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Territorial Honouring
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The Palliative Care ECHO Project

The Palliative Care ECHO Project is a 5-year national initiative to cultivate communities of 

practice and establish continuous professional development among health care providers 

across Canada who care for patients with life-limiting illness and their families.

Stay connected: www.echopalliative.com

The Palliative Care ECHO Project is supported by a financial contribution from Health 

Canada. The views expressed herein do not necessarily represent the views of Health 

Canada.

http://www.echopalliative.com/
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LEAP Core

• Interprofessional course that focuses on 
the essential competencies to provide a 
palliative care approach.

• Taught by local experts who are 
experienced palliative care clinicians and 
educators.

• Delivered online or in-person.

• Ideal for any health care professional 
(e.g., physician, nurse, pharmacist, social 
worker, etc.) who provides care for 
patients with life-threatening and 
progressive life-limiting illnesses.

• Accredited by the CFPC and Royal 
College.

Learn more about the course and topics 
covered by visiting

www.pallium.ca/course/leap-core
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Objectives of this Series

After participating in this series, participants will be able to:

• Augment their primary-level palliative care skills with additional knowledge and 

expertise related to providing a palliative care approach.

• Connect with and learn from colleagues on how they are providing a palliative 

care approach.
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Overview of Sessions
Session # Session Title Date/ Time

Session 1 Pain: Beyond the Basics Nov 9, 2022 from 1-2pm ET

Session 2 Communication: Part 1 Nov 23, 2022 from 1-2pm ET

Session 3 Communication: Part 2 Dec.7, 2022 from 1-2pm ET

Session 4 Palliative Care and Substance Use Disorders Jan 18, 2023 from 1-2pm ET

Session 5 GI Symptoms in Palliative Care Feb 1, 2023 from 1-2pm ET

Session 6 Delirium Feb 15, 2023 from 1-2pm ET

Session 7 Spiritual Care and Rituals around Death and Dying Mar 1, 2023 from 1-2pm ET

Session 8 Palliative Sedation Mar 15, 2023 from 1-2pm ET

Session 9 What’s in store for Palliative Care in Canada: Policy, Advocacy and 

Implementation

Mar 29, 2023 from 1-2pm ET

Session 10 Grief and Bereavement: Beyond the Basics Apr 12, 2023 from 1-2pm ET

Session 11 Practical Tips: Lessons from the Front Line Apr 26, 2023 from 1-2pm ET



77

Welcome & Reminders

• Please introduce yourself in the chat! Let us know what province you are joining us from, your 

role and your work setting.

• Your microphones are muted. There will be time during this session when you can unmute 

yourself for questions and discussion. 

• You are welcome to use the chat function to ask questions and add comments throughout the 

session.

• This session is being recorded and will be emailed to registrants within the next week.

• Remember not to disclose any Personal Health Information (PHI) during the session.

• This 1-credit-per-hour Group Learning program has been certified by the College of Family 

Physicians of Canada for up to 11 Mainpro+ credits.
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Disclosure

Pallium Canada

• Not-for-profit

• Funded by Health Canada

Relationship with Financial Sponsors:
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Disclosure

This program has received financial support from:

• Health Canada in the form of a contribution program

• Generates funds to support operations and R&D from Pallium Pocketbook sales and course 

registration Fees

Facilitator/ Presenters:

• Dr. Nadine Gebara: Nothing to disclose

• Dr. Tiffany Lee: Nothing to disclose
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Disclosure

Mitigating Potential Biases:

• The scientific planning committee had complete independent control over the development of 

course content
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Introductions
Facilitator:

Dr. Nadine Gebara, MD CCFP- PC

Clinical co-lead of this ECHO series

Palliative Care Physician at Toronto Western Hospital, University Health Network

Family Physician at Gold Standard Health, Annex

Panelists:

Dr. Haley Draper, MD CCFP- PC

Clinical co-lead of this ECHO series

Palliative Care Physician at Toronto Western Hospital, University Health Network

Family Physician at Gold Standard Health, Annex

Dr. Roger Ghoche, MDCM CCFP-PC, MTS

Palliative Care and Rehabilitation Medicine, Mount Sinai Hospital- Montreal



1212

Introductions
Panelists (continued):

Elisabeth Antifeau, RN, MScN, CHPCN(C), GNC(C)

Regional Clinical Nurse Specialist (CNS-C), Palliative End of 

Life Care

IH Regional Palliative End of Life Care Program

Pallium Canada Master Facilitator & Coach, Scientific 

Consultant

Thandi Briggs, RSW MSW

Care Coordinator, Integrated Palliative Care Program

Home and Community Care Support Services Toronto 

Central

Claudia Brown, RN BSN

Care Coordinator, Integrated Palliative Care Program

Home and Community Care Support Services Toronto 

Central

Rev. Jennifer Holtslander, SCP-Associate, MRE, BTh

Spiritual Care Provider

Support Team

Aliya Mamdeen

Program Delivery Officer, Pallium Canada

Diana Vincze

Palliative Care ECHO Project Manager, Pallium Canada
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Introductions

Presenters:

Dr. Tiffany Lee, MD FRCPC

Palliative Care Physician at Abbotsford Regional Hospital and Cancer Centre, Fraser Health Authority

Dr. Tiffany Lee is a palliative care and intensive care physician working at the Abbotsford Regional 

Hospital and the University Hospital of Northern BC, in British Columbia. She completed her Internal 

Medicine residency at the University of Saskatchewan, and her Critical Care and Palliative Care 

training at the University of Toronto. No long land-locked, she’s discovering that skiing involves real 

mountains and kayaking involves an actual ocean, which is all very exciting and terrifying. She is 

working on a Master's degree in Health Sciences education and enjoys baking cookies and water 

colour painting.
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Delirium 
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Session Learning Objectives
Upon completing the session, participants will be able to:

• Describe how to screen for delirium.

• Identify pharmacological and non-pharmacological approaches to managing 

delirium.

• Describe how terminal delirium is managed.
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Delirium in Palliative Care

Marcantonio ER. Delirium in Hospitalized Older Adults. N Engl J Med. 2017;377(15):1456-1466. 

doi:10.1056/NEJMcp1605501

1/3 patients have 

delirium on admission to 

a palliative care unit. 
(Watt et al. 2017)

Delirium in advanced 

cancer: median of 3 

delirium precipitants.  

~50% episodes reversed. 
(Lawlor et al. 2000)
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Delirium screening
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Comprehensive approach
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Let them see and hear
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Preserve sleep, treat 
insomnia
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Delirium Room - Geriatrics

No difference in 

mortality and length of 

stay compared to non-

delirious patients 

Restraint-free 

environment 

TADA principles: 

Tolerate, Anticipate, 

Don’t Agitate

Flaherty JH. The evaluation and management of delirium among older persons. Med Clin North Am. 2011 

May;95(3):555-77, xi. doi: 10.1016/j.mcna.2011.02.005. Epub 2011 Mar 31. PMID: 21549878.
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Secret sauce: Family 

Family engagement 
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Pharmacologic Therapy

• Multimodal interventions (re-orientation, ↓ sensory 

deprivation, mobilization, ↓ lines and tubes) to prevent

delirium are effective in acute care and geriatrics – LESS 

EFFECTIVE in palliative care, but still worth trying!  

(Gagnon et al. 2012)

• Neuroleptics haloperidol, risperidone etc. do not prevent 

delirium in palliative patients.  In mild-to-moderate 

delirium, associated with WORSE delirium scores.  (Agar 

et al. 2017)

• If the goals is to alleviate the symptoms of severe 

terminal agitation on the ward, a strategy of combining 

neuroleptics with benzodiazepines will achieve targeted 

sedation score sooner.  Studied with 2 mg haloperidol, 3 

mg lorazepam. (Hui et al. 2017)

• Tip: when starting sedating neuroleptics, have a 

conversation with the family and interdisciplinary team 

about the targeted level of sedation, using the RASS as a 

guide. 
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Terminal delirium

• Not a distinct diagnosis.

• Implies delirium in the final 

days/weeks of life.

• Treatment of underlying cause is 

Multifactorial 

etiologies and 

precipitants 

Partially 

reversible
Irreversible 

Reversible

Goals of care 
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Continuous palliative sedation

• Use of ongoing sedation for 

symptom management, 

considered during the end of life 

when a patient is close to death 

and continued until the patient’s 

death.

• Reserved for intolerable, 

refractory symptoms.

Continuous palliative sedation 

documentation:

❑ Refractory symptoms:____

❑ Expected prognosis: ___ (<2 weeks)

❑ GOC clearly documented i.e. in BC DNR 

M1 

❑ SDM aware of goals and intended depth

of sedation

❑ Hydration and nutrition addressed with 

SDM

❑Management of non-refractory symptoms 

addressed with SDM

❑ SDM consent to continuous palliative 

sedation documented 
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Case-Based 
Discussion
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Monday

• Mrs. T is a 43-year-old woman 

with grade 4 glioblastoma 

multiforme (GBM).

• Diagnosed 1 year ago: surgical 

resection, adjuvant radiation, 

temozolamide.

• 3 months ago: disease 

progression, tumor debulking, 

prognosis documented “less than 

6 months”.

• Past 2 months: increasing 

fatigue, 1 hospitalization for 

seizure, now more than >50% day 

in bed, low PO intake (PPS 40%).
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Tuesday
• Last night @ home: 3 

episodes of emesis, confused 

and agitated.

• 6 am: has a fall, agitation is 

scaring 5 year-old daughter.  

Spouse brings patient to ER.  

• ER exam: oriented x2, seems 

calm, answers basic 

questions.

• CT head: disease progression, 

0.6 cm midline shift.

• Delirium workup: WBC 

elevated, UA suggests UTI, IV 

ceftriaxone  and RL at 75 mL/h 

started.

• AM.
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Wednesday
• “It was a rough night”: Agitation, 

nausea, and headache.  Pulled out IV. 

• Palliative care consult: regular 

subcut anti-emetics, PRN medications 

for agitated delirium, PRN opioids for 

pain.
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Thursday
• Overnight: 3 doses of PRN haloperidol and 

1 doses of “crisis” midazolam, on-call 

physician called for additional sedation.

• 9 AM: No significant metabolic abnormalities 

on bloodwork, E.coli UTI sensitive to 

ceftriaxone, patient moaning and 

hallucinating, refusing PO meds and food.

• 10 AM Family meeting: Team discusses 

concept of terminal delirium.  Family 

recognizes that patient cannot go home, but 

still wishing for her to be as awake as much 

as possible.  “Every time she opens her 

eyes, she just wants to hug her daughter.  

We can’t stop hoping for a miracle.”



3333

Friday
• Overnight: Intractable distress despite 

PRN methotrimeprazine 12.5 mg x2, 

hydromorphone 0.5 mg x3, and 

midazolam 5 mg x1.  Patient screaming 

and writhing in bed.

• 10 AM Family meeting (SW, RN, MD):

Continuous palliative sedation explained 

again,  family consents. Midazolam 2-5 

mg/h subcut CSCI infusion started.

• 1 PM: Aunt from Winnepeg arrives and is 

distressed that patient is not being fed. RN 

de-escalates situation and provides 

education.  Spiritual care practitioner and 

volunteers offer support.

• Saturday 10 PM: Patient dies with spouse 

and mother at bedside.
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Points to Ponder

• The approaches we take in palliative care vary based on setting (community, general 

inpatient ward, hospice, palliative care unit)- what might be alternative pharmacologic 

approaches to managing this case?

• In your practice, how do you explain what delirium is to families? 

• How do you coach patients’ loved ones on how to respond to hallucinations or 

paranoid thinking associated with delirium? 

• How do you introduce the idea of using antipsychotic medications to patients’ loved 

ones who are resistant to the idea?
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Session Wrap Up

• Please fill out our feedback survey, a link has been added into the chat.

• A recording of this session will be emailed to registrants within the next week.

• We hope to see you again at our next session taking place March 1, 2023 from 1-2pm 

ET on the topic of Spiritual Care and Rituals around Death and Dying.

• Thank you for your participation!



3636

Thank You

Stay Connected

www.echopalliative.com

http://www.echopalliative.com/
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