
VCU Palliative Care ECHO*

September 26, 2019

Outpatient Palliative Care

*ECHO: Extension of Community Healthcare Outcomes



Continuing Medical Education

Physicians: VCU Health Continuing Medical Education is accredited by the 
Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians. VCU Health Continuing Medical 
Education designates this live activity for a maximum of 1 AMA PRA 
Category 1 CreditsTM.

Physicians should claim only the credit commensurate with the extent of 
their participation in the activity.

Continuing Nursing Education: 1.5 CE Contact Hours
VCUHealth is approved as a provider of continuing nursing education by the 
Virginia Nurses Association, an accredited approver by the American Nurses 
Credentialing Center’s Commission on Accreditation.
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Helpful Reminders

Right click the Zoom screen to 
rename your login; include 
your name and organization



Helpful Reminders

Turn on your 
microphone 

and video

If joining audio by 
telephone, press *6 to 
mute and unmute 

Activate 
chat

Chat 
box: 
type 
here



What to Expect

I. Didactic Presentation
20 minutes + Q&A

II. Case Discussions
• Case Presentation

5 min.
• Clarifying questions from spokes, 

then hub
2 min. each

• Recommendations from spokes, 
then hub

2 min. each
• Summary (hub)

5 min.

III. Closing and Questions

• Bi-weekly tele-ECHO sessions (1.5 hours)

• Didactic presentations developed by inter-
professional experts in palliative care

• Website: www.vcuhealth.org/pcecho

• Email: pcecho@vcuhealth.org

Let’s get started!

http://www.vcuhealth.org/pcecho
mailto:pcecho@vcuhealth.org


Hub Introductions

VCU Team
Clinical Directors Egidio Del Fabbro, MD

VCU Palliative Care Chair and Program Director
Danielle Noreika, MD, FACP, FAAHPM

Medical Director/Fellowship Director VCU Palliative Care

Clinical Experts Candace Blades, JD, RN – Advance Care Planning Coordinator
Brian Cassel, PhD – Palliative Care Outcomes Researcher
Jason Callahan, MDiv – Palliative Care Specialty Certified
Felicia Hope Coley, RN
Diane Kane, LCSW – Palliative Care Specialty Certified
Tamara Orr, PhD, LCP – Clinical Psychologist

Support Staff
Program Manager
Telemedicine Practice Administrator
IT Support

Teri Dulong-Rae & Bhakti Dave, MPH
David Collins, MHA
Frank Green



Spoke Participant Introductions
Name and Institution



Objectives

• Define delirium

• Overview tools of delirium screening

• Overview of management strategies for delirium



Delirium in palliative care
Egidio Del Fabbro, MD



Rotation, Escalation, Combination, Or Reduction to 
treat Delirium Study (RECORD)

A Randomized Controlled Trial
PI: Dr. Hui

Local PI: Dr. Del Fabbro
VCU Study Coordinator: Sarah Womack



Perspective of the family

"How people die remains in the memories of those who live on"

• 55% were conscious during their last 3 days

• 40% severe pain most of the time

• 80% severe fatigue (Lynn,Teno Ann Int Med 1997)

• >25% were dysphoric



Delirium

• Core criteria from DSM-IV: Inattention

Disorganized thinking

Acute onset organic  etiology

• Screening and diagnostic tools



Mechanisms

• Decreased acetylcholine or Increased dopamine. More 
complex 

• Clinical presentation

Hypoactive or hyperactive or Mixed

• Survival/outcomes for the subsets inconsistent

• Treatment may be slightly different for the purely 
hypoactive patient



Table 2 Neurotransmitter targets and pharmacological agents studied in 

delirium management

Lawlor, P. G. & Bush, S. H. (2014) Delirium in patients with cancer: assessment, impact, mechanisms

and management

Nat. Rev. Clin. Oncol. doi:10.1038/nrclinonc.2014.147



Clinical features of delirium in patients with cancer. 

Breitbart W , and Alici Y JCO 2012;30:1206-1214

©2012 by American Society of Clinical Oncology



Prevalence

• In advanced cancer patients 25-50% experience delirium

• Prospective obs study in PCU 40% delirium hui 2015 pall med

• Days/hours before death 90% experience delirium

• Geriatric patients -25%



PCU, consults and missed Delirium

• Geriatrics >40% misdiagnosed as depression
Farrell 1995 Arch Int Med

• Delirium recall =delusions are distressing for hyper & hypo

Breitbart 2002 Psychosom

• Misdiagnosis of hypoactive or mixed delirium– missed in 25% 
when no objective assessment

• 252 of 771 pall care consults=delirium and missed in 61%  (153) 
Pain most common reason for consult
Most common etiology of delirium=opioid related

De La Cruz Oncologist 2015
De la Cruz Supp care  2013



Reversibility of Delirium Lawlor et al. Arch Intern Med, 2000

De la cruz Supp care cancer 2105

• Prospective study, 104 admissions to PCU

42% delirium on admission

68% delirium at some stage

49% were reversible 

Reversibility associated with psychoactive medication

Delirium =poorer survival

• 556 PCU patients =323 (58%)  diagnosed with delirium

71% on admission and 29% developed delirium

26% were reversible

Delirium=poorer survival



Table 1 Delirium assessment tools and criteria

Lawlor, P. G. & Bush, S. H. (2014) Delirium in patients with cancer: assessment, impact, mechanisms

and management

Nat. Rev. Clin. Oncol. doi:10.1038/nrclinonc.2014.147



Management

• Treat the cause

• Treat symptoms



Etiology

• I WATCH DEATH (Infections, Withdrawal, Acute metabolic causes, Trauma, 
CNS pathology, Hypoxia, Deficiencies, Endocrinopathies, Acute vascular, 
Toxins or drugs, Heavy metals);

• DELIRIUM (Drugs, Electrolyte disturbances, Lack of drugs withdrawals, 
Infection, Reduced sensory input, Intracranial infection, Urinary/fecal 
retention, Myocardial/pulmonary causes);

• THINK (Toxic Situations such as CHF, shock, dehydration, deliriogenic
medications, organ failure, e.g., liver, kidney; Hypoxemia; Infection/sepsis 
(nosocomial), Immobilization; Non-pharmacological interventions such as 
hearing aids, glasses, reorient, sleep protocols, music, noise control, 
ambulation; K+ or electrolyte problems);

• DIMES (Drugs, Infections, Metabolic, Environmental, Structural)



Evidence-based management recommendations for patients with cancer with delirium.

Breitbart W , and Alici Y JCO 2012;30:1206-1214

©2012 by American Society of Clinical Oncology







Date of download:  1/26/2017
Copyright © 2017 American Medical 

Association. All rights reserved.

From: Efficacy of Oral Risperidone, Haloperidol, or Placebo for Symptoms of Delirium Among Patients in 

Palliative CareA Randomized Clinical Trial

JAMA Intern Med. 2017;177(1):34-42. doi:10.1001/jamainternmed.2016.7491

Numbers of Participants Assessed and Enrolled in the TrialITT indicates intention-to-treat.

Figure Legend: 



Date of download:  1/26/2017
Copyright © 2017 American Medical 

Association. All rights reserved.

From: Efficacy of Oral Risperidone, Haloperidol, or Placebo for Symptoms of Delirium Among Patients in 

Palliative CareA Randomized Clinical Trial

JAMA Intern Med. 2017;177(1):34-42. doi:10.1001/jamainternmed.2016.7491

Secondary Multivariable Mixed-Model Analysis of DeliriumThe dependent variable was delirium score at each day. The independent 

variables comprise the covariates in Table 2, group, time, and 2 interaction terms, time × risperidone and time × haloperidol. The 

relative difference in improvement between groups at 72 hours was determined using the lincom function in Stata. Placebo vs 

risperidone: P < .001; placebo vs haloperidol: P = .002. Error bars indicate 95% CIs.

Figure Legend: 



Credit to: Dr. David Hui, PI, MD Anderson



Credit to: Dr. David Hui, PI, MD Anderson
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Credit to: Dr. David Hui, PI, MD Anderson



Credit to: Dr. David Hui, PI, MD Anderson



Goal of the 
RECORD Study

• Not all patients respond to 
current standard treatment 
(Haldol, non-
pharmacological 
interventions)

• What are other options and 
are the effective?

Credit to: Dr. David Hui, PI, MD Anderson



Cancer patients in APCU with mixed/hyperactive delirium despite regular haloperidol use (<8 mg/d)

Primary Outcome

Change in RASS over first 24 hours

Secondary Outcomes (recorded daily until discharge)

1. Pattern of psychotropic medication use (especially rescue doses)

2. Proportion of patients in target RASS range 

3. Perceived patient comfort by caregivers and bedside nurses

4. Delirium-related distress in caregivers and bedside nurses

5. Symptom expression (Edmonton Symptom Assessment Scale)

6. Delirium severity (Memorial Delirium Assessment Scale)

7. Adverse effects and overall survival

8. Quality of end-of-life care

Haloperidol 2 mg IV q6h and q1h PRN, and

Structured non-pharmacologic measures

Enrollment

R

If and when agitation occurs with RASS ≥+1

Escalation
Scheduled

Haloperidol 2 mg q4h
Placebo q4h

As Needed Rescue
Haloperidol 2 mg q1h

Placebo q1h

Rotation
Scheduled

Placebo q4h
Lorazepam 1 mg q4h
As Needed Rescue

Placebo q1h
Lorazepam 1 mg q1h

Reduction
Scheduled

Placebo q4h
Placebo q4h

As Needed Rescue
Placebo q1h

Lorazepam 1 mg q1h

Combination
Scheduled

Haloperidol 2 mg q4h
Lorazepam 1 mg q4h
As Needed Rescue

Haloperidol 2 mg q1h
Lorazepam 1 mg q1h

Credit to: Dr. David Hui, PI, MD Anderson



Secondary Outcomes

Credit to: Dr. David Hui, PI, MD Anderson



Discussion and Questions



Case Presentation



Case presentation
How to better manage end-of-life delirium
• 51-year-old female

• History of metastatic rectal cancer, 
hypertension 

• Presented to the hospital with acute limb 
ischemia 

• Found to have complete occlusion of the 
left iliac artery, underwent open 
thrombectomy and fasciotomy, and the 
clot was found to be tumorigenic; 

• Also found to have an AV Vegetation also 
likely tumorigenic in nature.

• Hospital course was complicated by acute 
liver injury and acute kidney injury and 
acute delirium

• After a goals of care discussion with the 
patient's mother (mPOA) they decided to 
make her comfort measures only and she 
was transferred to the palliative care unit 
for end-of-life care

Social/Spiritual History

Lives with her young son. No history of 
smoking, alcohol use or illicit drug use

Symptom Assessment

Pain, Dyspnea, Agitation

Pertinent Findings: Physical Exam

General exam: Sedated, does not respond 
to verbal stimuli; does not appear to be in 
overt distress

HEENT: Moist mucous membranes

Lungs: Clear to auscultation bilaterally

CVS: regular rate & rhythm, systolic 
murmur, tachycardic

Abdomen: BS+, soft

Extremities: LLE wrapped in dressing: cool 
LLE extremity; no dorsal pedis pulses 
appreciated on LLE; RLE warm, dorsalis 
pedis pulse present on the RLE; b/l lower 
extremity edema +2 till mid-thigh



Accessing CME and CEU Credits



Claim CME / CEU at 
www.vcuhealth.org/pcecho

http://www.vcuhealth.org/pcecho


Submit your evaluation to claim your CME



View recorded sessions at 
www.vcuhealth.org/pcecho

http://www.vcuhealth.org/pcecho




View previously recorded ECHOs for CME

Click “Tests” to view video 
of the session and take a 
short quiz for continuing 
education credit



View your CME/CEU transcript
• Go to vcu.cloud-cme.com and click “My CE”

• Log in with the email you used to register for our ECHO session

https://vcu.cloud-cme.com/default.aspx


View your CME/CEU transcript

If you have never logged in before, 
you may be prompted to enter 
more information before you can 
view your transcript



THANK YOU!
We hope to see you at our next ECHO


