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Could We Be Over Treating Some of Our Patients?
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The Edmonton Palliative Care Program has been at the forefront in challenging established
palliative care/hospice practice, and suggesting new innovations and approaches. We have
emphasized the need for better assessments. We have incorporated the Edmonton Symptom
Assessment Symptom (1), The Edmonton Staging System for Cancer Pain (2), the Mini-Mental
State Examination (3), and other assessments into our daily practice. We have suggested
alternative viewpoints on a number of issues including dehydration (4), oxygen use (5), opioid
(6) and adjuvant analgesics (7). Our numerous publications have bolstered our arguments, and
sometimes convinced practitioners in other centers, of our viewpoint.
However, there is a need for caution and an awareness of "the law of decreasing returns." We
have advocated for hydration in the terminally ill, and data published from the tertiary palliative
care unit (PCU) in Edmonton shows hydration of 70% of patients at the end of life (8). However
this patient population represents a highly selected group on higher average opioid doses than in
other environments, both in our region and as seen by many of our national and international
colleagues (9, 10). It would be arrogant to claim that those who promote the lack of need for
hydration at the end of life are always wrong. Many patients on smaller opioid doses or few other
medications, will have a lesser risk of opioid and other pharmacological toxicities in the presence
of dehydration and renal failure. Judicious decreases or discontinuation of medications, may
prevent many problems and avoid the need to hydrate in some patients. These are unanswered
questions that require further clarification. We need to ensure everyone (including those working
in Edmonton), understand that we are not necessarily claiming that everyone needs to be
hydrated all of the time.
A similar issue exists with the use of opioid rotation or sequential drug trials. Although we
publish results of the benefit of changing opioids in the highly selected patient population on the
tertiary PCU (11) these results do not necessarily apply to other settings. In addition it is likely
that if the first opioid change brings limited or no results, it is probable that subsequent changes
are even less likely to be effective.
Our close attention to patient assessment and investigation of symptomatic patients, may often
result in the diagnosis and management of complications that would have been left untreated in
other settings. We are convinced of the value of better assessments and management of problems
such as dehydration, delirium and opioid toxicity. Despite our convictions, we do need to be
cautious not to take these approaches to extremes. However, there are other areas such as the use
of antibiotics for infection, and anticoagulation for deep vein thrombosis and pulmonary
embolus, that are also potentially troublesome. Unpublished data from our group reveals that we
have moved away from predominantly prescribing oral antibiotics to an increasing dependence

on an array of intravenous antibiotics. A review of 50 consecutive patients dying on the tertiary
PCU showed that 46% received antibiotics in the last week of life. 24% of patients where still on
an antibiotic when they died. We have also embraced the use of low moleculode heparin (12) for
the advantage over the monitoring required for regular heparin or Coumadin. We need to
question whether our patients have better outcomes from these interventions, before they become
an established part of our practice.
If we do not remain vigilant in our management of palliative care patients we run the risk of
crossing the line to excessive treatment. This then becomes part of accepted, unquestioned,
routine practice. We need to challenge our own practice far more stringently than any potential
critics. If we do not, our reputation will suffer, and more importantly, so will our patients.
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