultative (2003- 2005) si curs optional din 2005 si Tn
prezent. Numarul de studenti a variat de la o forma la
alta in functie de anul de studii in care a fost
repartizat cursul, pentru anul IV (50%), anul V(80 %),
anul VI (80 %). Numarul de ore de curs a fost de 14,
fie bisaptamanal sau saptamanal. Curricula disciplinei
a cuprins definitia ingrijiri paliative, istoric, probleme
de etica, comunicare si controlul simptomelor.
Concluzii : 1. Este nevoie de schimbarea mentalitatii
stafurilor universitare privind importanta acestei
discipline. 2. Autonomia universitara este un element
important care poate favoriza sau nu introducerea
disciplinei de medicina paliativa. 3. Adaptatrea
curriculei facultatilor de medicina din tara noastra la
cele europene privind numarul de ore de curs, stagii Si
lucrari practice. 4. Feedback-ul din partea studentilor a
fost unul extrem de pozitiv. 5. Cadrele didactice
universitare au nevoie de pregatire suplimentara,
respectiv de a obtine competenta in medicina
paliativa pentru a preda studentilor .

Cuvinte cheie : curricula, student, medicina paliativa
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Barriers and Facilitating Factors in Breaking Bad News - Physician’s Point of View
Bariere si factori facilitatori in comunicarea vestilor proaste — perspectiva medicului

Eugen Bleotu, Cerasela Petrescu, Roxana Chiris
Hospice “Casa Sperantei”, Romania

Introduction: Breaking bad news is one of a
physician’s most difficult duties. Yet present medical
education typically doesn’t offer training preparation
for this daunting task. Without proper training, the
discomfort and uncertainty associated with breaking
bad news may lead physicians to emotionally
disengage from patients.

Purpose: Identify emotional indicators and training
needs in the process of communicating bad news
,which can act as barriers or facilitators from
physician’s point of view.

Materials and method: observational study,
prospectively, that analysis 40 questionnaires with
questions preformed, simple and multiple, distributed
to physicians of various medical specialties, during
01.07.2011- 30.07.2011, in Hospice “Casa Sperantei”

, Hospital County and practices of GP doctors, Brasov.

Results: Our study shows that most respondents are
experiencing feelings of frustration, sadness and
helplessness in the process of communicating bad
news. The most difficult duty remains to be honest but
keep hope (39% of respondents). Only 3% of the
respondents feel comfortable in communicating bad
news. The study revealed an association between
doctor’s discomfort on breaking bad news to their self
sufficiency of communication skills for 83% of the
subjects. Of those trained, 95% think their
communication skills are acceptable and good. Note
that there aren’t differences between their perception
of bad news communication skills, among physicians
trained compared to untrained (95.2% vs. 94.7%). A
positive point is the high percentage of those who
desire to train/retrain in breaking bad news, among
respondents (92%).

Conclusion: The communication barriers that were
identified focused on the emotional issues of the
communication process, particularly those related to
the recognition of own emotions and the professional
degree of comfort , can be favorably influenced by
improving communication skills of bad news.

Key words: communication,bad news, emotional
experiences, communication skills

Introducere: Comunicarea vestilor proaste medicale
este una din cele mai dificile indatoriri ale medicului.
Cu toate acestea scoala medicala actuala nu ofera o
instruire adaptata acestei misiuni dificile. Fara o
pregatire adecvata, disconfortul si nesiguranta
asociate comunicarii vestilor proaste pot conduce la
ruperea legaturii emotionale medic-pacient.

Scopul lucrarii: Identificarea unor indicatori
emotionali si a nevoii de instruire In procesul de
comunicare a vestilor proaste medicale care pot
actiona ca bariere sau facilitati din punctul de vedere
al medicului.

Material si metoda: studiu observational, prospectiv,
prin analiza a 40 chestionare cu intrebari preformate
simple si multiple, distribuite medicilor din diferite
specialitati medicale si chirurgicale, pe perioada
01.07.2011 - 30.07.2011, in Brasov la: Hospice ,,Casa
Sperantei”, Spitalul Clinic Judetean de Urgenta si
cabinete ale medicicilor de familie.

Rezultate: Studiul nostru arata ca majoritatea
respondentilor experimenteaza sentimente de
frustrare, tristete si neputinta in procesul de
comunicare a vestilor proaste. Cea mai dificila
indatorire a medicului raméane ,,sa fii onest, dar sa
mentii speranta” (39% din cei chestionati). Doar 3%
din cei chestionati se simt confortabil In comunicarea
vestilor proaste. Studiul a evidentiat o asociere a starii
de disconfort a medicului Tn timpul comunicarii vestilor
proaste cu autoaprecierea unor abilitati de
comunicare, bune si foarte bune, in procent de 83%.
Din cei instruiti, 95% considera propriile abilitati de
comunicare acceptabile sau bune. De remarcat ca nu
exista diferente Intre perceptia abilitatilor de
comunicare a vestilor proaste in randul medicilor
instruiti comparativ cu cei neinstruiti (95,2% vs.
94,7%). De apreciat ponderea crescuta a dorintei de
instruire / reinstruire in randul respondentilor, 92%.
Concluzie: Barierele care au fost identificate prin
observarea aspectelor emotionale, in special cele
legate de recunoasterea propriilor emotii si a gradului
de confort al profesionistului, pot fi influentate
favorabil prin perfectionarea abilitatilor de comunicare
a vestilor proaste.

Cuvinte cheie: comunicare, vesti proaste, experiente
emotionale, abilitati in comunicare.
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Interpersonal Relationships —the Art of Communication
Relatiile interumane - arta comunicarii

Gabriela Babes
Hospice "Casa Sperantei“, Romania

Motto:”If we cannot be gut, let try being at least polite”.
N.Steinhardt in “The happiness journal”

Introduction: Forgue said:"Dignity of medicine and
weight of responsibilities are the problem moral height
that is proposed to us sometimes, and its solution
requires more consciousness, more and more
consciousness than science. Medicine is not an abstract
science, but a practical one — it cannot be applied to
substance. Its special and exclusive submission to
humans is what makes it incomparable®.

Considering human being as a body-mind-spirit unit, the
medical act must address itself to the entire entity and
than the moral values combined with altruism,
compassion, respect for life, besides science could
assure the patient well being.

So, medical care appears as a blending of knowledge on
the illness itself and the art of setting interpersonal
relationships — the art of communication.

Goal: Identification of the communication problems
related to interpersonal relationships encountered in
Palliative Care and not only here.

Method: Prospective study done between May and
August 2011, on a sample of 124 patients diagnosed with
cancer, admitted on the inpatient unit of Hospice Casa
Sperantei, Brasov and their families. The study is based
on the interpersonal human relationships — as the art of
communication in connection with the stage of the
disease, level of education and place of residence
(urban/rural) of patients but also of family members with
an important role in Palliative Care.

Conclusion: Palliative Care is a new concept focused on
the person, reflecting not only biological needs, but also
the social, psycho-emotional and spiritual ones, having as
its main goal the quality of life until its last moment.

As every human is unique we have to model ourselves
and adapt to each patient; sometimes we succeed,
sometimes we don’t. The patient and family attitude in
regard to the medical team should be based on trust and
respect, but there might be times of doubt, fear, despair
and hate.

Palliative Care cares for patients but also for their family
members. So, the interpersonal relationships and
communication have an important role during the entire
period of admission in order to understand their emotions,
to be able to support them emotionally and spiritually.

Key words: palliative care, patient/caregiver — medical
professional relationship

Motto:"Dacéd nu putem sa fim buni,sa@ incercdm séa fim
macar politicosi”.
N.Steinhardt in “Jurnalul Fericirii”

Introducere:Forgue spunea: "Demnitatea medicinei si
greutatea responsabilitatii sunt inaltimea morala a
problemei ce ne este cateodata propusa si a carei solutie
cere multa constiinta, mai multa constiinta decat stiinta.
Medicina nu este o stiinta abstracta, ci una practica - dar
ea nu se aplica materiei. Supunerea ei speciala si
exclusiva la om este ceea ce o face incomparabila“.
Considerand omul ca o unitate corp-minte-spirit, actul
medical va trebui sa se adreseze intregului si atunci
valorile morale coroborate cu altruismul, compasiunea,
respectul pentru viata, Tn completare cu stiinta vor putea
asigura starea de bine a pacientului.

Astfel, ingrijirea medicala apare ca o impletire a
cunostintelor despre boala in sine, cu arta stabilirii
relatiilor interumane - arta comunicarii.

Scop: Lucrarea de fata isi propune sa identifice
problemele de comunicare si problemele legate de
relatiile interumane intélnite in ingrijirea paliativa si nu
numai.

Metoda: Studiu prospectiv realizat in perioada mai-
august 2011, pe un lot de 124 pacinti diagnosticati cu
cancer si apartinatorii lor, care au fost internati in aceasta
perioada in Unitatea cu Paturi Adulti la Hospice « Casa
Sperantei » Brasov. La baza studiului a stat relaia
interpersonala-arta comunicarii in raport cu stadiul bolii,
nivelul de pregatire si domiciliul (urban/rural) pacientiilor,
dar si al apartinatorilor, care au un rol important in
ingrijirea paliativa.

Concluzie: Ingrijirea paliativd este un concept nou
centrat pe persoana, care reflecta nu numai nevoile
biologice, ci si cele sociale, emotionale si spirituale,
avand ca scop imbunatatirea calitatji vietii pana in
momentul decesului.

Pentru ca fiecare om este unic trebuie sa ne modelam si
sa ne adaptam, uneori reusim, alteori nu. Atitudinea pe
care o ia pacientul si apartindtorul fata de echipa
medicala poate fi de incredere si stima, dar este posibil
sa apara si indoiala, teama, dispretul si ura.

Ingrijirea paliativa are in vedere atat pacientul cat si
apartinatorii, de aceea relatiile interpersonale si
comunicarea au rol important pe tot parcursul internarii,
pentru a putea intelege emaiiile lor, pentru ai putea

Cuvintele cheie: ingrijire paliativa, relatie personal
medical — pacient /apartinator
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Ethical Issues in Communication of Diagnosis and Decision Making in Rroma Communities
Aspecte etice privind comunicarea diagnosticului si luarea deciziei de tratament in
comunitatile de rromi

Gabriel Roman, Angela Enache, Silvia Dumitras, Andrada Parvu, Radu Chirita, Rodica Gramma,

Stefana Moisa, Beatrice loan

Afilieted to University of Medicine and Pharmacy lasi, Romania, Centre fot Ethics and health Policies

Background: Roma are distinguished by behavior, by manner
of dress, especially the specta-cular way to invade the hospital
when someone from their community is suffering. In their case,
there are specific issues related to access to care services and
support at the end of life.

Objective: The study aims to explore the Roma’s beliefs and
experiences related to communication of the diagnosis and
treatment decision in the case of a disease with poor prognosis.

Design: Data were collected by using qualitative techniques -
semi-structured interview. Geographical area studied was the
Gypsy community of Kalderash (coppersmiths) from Zanea
village, commune of Ciurea, county of lasi.

Results: 20 Roma participants were recruited, among the
chronically ill patients (with diabetes, renal failure and cirrhosis)
and caregivers. Analysis of interviews revealed the fact that
before the trial of life, the Roma become powerless to manage
their own emotions and fears, but they benefit from a very active
support network. Therefore, the patient is accompanied to
hospital by numerous relatives. A Gypsy patient does not want
to be alone and will be fearful and agitated if forced to be
without family. If the patient is dying, it is essential that relatives
be allowed to be present at the moment of death.

Roma respondents believe that family is the one who has first to
find out the diagnosis. Roma want the doctor does not
communicate honestly with the patient, protecting him from the
news of such a diagnosis, and that the best intentions.

The patient's closest relatives - parents or siblings, if the patient
is in the first half of life or the spouse if he is older — are the
ones talking to the doctor about alternative treatments. Lack of
education of Roma is known. Many Gypsies cannot read, but it
would be a mistake to assume that they are therefore less
intelligent. It is important that the doctor explain clearly without
resorting to too many technical terms the procedures the patient
will undergo. Also, older relatives have an important role in the
decisionmaking process of a patient, because of their
experience. On the other hand, older relatives can be of great
help in ensuring the cooperation of younger ones.

Conclusion: The Roma cultural beliefs and attitudes underlying
their behavior in the circumstances confronting with a serious
illness. The healthcare providers for Roma should be aware of
these features.

Key words: Roma, communication of diagnosis, ethics,
terminally ill patient.

This text was elaborated during the research within the postdoctoral
scholarship in the program POSDRU/89/1.5/S/61879, ,Postdoctoral
Studies in Health Policy Ethics”.

Rromii se disting prin comportament, prin maniera de a se
imbraca, dar mai ales prin maniera spectaculara de a invada
spitalul cand sufera cineva din comunitatea lor. in cazul lor, apar
aspecte specifice legate de accesul la serviciile de Tngrijire si
sprijin la finalul vietii.

Obiectiv: Studiul are ca obiectiv explorarea convingerilor si a
experientelor rromilor legate de comunicarea diagnosticului si
de luarea deciziei de tratament, n cazul unei boli cu
prognostic rezervat.

Design: Datele au fost colectate prin folosirea unei tehnici
calitative - interviul semistructurat. Zona geografica studiatd a
fost comunitatea de figani cdldarari din satul Zanea, comuna
Ciurea, din judetul lasi.

Rezultate: Au fost recrutati 20 de participanti rromi din randul
bolnavilor cronici (cu diabet, insuficienta renala si ciroza
hepatica) si al apartinatorilor._Analiza interviurilor a dat la iveala
faptul ca, in fata incercarilor dureroase ale vietii, rromii pot
deveni neputinciosi in a-si gestiona propriile emotji i temeri,
insa reteaua de sustinere este foarte activa. De aceea,
pacientul este insofit la spital de numeroase rude. Un pacient
rrom nu vrea sa fie singur si va fi anxios si agitat in cazul in care
urmeaza sa fie forfat a sta internat, fara familie. Cand pacientul
este pe moarte, este esential ca rudelor sa li se permita sa fie
prezente la momentul mortji.

Rromii intervievati considera ca familia este cea care trebuie sa
afle prima diagnosticul. Rromii doresc ca medicul sa nu
comunice onest cu pacientul, ferindu-I de vestea unui astfel de
diagnostic, si aceasta din cele mai bune intentii.

Rudenia cea mai apropiata a bolnavului — parintii sau fratji, daca
bolnavul este in prima jumétate a vietii ori soul sau sotia daca
este mai in varsta — este cea care discuta cu medicul despre
alternativele de tratament. Lipsa de educatie a rromilor este
cunoscutd. Multi rromi nu stiu sa citeasca, dar ar fi o greseala sa
se presupuna ca ar fi mai putin inteligenti. Este important pentru
ei ca medicul sa le explice clar, fara a recurge la termeni prea
tehnici, procedurile la care pacientul va fi supus. De asemenea,
rudele mai in varsta au un rol important in luarea deciziilor,
datorita experientei lor. Pe de altd parte, acestea pot fi de mare
ajutor in asigurarea cooperarii celor mai tineri.

Concluzii: La rromi, credintele si atitudinile culturale stau la
baza comportamentului lor in imprejurarile confruntarii cu o
boala grava. Se impune ca cei ce oferd asistentd medicala
rromilor sa congtientizeze aceste particularitati.

Cuvinte cheie: rromi, etica, boala terminala, comunicare
diagnostic.

Studiul a fost elaborat in cadrul Proiectului "Studii postdoctorale in
domeniul eticilor politicilor de sanatate”, cofinantat din Fondul Social
European prin Programul Operational Sectorial pentru Dezvoltarea
Resurselor Umane, 2007-2013, nr. 89/1.5/S/61879
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Patients’ Needs Versus Families’ Priorities
Nevoile pacientului versus prioritatile familiei

Nadia Melania Pop
Hospice “Casa Sperantei”’, Romania

Introduction: Starting the work as the nurse
responsible for the care received by patients with
different types and localizations of the cancer
diagnosis , in the ambulatory service at Hospice Casa
Sperantei, represented a big change and shift into my
professional carrier. One aspect of my work that |
observed and followed is related to the discrepancies
that | frequently see in my clinical practice between the
patients’ needs and the priorities expressed by
families.

Goal: this paperwork want to present the factors that
are influencing the different opinions of this two parts
involved directly in the plan of care and the methods
available for the nurse to mediate the conflict and
negotiate a common goal.

Method:

e Retrospective study done between May and June
2011, on a sample of 50 patients cared in the
ambulatory service of Hospice Casa Sperantei,
Brasov;

e Study case for the particularization of the numeric
data obtained in the retrospective study.

Results: The study reveals major differences between
patients’ needs and their families’ priorities.

The patients’ primarily needs are pain and other
uncontrolled major symptoms (ex. nausea and
vomiting, dysphasia, shortness of breath, fatigability,
constipation and insomnia).

Families’ priorities in regard to the patient are poor
appetite, impaired mobility, and mood change.

Conclusions:The nurse’s contribution in the
ambulatory service is essential, she/he having to
assume and respect its role as mediator/negotiator
and advocate for the patient. Much patience is needed
and excelling in communication abilities.

Introducere: Incadrarea ca asistent medical
responsabil de ingrijirile acordate pacientilor, cu
diferite forme si localizari ale diagniosticului de cancer,
n serviciul de ambulatoriu al Hospice Casa Sperantei
a reprezentat o mare schimbare in cariera mea
profesionalad. Un aspect pe care I-am observat si
urmarit este legat de divergentele pe care le intdlnesc
frecvent in practica clinica intre nevoile pacientilor si
prioritatile exprimate de catre familie.

Scop: Lucrarea de fata isi propune sa prezinte factorii
care influenteaza opiniile diferite ale acestor doua parti
implicate direct in planul de ingrijire si metodele prin
care asistentul medical contribuie la medierea
conflictului si negocierea numitorului comun.

Metoda:

e studiu retrospectiv realizat in perioada Mai — lunie
2011, pe un lot de 50 de pacienti ingrijiti Tn
serviciul de ambulatoriu al Hospice Casa
Sperantei, Brasov;

studiu de caz pentru particularizarea datelor cifrice
obtinute la studiul retrospectiv.

Rezultate: Studiul arata diferente majore intre nevoile
pacientilor si prioritatile familiei acestuia.

Nevoile primordiale ale pacientilor sunt durere si alte
simptome majore necontrolate (ex. greata/varsaturi,
disfagie, dispnee, fatigabilitate, constipatie, insomnie).
Prioritatile familiei cu privire la pacient constau in
inapetenta, alterarea mobilitatii, modificarea starii de
bine.

Concluzii: Contributia asistentului medical din serviciu
de ambulatoriu este esentiala, aceasta fiind nevoita
sa-gi asume si respecte rolul de mediator/negociator si
avocat pentru pacient. Este nevoie de foarte multa
rabdare si excelare in abilitatile de comunicare.
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Integrated Model of Palliative Care Services for Cancer Patients — Between Hope and
Reality
Model de servicii integrate de ingrijiri Paliative adresate pacientilor cu cancer in

Romania — intre speranta si realitate

Mariana Sporis
Hospice ,Casa Sperantei”, Romania

Introduction: Which is the situation of Palliative care
in Romania at the beginning of 2011'? 46 specialized
palliative care services provided by 32 institutions of
which 21 inpatient units, 15 palliative home care
teams, 3 day centers, 4 outpatients clinics and 3
hospital teams.

Hospital palliative care team in Brasov was born in
October 2009 along with the project ,INTEGRATED
MODEL OF PALLIATIVE CARE SERVICES FOR
CANCER PATIENTS” funded by Bristol-Myers Squibb
Foundation through “Bridging Cancer Care” Program.
The goals of the project were to increase access of
cancer patients to quality palliative care services and
to promote holistic patient centered care. The project’s
objectives were, besides designing this integrated
model of palliative care, the developing and running a
hospital palliative care team, increasing the number of
palliative care services in community, especially in the
rural area, increasing awareness of lay and
professional communities concerning cancer and
palliative care through information materials and
trainings. Other objectives were to research cost and
to monitor some indicators of structure, process and
outcome, and to promote the replication of this model
at national level.

Hospital multi-disciplinary palliative care team
addresses both to patients and their families, and to
medical professionals in hospitals and community
working in an supportive and advisory capacity.
Team's approach is holistic, individualized and
evidence based.

Aim: The session proposes a review of 2 years of
activity from this integrated model of palliative care
services, a glance of achievements, challenges,
frustrations, hopes for the future and fears..
Discussions: Various studies®’ prove the value of
hospital palliative care teams and highlight their
contribution to a better symptom control, an improved
quality of life, support for families, higher rate of
prescribing opioids, reduced length of stay and
discharge planning, and fulfilling the need of knowing
more about diagnosis and prognosis.

Our 2 years experience confirms the results of these
studies and, although sometimes painful, motivates us
to continue our efforts in sustaining our activity.

Key words: palliative care, cancer, hospital team,
community.

Introducere: Care este situatia Tn?rijirii Paliative la
inceputul anului 2011 in Roméania“? 46 servicii
specializate Tn ingrijiri paliative asigurate de 32 de
furnizori; dintre acestea 21 unitati cu paturi, 15 servicii
de Tngrijiri paliative la domiciliu, 3 centre de zi, 4
ambulatorii, 3 echipe de spital.

Echipa de spital de la Brasov a luat nastere in
octombrie 2009 odata cu proiectul ,MODEL DE
SERVICII INTEGRATE DE INGRIJIRI PALIATIVE
PENTRU PACIENTII CU CANCER?, finantat de Bristol
Myers Squibb Foundation prin Programul “Bridging
Cancer Care”avand ca scop imbunatatirea accesului
la servicii de Ingrijiri paliative de calitate pentru
pacientii cu cancer si promovarea modelului de
ingrijire holistic, centrat pe pacient. Obiectivele
proiectului au fost, pe langa elaborarea unui astfel de
model de servicii integrate de Ingrijiri Paliative,
infiintarea unei echipe mobile de spital, cresterea
numarului serviciilor comunitare de Tngrijiri paliative din
zona rurala, educatia profesionistilor si a comunitatji,
sensibilizare si informare, calcularea costurilor si
monitorizarea unor indicatori de structura, proces si
rezultat si promovarea replicarii modelului la nivel
national.

Echipa de spital, echipa multiprofesionala, se
adreseaza atat pacientilor si familillor acestora, cat si
profesionistilor din spitale si comunitate, avand rol
consultativ si de sustinere. Abordarea echipei este
holistica, individualizata, bazata pe evidente.

Scop: Sesiunea va propune o trecere in revista a 2
ani de activitate a modelului serviciilor integrate de
Tngrijiri Paliative, a realizarilor, provocarilor si
frustrarilor, a sperantelor de viitor si a temerilor.
Discutii: Numeroase studii*” demonstreaza valoarea
echipelor de IP de spital si evidentiaza contributia
acestora la Tmbunatatirea controlului simptomelor,
imbunatatirea calitatii vietii pacientilor, sprijinul acordat
familiilor, cresterea prescrierii opioidelor, planificarea
externarii, scaderea perioadei de spitalizare, si
acoperirea nevoii de a sti mai mult despre diagnostic/
prognostic.

Experienta noastra de 2 ani vine sa confirme
rezultatele acestor studii, si desi uneori dureroasa, ne
motiveaza sa facem eforturi pentru a ne continua
activitatea.

Cuvinte cheie: ingrijiri paliative, cancer, echipa de
spital, comunitate.
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Integration of Home Caregivers in Palliative Care Teams
Integrarea ingrijitorilor la domiciliu in echipele de paliatie

Carmen Soare
Hospice “Casa Sperantei”’, Romania

Context: The EQUIP study, financed from European
funds, showed that 9 from 10 person over 75 years
prefer to be care at home and has the necessary
resources for this. The aging of the population and
demographic dependency have a high influence in
county of Brasov. In this context, home caregiver
became one of the most looked out qualification on the
work market. Another reality of the local context is
reorientation of the economic activities. The
gualification and reorientation to other services is
dictating as it is in the Strategy of Central Region’s
development by the closure of the factories (which
absorbed the highest percentage of unqualified
workers from the regions) and the economic crises.

Aim: The purpose of the present paper is to plead the
need to include the home caregivers in medical
services policies in general and specially in palliative
care services.

Method: to carry forth the training project impact on
the attendees and for future opportunities for the ones
who are qualified.

Conclusions: The ageing process of the population,
new European socio- cultural trends, the citizens’
rights to chose where they live, the saturation of the
institutional system, all of these reoriented the
European strategies regarding the care of the seniors.
It is important as nurses, to bring our contribution both
in the changing process and in the training process of
the homecare givers.

Context: Studiul EQUIP, finanatat din fonduri
europene releva faptul ca 9 din 10 persoane peste 75
de ani au resursele nevesare si prefera ingrijirea la
domiciliu. Tmbatranirea populatiei si dependenta
demografica afecteaza puternic si judetul Brasov.
Calificarea de ngrijitor la domiciliu a devenit astfel una
dintre cele mai cautate pe piata. O alta realitate a
contextului local este reorientarea activitatii
economice. Inchiderea fabricilor (care absorbeau cel
mai mare procent al fortei de munca necalificata din
regiune), criza economica au impus, conform
Strategiei de Dezvoltare a Regiunii Centru, o
reorientare a calificarii personalului spre alte servicii.

Scop: lucrarea de fata isi propune sa argumenteze
nevoia de includere a profesiei de ingrijitor la domiciliu
in politicile serviciilor medicale in general si in special
ale celor de ingrijiri paliative.

Metoda: prezentarea impactului proiectului destinat
instruirii teoretice si practice a ingrijitorilor la domiciliu,
asupra participantilor la curs si a viitoarelor oportunitati
pe care acestia le pot avea ca urmare a certificarii
profesionale.

Concluzii: Procesul de imbatranire a populatiei, noile
tendinte socio-culturale la nivel european, dreptul
cetatenilor de a alege unde locuiesc, saturarea
sistemului institutionalizat, au impus reorientarea
strategiilor europene privind ngrijirea persoanelor
varstnice. Ca asistenti medicali este important sa ne
aducem contributia atat in procesul de schimbare
pentru imbunatatirea calitatii ingrijirilor, cat si in
procesul de instruire teoretica si practica a ingrijitorilor
la domiciliu.
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The Experience of the Hospice Physician — Challenges and Satisfactions
Experienta ca medic de Hospice — provocari si satisfactii

Jean-Pierre Vincent Cernea, Marina Haratu
Hospice “Casa Sperantei”, Romania

Introduction:

In his activity, the hospice physician frequently
encounters emotional and stressing situations, with
difficulties in communication between medical staff-
patient-family in the approach of the oncologic patient
and the control of his symptoms.

Purpose:
This paper wants to identify the challenges and
satisfactions that the physician encounters.

Method:

The retrospective study on oncologic patients,
analyzing the way in which diverse and complex
problems were approached and solved.

Conclusions:

Challenges — related to the suffering of the patient and
family, that cannot be fully ameliorated through the
intervention of the hospice physician, the professional
stress, etc.

Satisfactions — related to the increase of the patient
and family comfort, the psychological and spiritual
dimension of care.

Key words: patient, experience, professional stress.

Introducere:

in activitatea sa medicul de hospice se intalneste
frecvent cu situatii emotionale si stresante, cu
dificultati de comunicare personal medical-pacient-
familie Tn abordarea pacientului oncologic si controlul
simptomelor sale.

Scop:
Lucrarea de fata isi propune sa identifice provocarile si
satisfactiile cu care este confruntat medicul.

Metoda:

Studiul retrospectiv asupra pacientilor oncologici la
care s-a analizat modul in care au fost abordate si
rezolvate probleme diverse si complexe.

Concluzii:

Provocari — legate de suferinta pacientului si a familiei,
ce nu poate fi ameliorata in totalitate prin actiunea
medicului hospice, stressul profesional, etc.

Satisfactii — legate de cresterea comfortului pacientului
si al familiei, dimensiunea psihologica si spirituala a
ngrijirii.

Cuvinte cheie: pacient, experienta, stress profesional.
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The Relationship between Social Worker as Mediator and Hospice Patients as

Beneficiaries of Palliative Care Service

Relatia dintre asistentul social ca mediator si pacientii hospice ca beneficiari ai

serviciilor de iIngrijire Paliativa

Irina Benedek
Hospice .Casa Sperantei’. Romania

Introduction: this paperwork wants to present in

detail some of the challenges that the social

worker, specialized in Palliative Care, has to

confront frequently, such as:

e Obtaining or regaining the financial rights;

e Preparing the necessary documentation for the
handicapped file;

e Preparing the necessary documentation for the
employment of the personal carer ;

e Regaining the rights for cases that didn’t appear
on time at the periodical evaluation;

e The situation of identity cards;

e Obtaining of medial certificates and child’
allowance.

Method: retrospective qualitative study on
patients and families socially assisted between
October 2007 and September 2011.

Results: In order to overcome this challenges it is
needed for the social worker to excel in its role as
a mediator. Mediation is based on the trust that
the social worker is able to gain form the patient,
family members and local authorities that manage
social founds. The social worker, as a
professional directly involved in the relationship
between the two entities (patient/family, local
authorities) and able to solve challenges, has to
communicate efficiently in order to obtain
solutions mutually beneficial, convenient, efficient
and long lasting for both parts involved.
Mediation has to be perceived as an amiable way
of overcoming conflicts that arise between parts.
It assumes the social worker’s effort for solving
disputes that can arise between patient/family
and organizations.

In parallel with all this activities for clarifying the
beneficiaries documentation according to legal
norms and provisions, regarding social services,
it is essential the permanent collaboration with
the interdisciplinary team, formed by: doctor,
nurses, social worker, family doctor/specialist, for
elaborating the commonly agreed Individual Care
Plan. Following the social worker’s involvement in
the mediation process, the results are extremely
good, the large majority of patients and families
get to have an amiable solution with the local
authorities, concerning obtaining of rights

Conclusions: The number of patients and

Introducere: lucrarea de fata isi propune sa

detalieze cateva dintre provocarile cu care se

confrunta asistentul social care isi desfasoara

activitatea Tntr-un serviciu specializat de Tngrijiri

Paliative, respectiv:

e Obtinerea sau recastigarea drepturilor banesti,

e Pregatirea documentatiei necesare pentru
ntocmirea dosarului de handicap,

e Pregatirea documentatiei necesare pentru
angajarea asistentului personal,

e Repunerea Tn drepturi a cazurilor care nu s-au
prezentat la timp la evaluarea periodica,

» Situatia actelor de identitate,

e Obtinerea certificatelor medicale si a
indemnizatiei pentru cresterea copilului.

Metoda: studiu calitativ retrospectiv asupra
pacientilor si familiilor acestora pe care i-am
asistat social Tn perioada Octombrie 2007 —
Septembrie 2011.

Rezultate: Pentru depasirea provocarilor
prezentate este nevoie ca asistentul social sa
exceleze in a fi un bun mediator. Medierea are la
baza increderea pe care asistentul social
reuseste sa o castige, atat din partea pacientilor
si/sau familiilor acestora cat si a
forurilor/autoritatilor ce guverneaza fondurile
sociale. Asistentul social ca parte direct implicata
in relatia dintre cele doua entitati (pacienti/familii,
autoritati locale) si apta sa solutioneze
provocarile, ajunge sa comunice eficient pentru
obtinerea de solutii reciprov avantajoase,
convenabile, eficiente si durabile pentru ambele
parti implicate.

Medierea trebuie perceputa ca o cale de depasire
amiabila a conflictelor ivite Tntre partile implicate.
Ea presupune efortul depus de asistentul social
pentru rezolvarea disputelor care pot aparea intre
pacient/familie si organizatii.

In paralel cu toate aceste activitati de clarificare a
documentatiei beneficiarilor in conformitate cu
prevederile si normativele legale privind serviciile
sociale, este esentiala colaborarea permanenta
cu echipa interdisciplinara, formata din: medic,
asistent medical, asistent social, medicul de
familie / specialist, pentru elaborarea de comun
acord a Planul Individual de Ingrijire. Ca urmare a
implicarii asistentului social in activitatea de
mediere rezultatele sunt foarte bune, majoritatea
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families dealing with difficulties in front of local
social/financial authorities is getting smaller by
the simple fact of having a social worker listening
their problems and giving specialized support, in
close collaboration with the interdisciplinary team.
The relationship between the social worker, as
mediator and patient/family, as beneficiaries, is
based on the trust between them. The recipe for
an efficient collaboration with influential factors
around us is made of flexibility, ability to easily
socialize, work together and initiate positive
approaches with all of them, in order to overcome
any challenge.

Key words: challenges, social worker, mediator,
beneficiaries.

pacientilor si familiilor acestora ajungand la o
intelegere amiabila cu autoritatile Tn ceea ce
priveste obtinerea drepturilor.

Concluzii: Numarul pacientilor si famillilor
acestora care intampina probleme in fata
auroritatilor finaciare sociale a scazut prin simplu
fapt ca au fost ascultati si li s-a acordat sprijin si
atentie si din partea asistentului social aflat in
stransa colaborare cu echipa interdisciplinara. In
stabilirea relatiei dintre asistentul social — ca si
mediator si beneficiar — pacient/familie, sta la
baza relatia de incredere dintre acestia. Reteta
colaborarii eficiente cu cei din jurul nostru o
constituie flexibilitatea, capacitatea de a socializa
adecvat, de a colabora si intreprinde initiative
pozitive cu toti factorii care formeaza provocarile.

Cuvinte cheie: provocari, asistent social,
mediator, beneficiari.
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Loss and Bereavement in Palliative Care
Pierderea si doliul in ingrijirea paliativa

Emilia Diaconu
Hospice “Casa Sperantei”’, Romania

The palliative care staff, directly involved in clinical care,
comes into contact not only with dying people, but also with
their loved ones, family members and friends, who later on
become mourners.

Becoming acquainted and familiar with them, helps team
members assume a supporting role at the peak moment of
emotional pain, the initial phase of mourning.

Anyone experiencing the death of a loved person passes
through several phases that constitute the so-called "labor of
mourning"...

Assisting people who have suffered a loss, team members
- express their sympathy through phone calls

- carry out home visits

After a certain time from the death, the team visits the
mourning family to give them a chance to talk about their
loss and to note if there are people at risk for pathological
mourning. By the end of the visit, with a view to maintain
continuity of the previous care, they offer the family their
availability, in case it is needed.

- organize remembrance services

Starting this year in Bucharest, we organized a
commemoration ceremony, with the participation of carers’
team members and the next-of-kin of the patients who died.

During the ceremony, the names of all the patients who died
lately were read aloud by the priest. Family members were
invited to light a candle in memory of their loved one, they
could talk about the deceased person and write some
thoughts in a commemorative book. Helium balloons were
released to the sky, each participant in the ceremony could
write the name and a message in memory of the deceased.
Finally, we reviewed the list of those who didn’t attended the
memorial, to see if among them there could be people with
major risk factors for pathological mourning.

Specific interventions for those who experience complicated
rief:

(::] the support group in which they are offered the opportunity
to share their experiences with other persons in similar
situations (adults);

- the art-therapy group for children of deceased patients.

These interventions aim to encourage participants to share
their feelings, to understand the "normality" of the mourning
period and reduce isolation.

Key words: bereavement, remembrance, group support

Personalul care lucreaza in ingrijire paliativa, implicat direct
in ingijirea clinica, vine in contact nu numai cu muribunzii, ci
Si cu cei dragi acestora, membrii ai familiei si prietenii care
devin apoi persoane indoliate.

Cunoasterea acestora si familiarizarea cu ei ajutda membrii

echipei sa aiba un rol de sprijin in momentul de varf al durerii

emotionale, faza incipienta a starii de doliu

Orice individ care se confrunta cu decesul unei persoane

apropiate trece prin mai multe faze ce se constituie in asa

numitul "travaliu de doliu”..

Pentru a veni in sprijinul persoanelor care au suferit o

pierdere, membrii echipei:

- exprima coondoleante prin apeluri telefonice

- efectueaza vizite la domiciliu

Dupa un interval de timp de la deces echipa viziteaza familia

indoliata pentru a da posibilitatea de a vorbi despre cum a

evoluat decesul si de a observa daca sunt persoane care

prezinta risc dupa deces. La finalul vizitei pentru a intretine
continuitatea Tngrijirii precedente se arata disponibilitatea in
caz de nevoie.

- organizeaza servicii de comemorare

TIncepand cu acest an in Bucuresti am organizat un

ceremonial de comemorare la care au participat membrii

echipei de ngrijire si apartinatorii pacientilor decedati. In
cadrul acestui ritual au fost citite cu voce tare de catre preot
numele tuturor pacientilor decedati in ultima perioada.

Membrii familiei au fost invitati sa aprinda o luméanare in

memoria celui drag, au putut sa vorbeasca despre persoana

decedata si sa scrie cateva ganduri intr-o carte
comemorativa. Au fost inaltate pe cer baloane cu heliu pe
care fiecare participant la ceremonie a avut posibilitatea sa
scrie numele si un mesaj in memoria celui decedat. In final
am revizuit lista cu cei care nu au participat la comemorare
pentru a observa daca nu sunt dintre cei care comporta
factori de risc major pentru aparitia doliului patologic.

Interventii specifice pentru cei care manifesta durere

complicata:

- grupul de suport in care se ofera posibilitatea de a-si
impartasi propriile experiente cu alte persoane aflate in
situati similare (adulti);

- grupul de art-terapie pentru copiii pacientilor decedati.

Prin intermediul acestor interventii se urmareste incurajarea

participantilor de a-si impartasi sentimentele, de a intelege

“normalitatea” perioadei de doliu si de a reduce izolarea.

Cuvinte cheie: doliu, comemorare, grup de suport
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Importance of Combination Therapy in Patients with Lymphedema
Importanta terapiei combinate la pacientele cu limfedem

Letitia Buzea, Camelia Ancuta

Hospice “Casa Sperantei”, Romania

Aim: This study aims to present the level of
lymphedema preventing education in breast cancer
patients, to evaluate present physical and
psychological signs at the time of lymphedema onset,
and highlight the results obtained by combining
several therapeutic methods.

Method: Retrospective study on 25 patients who
attended the Hospice's “Casa Sperantei” lymphedema
service, weekly or every two weeks, from January
2011 to August 2011; data analysis was done in SPSS
10. Every patient was interviewed and information was
recorded in patients’ files. Assessment of
lymphedema evolution was done by documenting from
medical files, taking into account the measurement
done before and 6 months after specific therapy.
Results: Analyzing data, the moment of lymphedema
onset was 1-3 years from surgery in 48%, 4-6 years in
20%, up to 1 year for 12%, over 6 years for 8%,
immediately after surgery for 8% and before surgery
for 4%. After surgery 48% of patients did exercise and
information how to prevent lymphedema received only
8% of them.

Signs at onset: the modification of limb size in 40%,
and, in addition pain 28%, discomfort 24%, and
heaviness 8%.

The lymphedema location was: hand and forehand
44%, upper limb 32%, arm-forearm 8%, forearm-elbow
8%, arm 4% and hand 4%.

Regarding the psycho-emotional aspects, patients
accepted the situation at a rate of 24%, the rest
experienced various feelings and negative emotions.
The evolution was favorable for 56% of patients; the
correlation between types of interventions and
evolution after therapy was: 50% of the patients with
exercise — manual lymphatic drainage — elastic sleeve
having contraindications for pump, evolved favorable
and 50% of these were stationary. Patients with
pneumatic pump added evolved favorably in 58% and
stationary in 42%.

Conclusions: Considering that lymphedema
associate with cancer can’t be cured the aim of the
treatment remains maximum long-term improvement.
A combining and sustaining therapy brings real
benefices for the patients.

Key words: lymphedema, prevention, combination
therapy, education, study

Scop: Lucrarea isi propune sa prezinte nivelul la care
s-a facut educatia cu privire la prevenirea limfedemului
la pacientele cu cancer mamar, sa evalueze semnele
fizice, psihice prezente la aparitia limfedemului si sa
evidentieze rezultatele ob{inute dupa combinarea mai
multor metode terapeutice.

Metoda: Studiu retrospective pe 25 de paciente care
au frecventat saptamanal sau la doua saptamani
serviciul de Tngrijire al limfedemului din cadrul Hospice
“Casa Sperantei” Brasov, In perioada ianuarie 2011-
august 2011, cu analiza datelor in programul SPSS
10. S-au efectuat interviuri cu fiecare pacienta si
informatiile obtinute au fost consemnate in foile de
observatie. Evaluarea evolutiei limfedemului dupa
interventiile noastre s-a facut prin documentarea din
fisele pacientelor, ludndu-se Tn considerare
masuratorile facute Tnainte sila sase luni de la
inceperea terapiei.

Rezultate: in urma analizei datelor, momentul aparitiei
limfedemului la 48% dintre paciente a fost intre 1-3 ani
de la interventja chirurgicala, 20% la 4-6 ani, 12%
pana la 1 an, 8% peste 6 ani, 8% imediat
postoperator, 4% Tnainte de operatie. Postoperator,
48% dintre paciente au facut exercitii fizice, iar de
educatie pentru prevenirea limfedemului au beneficiat
doar 8% dintre acestea.

Semne la debut: 40% au prezentat modificarea
dimensiunilor membrului iar la 28% s-a adaugat pe
langa aceasta durere, la 24% disconfort, iar la 8%
senzatia de greutate.

Localizarea in 44% din cazuri a fost la mana si
antebrat, 32% mana-antebrat-brat, 8% braf si
antebrat, 8% antebrat si cot, 4% brat si 4% la nivelul
mainii.

in ceea ce priveste afectarea psihoemotional& 24%
dintre paciente au acceptat situatia, iar la restul au
aparut diverse sentimente si emotii negative.

56% dintre paciente au avut evolutie favorabila, iar
corelarea dintre interventii si evolutia dupa terapie a
fost urmatoarea: pentru cele care au beneficiat doar
de exercitii-drenaj limfatic manual-maneca elastica
avand contraindicatii pentru pompa 50% au avut
evolutie favorabila, 50% stationara, iar cele la care s-a
adaugat si compresie cu pompa pneumatica 58% au
avut evolutie favorabila si 42% au fost stationare.
Concluzii: Avand in vedere ca limfedemul asociat
cancerului nu se vindeca, scopul tratamentului ramane
ameliorare maxima pe termen lung. Combinarea mai
multor metode terapeutice si efectuarea sustinuta a
acestora aduce reale beneficii pacientelor.

Cuvinte cheie: limfedem, prevenire, terapie
combinata, educatie, studiu.
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Hemorrhages in Head and Neck Cancers
Hemoragiile la cancerele din sfera O.R.L.

Antonia-Alina Frincu
Hospice “Casa Sperantei”, Romania

Introduction: As hemorrhages in head and neck
cancers are an unpredictable event, it has to be
approached with high professionalism, individualized
for each case.

Goal: this paperwork wants to present how the
patients with head and neck cancers, affected by
hemorrhages, can benefit from the emotional and
spiritual support from the part of nurse professionals
present at the time of hemorrhage episode for
alleviating suffering and the eventual death.

Method: study case

Interventions’ results:

- Diminish, as much as possible, bleeding and, if
stopping can be achieved, after 24/48 hours a
blood transfusion is indicated,;

- Administering of necessary treatment for
symptom control: pain, anxiety etc.;

- Patients’ emotional and spiritual counseling.

Conclusions: the occurrence of a massive
hemorrhage has a huge effect on the emotional and
spiritual state of the nurses present. Nurses should
perceive it with strength of character and high
professionalism.

Key words: hemorrhages, interventions, emotional
and spiritual support, rituals.

Introducere: Desi aparitia hemoragiilor la nivelul
esofagului, urechii, cavitatii bucale, faringelui, arborelui
traheo-bronsic, nasului si gatului este un eveniment
neprevazut, aceasta trebuie abordata cu
profesionalismul necesar adaptat situatiilor individuale
fiecarui caz in parte .

Scop: lucrarea de fata isi propune sa prezinte modul
prin care acesti pacienti beneficiaza de tot sprijinul
emotional si spiritual din partea cadrelor medicale
prezente la fata locului (in speta echipa Hospice),
pentru atenuarea suferintei si eventuala parasire a
vietii pamantesti.

Metoda: studiu de caz

Rezultatele interventiilor:

- diminuarea pe céat posibil a hemoragiei, iar daca se
reuseste oprirea acesteia dupa 24/48 ore este
indicata transfuzia de sange;

- administrarea tratamentului necesar pentru
atenuarea simptomelor: anxietate, durere, etc.

- consilierea emotionala si spirituala a pacientului

Concluzie: survenirea unei hemoragii masive
afecteaza starea afectiva si emotionala a cadrelor
medicale prezente, dar acestea trebuie sa priveasca
evenimentul petrecut ca pe un act inerent profesiei
practicate, iar aceasta abordare a trairilor duce la
cresterea tariei de caracter si a profesionalismului.

Cuvinte cheie: hemoragie, interventii, sprijin
emotional si spiritual, ritualuri
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Support Given to the Child’s Family with Duchenne Muscular Dystrophy from the
Moment of Confirmed Diagnosis
Sprijinul acordat familiei copilului cu Distrofie Musculara Duchenne din momentul

confirmarii diagnosticului

Cristina Golea
Hospice ,Casa Sperantei”’, Romania

Introduction: Life and its miracles start with a small egg,

grows within 3 weeks, when the first bit of hearth can be

perceived. It starts a new life!

This life has a mystery — the genetic code.

In the case of patients with Duchene Muscular Dystrophy

(DMD) genetics has forgotten to write in its code few letters

and squares, and all the life line of a normal life is changed.

Questions:

- What are genetics? — A science, a mystery , a mathematic
dance of colored small squares?!

- What does a parent when finding that its child is diagnosed
with DMD?

- Why is important to have genetic confirmation?

- What tests should be made and why?

Those are few of the questions that come into the mind of

patents, children, adolescents, doctors, geneticists,

professional teams from the public health system from

Romania and all over.

Paper goal: this paper wants to present the information

regarding the management and the standards of care that

are reached, throughout national and international

consensus, at the present hour.

Method: Presentation of the information acquired at the

Symposium “Standards of care and management of people

affected by DMD”. This information comes from doctors-

parents, simple parents with working heands and DMD

children themselves.

Palliative Care contribution: Palliative Care addresses

also to those affected by this life limiting and life threatening

disease, throughout:

- Access to information regarding genetic tests for patients
and extended family (sisters, cousins, daughters);

- Information regarding the illnesses step by step evolution:

o Pre symptomatic phase

Ambulatory early phase

Genetic tests

Diagnosis confirmation

Therapeutic conduct

o Palliative Care

- Enhancing quality of life

- Information regarding the National Register of DMD
standards and DMD parents’ association (Patent Project —
APP) and implementation of the National Plan for Rare
diseases in Romania.

O O O O

Conclusions: Our dialog partners — patients diagnosed
with DMD and their families — they’ve just had dispelled their
world in front of their own eyes; relating to the
interdisciplinary medical professionals team, ready to offer
equal access to quality care and the opportunity to benefit
from new treatments and complementary therapies.

Introducere: Viata si miracolul ei pornesc de la un mic ou,
se dezvolta in 3 saptamani, cand se percepe prima bataie
de inima. Incepe o nous viata!

Aceasta viata are o taina — codul genetic.

In cazul pacientilor cu Distrofie Musculard Duchene (DMD)

genetica a uitat sa scrie in codul ei cateva litere sau

patratele, si tot parcursul unei vieti normale s-a schimbat.

Intrebari:

- Ce este genetica? — O stiinta, o taind, un dans matematic
de patratele colorate?!

- Ce face un parinte care afla diagnosticul propriului copil cu
DMD?

- De ce este importanta confirmarea genetica?

- Ce teste ar trebui facute si de ce?

Acestea sunt cateva din intrebarile pe care si le dezvolta in

minte parinti, copii, adolescenti, medici, geneticieni, echipe

profesioniste din sistemul public de sanatate din Romania si
de pretutindeni.

Scopul lucrarii: Lucrarea de fata isi propune sa prezinte

informatjile privind managementul si standardele de ingrijire

la care s-a ajuns, prin consens national si international, la
ora actuala.

Metoda: Prezentarea informatiilor obtinute la Simpozionul

“Standarde de ingrijire si managementul persoanelor

afectare de DMD”. Aceste informatii provin de la medici-

parinti, parinti simpli cu palmele crapate si ihsisi copiii lor

afectati de DMD.

Contributia Ingrijirilor Paliative

Ingrijirea Paliativé se adreseazé si celor ce se confruntd cu

aceasta boala limitatoare si amenintatoare de viata, prin:

- Accesul la informatii privind efectuarea testelor genetice
pentru pacient si familia extinsa a acestuia (surori,
verisoare, fiice);

- Informatii privind evolutia pas cu pas a afectiunii:

o Faza presimptomatica

Faza timpurie ambulatorie

Teste genetice

Stabilirea diagnosticului

Conduita terapeutica

o Ingrijiri Paliative

- Cresterea calitatii vietji

- Informatji privind Registrul National al Standardelor DMD
si Asociatia Parintilor copiilor cu DMD (Patent Project —
APP) si implementarea Planului National pentru Boli Rare
in Romania.

Concluzii: Interlocutorilor nostrii — pacient diagnosticat cu

DMD si familia acestuia — tocmai le-a fost spulberata lume n

fata propriilor ochi; vis-a-vis profesionistii medicali, echipa

interdisciplinara, gata sa ofere acces egal si

nediscriminatoriu la ingrijire de calitate si oportunitatea de a

beneficia de cele mai noi tratamente si terapii

complementare.

O O O O
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Caring for Patients with Ischemic Heart Disease and the Reason for Including
Palliative Care in their Support Plan
Ingrijirea pacientilor cu cardiopatie ischemica si ratiunea introducerii ingrijirilor

SEUEAY]

Adriana Jinga
Hospice “Casa Sperantei”’, Romania

Goal: This presentation wants to investigate the socio-
psycho-economic and demographic components with
risk for hearth failure and variables concerning
ischemic hearth distress in the patients studied.

All the data provided can be used as instruments for
doctors and nurses in planning and caring for patients
with ischemic hearth disease in its diverse forms.

Objectives: This papers wants to show:

¢ Data on life conditions and work environment of
patients with ischemic heart disease

e The complete clinical and laboratory frame of
patients with ischemic heart disease

e Data on types of therapies

o Data on prevention of diseases associated to
ischemic heart disease

e Data on the different stages and evolution of
ischemic heart disease

Material and method used: The study fits into the
category of descriptive studies.

The study is done on a sample of 100 patients
admitted on cardiology unit of the Clinical General
Emergency Hospital of Brasov, on a period of 4
month, between January to April 2011.

There were analyzed:

e The complications that patients develop in time;

e The importance of the correlation between the
weight index and the coronary diseases;

e The incidence of the risks factors in coronary
patients;

e The frequency of the ischemic heart disease
according to gender and age.

Conclusions: The ischemic pathology is a serious
public health problem, invalidating the person and the
society, with high costs for both parts.

The study showed the importance of the risk factors,
of periodical medical checking and of respecting
therapies for preventing more serious complications.

Scopul lucrarii: Lucrarea de fata isi propune
investigarea socio —psiho-economica si demografica a
comporatamentelor cu risc si a unor variabile
referitoare la suferinta cardiaca la lotul studiat.

Toate datele folosesc ca instrument de lucru medicilor
curanii si asistentelor medicale in vederea realizarii
unui protocol de ingrijire al pacientiilor cu cardiopatie
ischemica in diversele sale forme.

Obiective: Lucrarea de fata isi propune:

e Sa obtina date despre conditiile de viata si munca
ale bolnavilor cu cardiopatie ischemica

¢ Sa ofere un tablou clinic si paraclinic complet

¢ Sa ofere date despre tipul de terapie

¢ Sa ofere date despre prevalenta bolilor asociate
cardiopatiei ischemice

¢ Sa ofere date despre stadiul si evolutia bolii

Material si metoda: Studiul realizat se incadreaza in
categoria studiilor descriptive.

Studiul s-a efectuat pe un lot de 100 de
pacienti,internati pe sectia de interne-cardiologie a
Spitalului Clinic Judetean De Urgenta Brasov,pe o
perioada de 4 luni intre lanuarie si Aprilie 2011.

Au fost analizate:

» serie de complicatii pe care le dezvolta pacientii

» Importanta corelatiei indicelui ponderal cu
afectiunile coronariene

» Incidenta factorilor de risc la bolnavii coronarieni

» Frecventa afectiunii in functie de sex si varsta

Concluzii: Patologia ischemica este o grava problema
de sanatate publica ,invalidanta atat pentru individ cat
si pentru societate si cu costuri mari.

Reiese din acest studiu importanta factorilor de risc
mai sus citati ,a controalelor medicale periodice,
precum si respectarea terapiei pentru a nu ajunge la
forme mai grave de boala.
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Eloesser Open Thoracic Window — a Challenge?
Fereastra pleurala Eloesser — 0 provocare?

Ramona Popa
Hospice “Casa Sperantei”’, Romania

Introduction: Open thoracic window represents a
major health problem as one of the complications of
pulmonary empyema, which is a complication of
bronchopulmonary carcinoma surgery. It necessitates
special care for a prolonged period of time. Open
thoracic window represents a surgically created cavity
in the thoracic wall (through the resection of 2 ribs)
with sutures from skin to pleura.

Problems: A small percentage of patients diagnosed
with bronchopulmonary carcinoma undergo a
procedure for open thoracic window. In the case of two
patients in our care, after presenting at the hospital
with pleural empyema, they underwent the procedure
for Eloesser window. G.I. a 70 years old patient and
A.D. a 68 years old patient with left, respectively right
bronchopulmonary carcinoma, presented with
abundant infected secretions in the thoracic window,
limitation of movement of the arm, incidental pain.
They were both partially bedbound.

Method: Case study of two patients cared for by
Hospice Casa Sperantei Bucharest Home Care Team.
The cavities were treated following the next steps:
irrigation, applying adequate dressings, and using
topical antibiotics with the purpose of reducing
secretion volume and eliminating bad odor.

Results: Due to nursing techniques used and
appropriate drug treatment the volume of secretions
decreased, the odor normalized, and the overall
quality of life for the patient was increased. All this led
to a better psycho-emotional mood and improvement
in social relations.

Conclusions: Eloesser open thoracic window if
treated adequately for each patient can have a
favorable evolution with increased quality of life for the
patient. Because it is a rare problem, it necessitates
not only solid knowledge but also imagination in using
nursing techniques.

Key words: pain, infected, secretions, open thoracic
window, Eloesser

Introducere: Fereastra pleurala este o problema
majora de sanatate fiind una din complicatiile severe
ale empiemului pulmonar care la randul lui este o
complicatie aparuta in urma interventiei chirurgicale in
carcinomul bronhopulmonar. Aceasta necesita 0
ingrijire speciala pe un timp mai indelungat.Fereastra
pleurala Eloesser consta in practicarea unei cavitati la
nivelul peretelui toracic ( prin rezectia a 2 arcuri
costale ) cu sutura tegumentului la pahipleura
parietala.

Probleme: Un mic procent din pacietii diagnosticati cu
carcinom bronhopulmonar prezinta ferestra pleurala
Eloesser. In cazul celor doi pacientji , dupa
prezentarea la spital unde li s-a pus diagnosticul de
empiem pleural post pneumonectomie s-a practicat
fereastra pleurala Eloesser. G.I. pacient de 70 ani si
A.D. de 68 ani cu carcinom bronhopulmonar sting si
respectiv drept , prezinta secretii abundente
suprainfectate la nivelul cavitatii , imobilizare partiala
la pat, limitarea miscarilor la nivelul membrului
superior, durere la mobilizare.

Metoda : Studiu de caz pentru 2 pacienti care au fost
in grija echipei medicale de ingrijiri la domiciliul de
la “Hospice Casa Sperantei” Bucuresti. Pentru ingijirea
cavitatii s-au urmarit: irigarea plagii, aplicarea de
pansamente adecvate fiecarui caz in parte si folosirea
de antibiotic local pentru scaderea cantitatilor
secretiilor si eliminarea mirosului.

Rezultate: Datorita tehnicilor de nursing utilizate sia
tratamentului medicamentos secretiile au scazut
cantitativ , nu mai prezinta miros, calitatea vietii
pacientului a crescut.Toate aceste rezultate obtinute
au dus la imbunéatatirea starii psihoemtionale si a
relatiilor sociale.

Concluzii: Fereastra pleurala Eloesser daca este
tratata adecvat pentru fiecare individ in parte poate
avea o evolutie favorabila , crescind calitatea vietii
pacientului.Fiind o problema rar intalnita necesita pe
linga cunostinte medicale solide si o imaginatie in
utilizarea tehnicilor de nursing.

Cuvinte cheie: durere, infectie, secretii, fereastra
pleurala Eloesser
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Stage IV Infected Pressure Ulcers
Escarele gradul IV suprainfectate

Augustina Popescu
Hospice “Casa Sperantei”, Romania

Introduction: Pressure ulcers remain a major health
problem, as severe complications of long diseases,
having a common element; prolonged immobilization
of the patient. The pressure ulcer develops when
pressure against the skin reduces blood supply to a
certain area, and the affected tissue dies, frequently
appearing in high-pressure areas (sacrum, elbows,
hip, and heel).

Problem: Most cancer patients are immobilized in the
final stages of their disease and develop pressure
wounds that necessitate high levels of care from the
palliative care nurse and their families. Stage Ill and IV
pressure ulcers can take months-years in order to
heal.

Method: I've examined the case of a patient cared for
by the home care team at Hospice Casa Sperantei
Bucharest. N.A., a 80 years old lady diagnosed with
basocellular carcinoma of the right orbital area with
invasion in the forehead, bedbound for a long period of
time. During the course of the disease she presented
with stage IV infected pressure ulcers in the sacral
area and in both hips.

The ulcers were cared for following the next steps:
irrigation, debridement, topical antibiotics and
bandages that promote moist environment.

Results: By applying the adequate methods and
techniques and by choosing the appropriate drugs, the
pressure ulcers healed in just 3 months.

Conclusions: We know that living tissue requires
moisture for transport of oxygen and nutrients. A moist
ulcer environment promotes the migration of
fibroblasts and epithelial cells; growth factors are
present in the serous exudate that speed healing.
Healing takes place 3 times faster in a moist
environment. It is important to treat pressure ulcers,
but it is more important to try to prevent their
development.

Key words: pressure ulcers, stage 1V, infection,
immobilized patient.

Introducere: Escarele raman o problema majora de
sanatate fiind una dintre complicatiile severe ale unor
boli diverse, care au ca element comun imobilizarea
prelungita la pat a persoanei. Escara este o0 necroza
tisulara localizata frecvent la nivelul zonelor de
presiune (sacru, ischioane, coate, calcaneu), avand
drept factor determinant presiunea exagerata si
prelungita a tesuturilor moi intre planul osos si planul
de sprijin.

Problema: Majoritatea pacientilor diagnosticati cu
cancer in faza terminala sunt imobilizati la pat si
prezinta escare de diferite grade care necesita atentia
totala a asistentei medicale si a apartinatorilor. Stadiile
Il si IV ale escarelor de decubit se pot vindeca n
cateva luni sau in cétiva ani.

Metoda: Studiu de caz al unei paciente ingrijita de
echipa de ingrijiri la domiciliu de la Hospice Casa
Sperantei Bucuresti. N.A., pacienta 80 de ani cu
diagnosticul de carcinom bazocelular regiunea
orbitara dreapta cu invazie in regiunea sprancenara,
imobilizata la pat pe o perioada lunga, in decursul
evolutiei a prezentat escare grad IV suprainfectate in
zona sacrata si in zona ambelor solduri.

Pentru ingrijirea escarelor s-a urmarit : irigarea ranii,
debridarea, aplicarea de pansamente in mediu umed
si folosirea antibioticelor.

Rezultate: Datoritd metodelor si tehnicilor de nursing
aplicate si a tratamentului medicamentos corect
aceste escare s-au vindecat in decurs de 3 luni .

Concluzii: Este cunoscut faptul ca tesuturile vii au
nevoie de mediu umed pentru transportul oxigenului si
al nutrientilor.Mediul umed promoveaza migrarea
fibroblastilor si a celuleor epiteliale; factorii de crestere
epiteliala sunt prezenti in exudatul seros si grabesc
vindecarea. Vindecarea plagii are loc de 3 ori mai
repede intr-un mediu umed fatd de un mediu uscat.
Important este ca atunci cand reusim sa tratam
escarele, sa incercam sa prevenim recidiva lor!

Cuvinte cheie: escare de decubit , gradul 1V,
suprainfectate, pacient imobilizat.
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Intestinal Transit Disorders in Colostomy Patients
Tulburari de tranzit la pacientii colostomizati

Aurelia Stoian
Hospice “Casa Sperantei”’, Romania

Introduction: It is estimated that in Romania live
4000-7000 ostomized patients. Digestive stoma
represents the surgical procedure that establishes a
communication between the digestive lumen and the
external environment, in order for nutrients to be
supplied and to assure a proper waste evacuation.
This procedure is a life saving method, it is used to
treat a severe obstruction or to correct a congenital
defect.

Problem: Intestinal obstruction through multiple
fecalomas, manifested as a lack of bowel movements
for 6 days in a colostomy patient.

Method: Restoration of normal bowel movements
through diet, laxatives and a colostomy micro-enema.
Case study of a home care patient at Hospice Casa
Sperantei Bucharest.

V.M., a 92 years old patient, diagnosed with
rectosigmoid cancer, had surgery (resection) and
definitive colostomy in October 2007. In present, with
advanced locoregional relapse with invasion of the
uterus and of bladder. Patients presented with slow
intestinal transit time that advanced to lack of bowel
movements. We used a 18ch Foley catheter that we
inserted through the stoma on its full length. We
administered an enema through the catheter that
consisted of one part olive oil and one part phosphate
enema.

Results: After the administration of the enema transit
through the colostomy was resumed. The patient
adopted our diet and treatment recommendations, she
started to properly care for the colostomy in order to
prevent complications. Two weeks later, patient was
feeling fine, and bowel movements were returned to
normal.

Conclusions: Oncological ostomized patients are
often presenting with constipation due to
immobilization and opioid treatment. A colostomy
enema is not a routine manoeuvre, but it is necessary
when there is an obstruction through fecalomas.
Adapting the means and materials to the setting of
home care is a challenge but it accentuates once more
that palliative care is a blend between science and art.

Key words: colostomy, intestinal transit time,
constipation, diarrhoea, enema

Introducere: Se estimeaza ca in Roménia avem intre
4000-7000 de purtatori de stoma cutanata. Stomia
digestiva reprezinta actul chirurgical prin care se
stabileste o comunicare intre lumenul digestiv si
exterior, cu scopul de a introduce alimente sau de a
evacua continutul. Stomia este o procedura care poate
salva viata prin tratarea unei obstruciii grave sau prin
corectarea unui defect congenital.

Problema: Obstructie intestinala prin fecaloame
multiple, manifestata prin absenta tranzitului pentru
materii fecale si gaze timp de 6 zile in cazul unui
pacient colostomizat.

Metoda: Restabilirea tranzitului intestinal prin
corectarea dietei, administrarea de laxative si
efectuarea microclismei prin colostoma. Studiu de caz
al unui pacient ingrijit de echipa Hospice la domiciliu.
V.M., pacienta in varsta de 92 ani, diagnosticata cu
neoplasm rectosigmoidian operat, rezectie
rectosigmoidiana, anus iliac stang definitiv in
octombrie 2007, recidiva tumorala pelvina cu invazia
uterului si posibil a vezicii urinare. Pacienta prezinta
incetinirea pana la stopare a tranzitului intestinal. S-a
efectuat cateterizarea colonului cu ajutorul unei sonde
Foley 18ch pe colostoma, pe o lungime egala cu
sonda, apoi s-a introdus un amestec format din o parte
ulei masline si o parte solutie de microclisma cu fosfati
“Enema BP”.

Rezultate: Dupa efectuarea microclismei s-a reluat
tranzitul intestinal atat pentru gaze cat si pentru materii
fecale. Pacienta si-a corectat dieta, a respectat
recomandarile echipei medicale privind ingrijirea
colostomei si prevenirea complicatiilor. La doua
saptamani dupa interventie pacienta se simte foarte
bine, tranzitul intestinat este reluat cu success.
Concluzii: Pacientii oncologici colostomizati prezinta
tulburari de tranzit intestinal de tip constipatie datorita
imobilizarii si a administrarii opioidelor. Administrarea
clismei prin colostoma nu este o manevra de rutina,
insa este necesara atunci cand se deceleaza prezenta
fecaloamelor. Adaptarea mijloacelor si materialelor
existente la posibilitatile de ingrijire la domiciliu
evidentiaza Tnca o data faptul ca ingrijirea paliativa
este o imbinare intre stiinta si arta.

Cuvinte cheie: colostoma, tranzit intestinal,
constipatie, diaree, clisma
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Palliative Care of Terminally Ill Patient
Ingrijirea paliativa a pacientului aflat in ultimele clipe de viata

Cristina Mihaela Bortas
Hospice "Casa Sperantei’, Romania

Introducere: Ingrijirea paliativé este o combinatie a tratamentelor simptomatice si a suportului psihoemotional, acordate
pacientilor care se confruntd cu o boald incurabild si a familiilor acestora. ingrijirea se acordd atat in timpul bolii, cat si in
perioada de doliu, cuprinzand atat nevoile fizice cat si cele psihologice, sociale si spirituale, {inandu-se cont de valorile,
credintele si practicile personale, culturale si spirituale.
Trebuie facuta distinctia intre ingrijirea paliativa (durata de saptamani sau luni), care are ca scop asigurarea calitatii vietji si
ingrijirea terminala (ultimele 48 de ore), care se concentreaza pe confortul pacientului in ultimele 48 de ore si pregatirea si
sprijinirea familiei pentru ceea ce urmeaza.
Scopul: Lucrare de fata are ca obiectiv sa scoata in evidenta simpromele aparute in ultimele clipe de viata la 4 studii de caz
studiate.
Metoda : 4 studii de caz prezentate comparativ
Rezultate: Cele 4 studii de caz analizate evidentiaza atat manifestarile de dependentd multiple ale pacientilor aflati in stare
terminald, cat si ingrijirile necesare pentru imbunatatirea calitatii vietii pacientilor.
Astfel, problemele de dependentd comune identificate pentru cele patru cazuri, care reflecta atat simptomele fizice cat si
problemele psihoemotionale sunt:

- durere

- constipatie

- greata

- astenofatigabilitate

- dispnee

- agitatie psihomotorie

- imobilizare la pat.
La aceste probleme se adauga si problemele de dependenta specifice fiecarui pacient:

- hipersecretji brongice

- hematurie

- dezorientare temporo-spatiala.
Concluzii
Dupa interventiile acordate in unitatea cu paturi, simptomele au fost total controlate sau mentinute la o intensitate moderata;
au fost intrerupte deasemenea interventiile neadecvate — antibioterapia, tratamentele i.v..
Abordarea problemelor legate de pierdere, durere si doliu au ihceput odaté cu initierea ingrijirilor paliative, cu evaluarea
initiald, si au continuat pe toata perioada de ingrijire.

Cuvinte cheie: pacienti, ingrijire, ultimele zile viata, studiu de caz
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White Nights — Palliative Approach on Insomnia in Children. Study case
Nopti albe - abordarea paliativa a insomniei la copii. Studiu de caz

Gianina Chiosa
Hospice “Casa Sperantei”, Romania

Motto:” Even then when you think you can’t do anything,
something still can be done.”
Introduction: The Pediatric Inpatient Unit at Hospice Casa
Sperantei becomes, many times, the second home of
children patients and the medical personnel “take the place
of parents”. There are multiple methods that the medical
team can use in order to offer the necessary support to
children during the admission, that are correct and concrete
solutions to their needs and problems. Are we out of
solutions, or there is still something that it can be done?
Goal: This paperwork wants to present the framework of the
holistic, interdisciplinary approach of problems that appear at
admission in the inpatient unit, with accent on the psycho-
emotional problems. | want to demonstrate the benefits of
using in our clinical practice the results of a research study
done in Germany, on the most recent recommendations for
treating insomnia in children.
Method: Study case with prospective methods for evaluating
the patient data on the sleep-wake status and agitation of a
child with severe insomnia, caused by anxiety, on several
separate admissions into our unit.
Data monitored:
1. Summery approach on patient’s problems
2. ldentifying the causes of insomnia
3. Monitoring the anxiety and insomnia on the repeated
admissions, using the tools recommended by the
German study
4. Therapeutic strategy applied by each member of the
interdisciplinary team
5. Pharmacological and non-pharmacological interventions
6. Therapeutic methods applied by nurses and their
efficiency
7. Advantages and disadvantages when using the
recommended tools (table on monitoring the sleep-wake
and anxiety status)
Conclusions: Daily work invades countless out private
space, children’s faces following us home.
The support given to patients, work well structured, new
methods applied for raising the efficiency of nursing
interventions help us improve the quality of life of our
children patients together with finding our own psycho-
emotional and spiritual balance, so much needed in order
for us to be able to continue our daily work.
It is up to us to give quality to our patients lives; with the help
of a holistic approach, of our knowledge, practical skills and
abilities, of physical and emotional efforts, of the positive
attitude that we approach each problem, with compassion
and dedication, with an interdisciplinary common effort, we
will be able to respect the right to dignity of every patient and
give value to every day of their life.

Key words: Palliative Care, insomnia, anxiety, nursing
interventions, interdisciplinary team

Motto: ,, Chiar & atunci cand crezi ca ai facut tot ce se putea,
mai pofi face ceva.”
Introducere: Unitatea cu Paturi Pediatrie a Hospice Casa
Sperantei, devine de multe ori pentru copiii pacienti, 0 a
doua casa, iar cadrele medicale ,,iau locul parintior”. Sunt
multiple metode pe care echipa le poate aborda pentru a
oferi pacientului copil suportul necesar si ingrijirea
corespunzatoare pe parcursul internarii, oferind solutji
corecte si concrete problemelor acestora. Sunt oare
epuizate toate solutiile, sau se mai poate face ceva?
Scop:Lucrarea de fa{a isi propune sa contureze tabloul
abordarii holistice, multidisciplinare, a problemelor aparute la
internarea in unitate, cu accent pe problemele din planul
psihoemotional. Astfel, voi demonstra beneficiile utilizarii
rezultatelor unui studiu de cercetare efectuat in Germania,
cu privire la interventiile cele mai recente recomandate
pentru tratarea insomniei la copii.
Metoda:Studiu de caz cu prezentarea de metode
prospective de evaluare a datelor pacientului cu privire la
starea de somn-veghe si agitatie a unui copil cu insomnie
severa, datorata anxietafii, pe perioada mai unor internari
repetate.
Date monitorizate:
1. Abordarea schematic a problemelor pacientului
2. ldentificarea cauzelor insomniei
3. Monitorizarea starii de anxietate si insomnie , pe
perioada mai multor internari,folosing instrumentele
recomandate de studiul German
4. Strategia terapeutica aplicata de fiecare membru al
echipei
Interventji farmacologice si nonfarmacologice
Metode aplicate de asistenele medicale si eficienta lor
7. Evaluarea avantajelor si dezavantajelor folosirii tabelului
de stare somn veghe agitatie
Concluzii:Munca ne invadeaza de nenumarate ori spaiul
privat, chipurile copiilor continuénd sa ne urmareasca si
acasa.
Suportul acordat pacientilor, munca bine structurata,
metodele noi aplicate pentru eficientizarea interventiilor ne
ajuta sa imbunatatim calitatea viefji copiilor concomitent cu
regasirea echilibrului psiho-emotional de catre cadrele
medicale, necesar pentru continuitatea muncii de zi cu zi.
Depinde de noi insine sa acordam servicii de calitate
pacientilor nostrii; printr-o abordare holistica corecta a
problemelor pacientilor, cu ajutorul cunostintelor, abilitailor
practice, eforturilor fizice si psihice pe care le depunem, a
atitudinii adoptate in fiecare moment, cu compasiune si
daruire, intr-un efort comun interdispilinar, vom reusi sa
respectam dreptul la demnitate al fiecarui pacient si sa dam
valoare fiecarei zile traita de acestia.

IS

Cuvinte cheie: ingrijiri paliative, insomnie, anxietate,
interventii, echipa multidisciplinara

94



Counseling in Palliative Care
Consilierea in ingrijiri paliative

Adriana Caruntu

The Archiepiscopate of Bucharest — Sfantul Nectarie Palliative Care Centre, Romania

Counseling of patients with incurable diseases and of their
families can be performed by social assistants specialized in this
field, who help them improve their skills and working techniques.
Patients with incurable diseases and their families need to be
listened to and understood; counselors must adopt an adequate
verbal and non-verbal behavior during their work, proving thus
that they are able to listen to the patient and encourage them to
speak freely.

Questions must be direct and open, in order to help patients
speak more about themselves and their problems; closed
questions lead to focused, usually short answers.

Paraphrasing performed by the counselor offers the patient a
feed-hack, including the essence of what they have said.
Expressing feelings identifies and offers patients a feedback
about their emotional experience. Exploring emotions is
important in order to help patients take a decision and take
action afterwards.

Summarizing offers patients a feedback including the essence
of long phrases which describe behavior, thoughts and
emotions.

Gaining patient’s trust represents a first step; then listening
during counseling process shall be more efficient.

The assistance behavior includes four key dimensions:

- Visual contact — when you speak, look at the patient, pay
attention to the pauses during the visual contact, which offer
you clues about what the patient is thinking at that moment.
Body language — in our opinion the process of counseling is a
verbal relation; a specialist estimated that 85% of the way we
communicate is nonverbal. The basic posture which shows a
person listening carefully is a relaxed posture, slightly bent
over; during the counseling process there will be slight
tensions (frowning, tensioned mouth or cheek, clenched fists,
important changes of the body posture in key moments of the
counseling process).

The voice — changes of the volume and tone of speaking often
show interest or lack of interest, hesitations or stammering
often show tensions, emotions and feelings are often shown
by the tone of the voice.

Within the counseling master studies, social assistants gain
knowledge regarding counseling of patients and their families,
psychology, physical-social theories, individual and family
psycho-therapy.

By gaining knowledge related to cancer, patient’s
characteristics, family and their economic-social environment,
influences and anxieties related to the ethnic group, spiritual and
cultural life, counselors can perform a psycho-social
assessment of patients and their family, can help patients and
their family reach the acceptance degree regarding the
diagnosis of cancer in terminal state.

Key words: counseling, social assistance, palliative care

Consilierea pacientilor cu afectiuni incurabile si a familiilor
acestora poate fi realizata de catre asistenti sociali cu studii de
specializare, care sa-i ajute in formarea abilitatilor si a tehnicilor
de lucru.

Pacientii cu afectiuni incurabile si familiile lor, au nevoie sa fie

ascultati si intelesi, consilierul trebuie sa adopte un

comportament verbal si nonverbal potrivit, in procesul acordarii
de sprijin, acest lucru va demonstra ca asculfi i incurajezi
pacientul sa vorbeasca liber.

Intrebérile adresate pacientului trebuie sa fie deschise, pentru a-

| ajuta sa vorbeasca mai mult despre el si sa-si expuna

problemele, intrebarile inchise conduc la raspunsuri focalizate,
de obicei scurte.

Parafrazarea realizata de catre consilier, ofera un feedback

pacientului, cuprinzénd esenfa a ceea ce el a spus.

Reflectarea sentimentelor identifica si ofera un feedback

pacientului despre experienta sa emotionala. Explorarea

emotiilor este importanta pentru a ajuta pacientul sa ia o decizie
si sa actioneze in sensul ei, dupa aceea.

Sumarizarea ofera pacientului un feedback cuprinzand esenta

unor fraze lungi ce descriu comportamente, ganduri si emotii.

Castigarea increderii pacientului reprezinta un prim pas, pentru

a asculta apoi eficient in procesul consilierii.

Comportamentul de asistare cuprinde patru dimensiuni cheie:

- Contactul vizual — daca vorbitj, uitati-va la pacient/pacienta,
observati pauzele contactului vizual, acestea va ofera indicii
despre unde ,,este pacientul cu gandul” in acel moment.

- Limbajul corporal atentional — credem c& procesul consilierii
este o relatie verbald, un specialist estima ca 85% din
comunicarea noastra este nonverbala. Postura de baza ce
exprima ascultare atenta in cultura noastra este postura
relaxata, usor inclinata in fata, in timpul consilierii se vor
observa mici semne de tensiune (incruntari, gura sau obraz
tensionat, pumni inclestati, schimbari marcante ale posturii
corporale in momente cheie ale consilierii).

- Vocea - schimbarile volumului si tonului vorbirii deseori indica
interes si dezinteres, ezitarile in vorbire sau balbaielile deseori
se manifestd ca puncte de tensiune, emotiile si sentimentele
sunt de cele mai multe ori tradate de voce.

In cadrul masterului de consiliere, asistentji sociali dobandesc

cunostinte cu privire la consilierea pacientilor si a familiilor

acestora, psihologie, teorii psiho-sociale, psihoterapie
individuala si de familie.

Prin dobandirea cunostintelor legate de cancer, caracteristicile

pacientului, familiei si a mediului economico — social al acestora,

influente si anxietati legate de etnie, viata spirituala si culturald,
consilierul poate realiza o evaluare psiho-sociala a pacientului si

a familiei acestuia, poate ajuta pacientul si familia acestuia sa

ajunga la faza de acceptare cu privire la diagnosticul de cancer

in faza terminala.

Cuvinte cheie: consiliere, asistenta sociala, ingrijiri paliative
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How to Prepare and Assess a Poster

Diana Moldovan
University of Medicine and Pharmacy “luliu Hatieganu” Cluj-Napoca, Romania

It is crucial in science that the link between experimentation and communication is well developed. Posters are
an important method of communicating medical and scientific research. A medical or scientific poster is
basically a journal article translated into graphic form by shortening the text sections and presenting key findings
as bullet points. Some posters also incorporate graphical elements to help illustrate key points of the research.
Many scientific posters follow a model, which is designed to succinctly convey the results of a research project.
Creating an effective poster can be challenging because the results may have to be squeezed from a year's
worth of research onto a 3-by-5-foot sheet of paper. The author's goal should be to create a good poster
because it represents him and his research to his peers. This is particularly important for a new researcher as a
mean to become visible in research world and, also, prizes are frequently awarded for the best posters at
medical conferences — another incentive to have an outstanding poster. This presentation discusses the
general characteristics of effective posters and presents guidelines for creating and assessing posters. At a
poster session, a poster has two goals. The first goal is to sufficiently attract the casual onlooker's attention so
that he or she will stop and take a second look. After the poster has captured a viewer's attention, the second
goal is for it to concisely communicate the results of the research. People who want more details and
information can refer to a section on the poster that provides author contact information. Key points to
remember about designing effective posters: make it easy for readers; the purpose of the poster is to present
scientific information; the poster is a visual means of information.

Key words: prepare a medical poster; assess a poster.
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Community Based Palliative Care - a Primary Health Care Priority
Tips to Maximize Poster Presentation’s Impact in Palliative Medicine

Mira Florea
University of Medicine and Pharmacy Cluj-Napoca, Romania

Objectives:
1. To describe the concept of community based palliative care as a primary care priority
2. To use poster presentation for maximum impact communication of the paper’s key messages

The essence of community based palliative care lies in the belief that the care of the chronically ill is the
responsibility of the community itself. It covers all the patients with incurable diseases or life limiting illnesses
marginalized in the community and isolated in their homes. The paper highlights the community based palliative
care relevance, its structure and linkage with the primary health care and the community participation.

Poster presentations to workshops, displaying them at workplace, on volunteering organizations and an
electronic copy sending to others might maximize their impact.

Conclusions. Palliative care has emerged a felt need of the community and has to be part of primary health
care. Community owns the programme and supports it through raising funds to meet specific needs of patients
and caring for them. At the institutional level this can be ensured by including the essentials of palliative care in
undergraduate curriculum and enabling experiential learning for students in the community.

Key words: community based palliative care, primary care, poster, impact
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Art Therapy in Palliative Care

Irina Tiurin
Hospice “Casa Sperantei”, Brasov

Motto: “Through this form of therapy, patients can occupy their time in a plesant way and they can concentrate
on something positive rather than their state of health. In this way, art improves the patients’ quality of life.”

Judith Paice

(Relieving symptoms in cancer: innovative use of expressive art therapy, 2006)

Introduction: Therapy through art can be defined as the utilization of any form of art (drawing, painting,
sculpture, colage, photography, music, dance, drama, poetry) for creative self-expression or the appreciation of
any work of art with therapeutic effects. Therapy through art is different than taking art classes because there
the emphasis is put on the finished product rather than the creative process. In the USA, Great Britain and
Spain, therapy through art is already being used in the treatment of patients with cancer and those with
HIV/AIDS in hospitals and also in care centres for bereaved families and refuge shelters. Patients can thus
express their emotions and feelings without having to talk.

Scope: The main task is to motivate the participants to implement and use therapy through art on a large scale
for the treatment of patients in specialized palliative treatment services.

Method: The presentation of multiple theories regarding therapy through different mediums of art coupled with
passions and personal thoughts on the utilization of these techniques.

Summary: Having the possibility to create, patients thus find a mode of expression and of reflection upon the
powerful sentiments that arise when suffering from an incurable disease. These sentiments, which are so
difficult to express verbally, are thus kept willfully hidden by the patients so that they may better “mannage” their
friends and families. Hospitalization or medical treatment can awake complicated sentiments such as: excessive
dependence, lack of control upon this disease, loneliness, anger, desperation, etc. At the other extreme are the
sentiments that arise when a patient is close to death. Sentiments such as gratitude, sensibility and appreciation
are difficult to express verbally. Therapy through art in palliative treatment accords emotional support to patients
who find themselves in the most critical moment of their life. The exploration of personal creativity not only
permits them to discover their inner power but also offers them a new beginning when the end is so very near.
Conclusion: “Art is a hidden weapon against cancer. It can repair what medication and radiation cannot, which
is hope. And when you are confronted with a destructive malady, when every discussion you have is
overshadowed by the uncertainty of the existence of a future, a lump of clay or a paintbrush can become
escape valves for anxiety or depression and can also reignite your will to live.”

(Association Against Cancer)

Key Words: art; melotherapy; painting; dance; phototherapy; psychodrama.
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Legal and Ethical Implications of Dementia in Terminal Stage

Mariana Enache, Silvia Dumitras, Gabriel Roman, $tefana Moisa, Rodica Gramma, Beatrice loan, Radu
Chirita
University of Medicine and Pharmacology “Gr.T. Popa”, lasi, Romania

The World Health Organization announced that, around the world, about 35 million persons are suffering of
Alzheimer’s disease. In the next 20 years, these figures could double reaching 66 de million in 2030 and 115
million in 2050. In the European Unit, approximate 7.3 million people suffer of a form of dementia. Alzheimer’s
disease is the most common form, representing 70% of dementia cases. According to data of the Alzheimer
Romanian Society, in Romania, over 150.000 people suffer of this disease and over 200.000 suffer of
Alzheimer’s dementia and other forms of dementia. Considering the fact that a great number of ill person are not
yet diagnosed, it is estimated that the total number of Alzheimer patients could arise to 350.000. These statistics
will impose restructuring measures of the care systems, so that all the aspects concerning the medical
assistance and also, the legal and ethical one, could be covered. The present article analyses the ethical and
legal implications of the multidisciplinary assistance given to the patients that are in an advanced stadium of
dementia. Quality of life, dignity, autonomy and comfort have to be the main objectives of care, medical studies
and legislation. We have analyzed the compliance of these objectives in the current socio-economical context of
Romania, comparative with other countries in the E.U. Resources allocated to care for these patients and the
access to these, legislation which should ensure the observance of the above mentioned rights, the capacity to
make decisions, the Advance Directive, all have to work together in order to increase quality of life and ensure
the patients comfort.

Interdisciplinary studies are necessary in order to reveal the efficiency of the current assistance systems, to
identify the factors which influence the quality of life so that complex care programs could be created, and also,
the correlation of the medical and psychosocial assistance, of the scientific research to develop therapeutic
solutions, of the legislation and the principles of resources allocation with the real evolution of this condition.

Key words: dementias, dignity, quality of life, care
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Korca Palliative Care Center - a Model of Professionalism and Sacrifice Facing the
Challenges of a Terrain where Palliative Care has Long Been an Unknown Concept

Irena Laska, Gerla Koleci, Entela Gegollari
Korca Palliative Care Center, Albania

Goal — To make a presentation of the development of this model of palliative care in Albania; to highlight the
challenges through the years to promote this service in all the Southeastern region of the country and further,
aiming at the accomplishment of our mission: Improving the quality of life of cancer patients in terminal stage;
Improvement of staff's capacities and skills through continuous capacity building programs; the plans for the
future and the most important donors and supporters that bring about the achievement of the final goal.
Materials and methods — History of palliative care development in the Southeastern region of the country.
Annual reports on the activities and services provided. Assessments of this service by health specialists
(doctors and nurses), patients and their family members, international experts. Reports of evaluation from the
donors of our services based on the interviews with the beneficiaries. Statistical data.

Results — Today palliative care is a well-known service not only in the southeastern part of Albania but almost
all over the country. Knowledge on palliative care has increased of most health specialists of the region and the
country as well. Palliative care has been included in the curricula of the nursing faculty in the universities. Some
of the most important medicaments used in palliative care have been included in the lists of reimbursed drugs.
Conclusions - Palliative care in Kor¢a has developed becoming a necessary service to the community. It is
delivered by a motivated multidisciplinary team that provides these services with high professionalism, love and
devotion to the patients. Establishing the profile of a successful organization, it has gained the support of the
local government, governmental health institutions, other organizations operating in the country, intellectuals
and businessmen as well gratitude and esteem of the community.

Key words: Kor¢a Palliative Care Center, challenges, development
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Developing the Unitary Curricula on Palliative Care in Nursing School for Romania,
Moldova and Serbia

Nicoleta Mitrea
Hospice ,Casa Sperantei”’, Romania

Context: Allthought there are many international theoretical instruments available on the subject of palliative
care nursing education, in practice local initiatives are lacking in order for these instruments to be efectively
used. Hospice Casa Sperantei identified, in Eastern Europe, models of palliative care nursing curricula in
various forms and with solid differences in content, and concluded the need of standardisation of curricula
content in Romania and neighbour countries.

Aim: To ensure adequate, consistent and quality training in Palliative Care for nurses at undergraduate level,
through design of the undergraduate Palliative Care nursing curricula based on the EAPC’s standards and
development of the faculty resource book and CD.

Method: research and translation of available relevant resources; initial and final international workshops to
agree on topics, objectives and format of the materials. The participants invited were: nurses educational
decision-makers, palliative care trainers, tutors and educational authorities representing Romania, Moldova and
Serbia.

Results: EAPC nursing curricula was chosen as base for developing the curriculum; level A objectives were
considered; 11 main topics were selected (Introduction in Palliative Care and Hospice Philosophy, Ethics,
Communication, Pain, Suffering, Bereavement, Spirituality, Symptom management, Tissue Problems, Terminal
stage, Interdisciplinary care plan); a format similar to the Help the Hospice’s trainer's manual was chosen; the
manual and CD were printed and distributed free of charge to all undergraduate nursing schools in Romania
and Moldova.

Conclusions: This is the first step to ensure proper education for palliative care nurses in the region and to make
their educational competences internationally recognized. The project has acknowledged the differences
between curricula used for palliative care education at college level in Balkan region and put the basis for
establishing common curricula.
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The Pathway from Diagnosis to Obtaining Legal Rights for Children Facing Terminal
lliIness and Their Families in Romania

Codruta Popa
Hospice “Casa Sperantei”, Romania

When a child is diagnosed with a terminal illness, many profound changes take place in the lives of the child
and his/her family. The family is devastated on hearing such news and many adaptations have to be made to
meet the child’s needs, usually with very limited resources. Few of those who are confronted with such a
situation are aware from the outset of the possibility to benefit from certain rights for the pediatric patient. At
present in Romania there is a huge need for information and for the development of an integrated pathway to
support parents and families in obtaining the various benefits to which they are entitled and to improve the
accessibility of such rights and benefits. The hospice team facilitates the access of children with life-threatening
illnesses to the benefits which they are entitled to.

Aim: To identify the information needs of families caring for children with a terminal iliness with regards to the
steps to be followed to receive the benefits to which they are entitled.

Method: A survey was carried out on a sample of 50 families with children under the care of our hospice, who
agreed to have their information needs assessed.

Results: Important crossroads on the pathway to obtaining benefits for pediatric patients were noted; a diagram
of the pathway through the local authorities, governmental institutions and non-governmental organizations was
developed.

Conclusions: A clear need for further information with regards to the legal rights of the pediatric patient was
demonstrated as was the need to create an integrated and complex pathway between institutions with a view to
improving access to benefits to which children with terminal illness are entitled.
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Cancer Patients Needs in Multidisciplinary Approach in Romanian Context

Codruta Popa, Mariana Sporis
Hospice “Casa Sperantei”’, Romania

Background: From the perspective of multidisciplinary holistic approach of Palliative Care we consider that is
necessary to find out the real dimension of the cancer patients needs. Depending on the social, cultural,
economical context specific for a community, the needs of cancer patients are particular.

Aim: To establish the opportunity of starting a palliative care hospital team (HPCT) in the oncological
department through the identification of patients’ complex needs.

Method: The research was performed in the medical oncology department (50 beds) of a district hospital
between February and May 2010. Patients were approached to give consent by the staff in the admission
office. A self-applied questionnaire with 70 items covering physical, psycho emotional, social and spiritual
aspects was filled in by patients. The questionnaire was developed by Hospice “Casa Sperantei’ in
collaboration with Faculty of Sociology. Data were analyzed using SPSS 13.0.

Results: From a total of 398 patients admitted in the department, 211 patients took part in the study (53.01%).
Demographics: 46.9% men, 53.1% women, 83.4% urban home, 15.6% rural home, 36.4% had primary
education, 39.6 secondary education, 15.2% higher education. Physical needs: 77.7% had fatigue, 57.3% pain,
43.1% nausea and vomiting, 37.5% constipation. Psycho emotional needs: 59.7% anxiety, 55% sadness,

50.7% insomnia. Social needs: 70.6% decreased finance due to the illness, 55.5% insufficient income for buying
medication, 53.4% insufficient income for food, 55% insufficient income for home maintenance. Spiritual needs:
36.5% from patients feel not in peace, 57.3% have not support from priest/ pastor.

Conclusion: The identified needs were in all the 4 areas, over % of the patients had uncovered basic social
needs — food and shelter, needs beyond the resources of any HPCT. However a HPCT could address needs in
the other domains and facilitate collaboration with organizations acting in the social field.
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Enhancing End of Life Care with Dignity: Hospice Nursing in Romania

Julie Voisit-Steller?, Nicoleta Mitrea?2
1Simmons College, Boston, USA
2Hospice “Casa Sperantei”’, Romania

Aims: The purpose of this capstone project was to characterize the nursing actions currently practiced by the
Romanian nurses affiliated with Hospices of Hope that promote dignified dying and explore the identified needs
of the nurses to provide the patients with a more dignified death.

Methods: To gather data, a survey method was used employing the International Classification for Nursing
Practice (ICNP) Dignified Dying Survey translated into Romanian. The survey included demographics and
guestions (14 Likert scale items, and 3 open-ended queries). A convenience sample of 43 hospice nurses in
Romania responded. Descriptive statistics, t-tests and content analysis were used to analyze the data. Patient
needs and nursing interventions to promote dignified dying that were not included in the quantitative analysis
were captured by the open-ended questions at the end of the survey.

Results: In this study, end of life nursing actions that contributed to dignified death in Romania and to an
international language of palliative care nursing at the end of life were identified and explored. The
characteristics and actions that promoted dignified dying included the hospice nurses’ use of a formal, iterative
process of assessment and interventions that supported pain and symptom management, and spiritual comfort
for patients at the end of life. The participants described the development of family centered hospice care to
integrate a deep sense of Christian Orthodox tradition that was transformative for patients and families and
suggested a way to promote dignity for patients as they approached the end of life.

Conclusion: As the Romanian hospice nurses effectively implement recommended interventions to improve
end of life care, the quality of life experiences for terminally ill Romanians will be improved. Enhancing global
awareness of cultural and spiritual differences concerning end of life will facilitate international scholarly
dialogue among nurse scientists.
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Preferred Place of Care and Actual Place of Death for Romanian Patients

Daniela Mosoiu, Camelia Ancuta, Roxana Horeica
Hospice “Casa Sperantei” , Romania

Aim To establish the concordance between preferred place of care at the end of life from patients and family
perspective and actual place of dying.

Methods Combined methodology encompassing a retrospective study of patients’ files and structured
interviews of nurses who cared for those patients using a 14 items questionnaire. This study will inform a larger
national study.

Results We analyzed 100 patients cared during a 3 months period. Preferred place of care at the end of life
from patients perspective was at home 65%, 11% in an in-patient facility and 24% didn’t or couldn’t express
their wish. Families wanted to care for the patient at home in 60% and 40% preferred an in-patient facility.
Actual place of death of patients was at home 75%, in the hospice 19 % and in hospital for 6%. Concordance
between patients’ wishes, family wishes and actual place of death was 100% for those choosing inpatient
services and 77% for those choosing home care. There was no statistical significant difference concerning
number of available carers or number of carers unable to get involved because of work or old age in the two
groups. 65% of family members from the home care were afraid of uncontrolled symptoms compared with 30%
for those choosing in-patient (p<0,001). However this was not a reason for not keeping the patient at home
during final days. The input of the home care team was major, pain, agitation, dyspnoea, nausea and vomiting
were controlled totally or kept at a mild intensity. Statistical significant difference between the 2 groups was the
perceived inability of family members to cope (with the nursing care or the fear of witnessing death) 31,66% in
the home care group and 67,5% in the in-patient group (p<0,001).

Conclusion In Romania majority of patients and relatives prefer to be cared at home in the final days of life.
Major barrier to achieve this is the perceived inability of families to cope with basic nursing care and not the fear
of uncontrolled symptoms.
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Delirium or Visions?

Monica Jalia
Hospice “Casa Sperantei”, Romania

ntroduction: Often patients in the last stages of their diseases are presenting with cognitive dysfunctions and
visual and auditory hallucinations; dreams become intense and symbolic (going away in a journey) and often we
can find the dying person talking with unseen presences, usually deceased relatives.

Problem: These experiences although comforting for the patient, can be shocking or distressing for the family
and carers.

Method: | have studied the different manifestations that appeared in a 77 years old patient diagnosed with
bronchopulmonar carcinoma with skin metastases. The patient had a very rich spiritual life an even helped build
some churches through his occupation as tinsmith. The manifestations consisted of non-violent visual and
auditory hallucinations, with sudden onset, leading not to agitation but to calm.

Results: Although the appropriate drug treatment was administered, these manifestations continued, and the
visions increased in intensity and frequency as he was approaching end of life.

Conclusions: For a patient with advanced stage disease death is not an abstract notion, but an acute and
personal reality. In the face of death we are all equals, though we face it differently. Hallucinations patients have
in the late stages of their diseases are not regarded as normal in our society. Medicine tries to treat them and
religion to explain them.

Key words: death, delirium, hallucinations, religion, faith.
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Euthanasia and Palliative Care

Gabriela Burlacu
Hospice ,Casa Sperantei”’, Romania

Introduction: This paperwork wants to approach the subject ton Euthanasia from different perspectives: historical,
current situation and methods of evaluation and management of this controversial subject.

Method: Presentation of historical and current data together with the evaluation methods and management of
situations when we are confronted with euthanasia request.

Definitions: 1) Easy death (painless). 2) Medical method of provoking a painless death, in order to end the suffering
of an incurable patient. (Romanian dictionary — DEX)

Historical: from the perspective of the Ancient Greek, of the Roman Empire and medieval period.

Current data: the situation in Holland and other countries in regard to euthanasia.

Dilemmas:

¢ |Is euthanasia a moral procedure?

Do we have the right to become God?

¢ Do we have the right to decide if we live or die?

¢ Do we have the right to revoke the right to life to the ones next to us?

¢ Do we have the right to stop life?

Evaluation: of desire to die as an expression of depression, of a poor controlled symptoms (ex. pain, nausea and

vomiting) of the need for self respect and appreciation, of special care, more than euthanasia as an authentic desire.

Approach from different perspectives: Christian, Buddhist, Muslim, Hinduism

Conclusions: Palliative Care advantages:

¢ Releases pain and other distressing symptoms

¢ Affirms life and seas death as a hormal process

¢ Does not hasten or postpones death

¢ Integrates the psycho-emotional and spiritual aspects in the general care of the patient

o Offers support for a life as active as possible until the end

o Offers support to families for alleviating their own suffering

¢ Raises the quality of life and can positively influence the course of iliness

o Applied early in the evolution of illness, together with other therapeutic means, can prolong life and decrease the
intensity of clinical complications.

Key words: euthanasia, history, present, risk evaluation, attitudes in front of challenges

108



NEWS

Advance Directives Related To Use Of Palliative Care, Lower Medicare
End-Of-Life Spending

A recent study at the University of Michigan indicates that advance directives do have an impact on
health care at the end of life, especially in regions of the country with high spending on end-of-life
care. This might be a strong argument for policy makers to prioritize palliative care, although the
‘human argument’ should be more important.

Survival Rates Unaffected By End-Of-Life Discussions

A new study published in the Journal of Hospital Medicine shows that discussing and documenting
patients' preferences for care at the end of life does not cause them any harm, contrary to recent
claims.

109


http://www.medicalnewstoday.com/releases/235496.php
http://www.medicalnewstoday.com/releases/235496.php
http://www.medicalnewstoday.com/releases/235199.php

