National Comprehensive

NCCN | Cancer Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Poland

Palliative Care

Version 2.2025 — March 31, 2025

NCCN.org

NCCN recognizes the importance of clinical trials and encourages participation when applicable and available.
Trials should be designed to maximize inclusiveness and broad representative enroliment.

NCCN Guidelines for Patients® available at www.nccn.org/patients

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.


https://www.nccn.org/Home
https://www.nccn.org/patientresources/patient-resources/guidelines-for-patients

National
Comprehensive
WO\l Cancer
Network®

NCCN Guidelines for Poland
Version 2.2025
Palliative Care

NCCN Guidelines Index
Table of Contents
Discussion

*Anne M. Walling, MD, PhD/Chair £

UCLA Jonsson Comprehensive Cancer Center
*Toby Campbell, MD, MS/Vice-Chair t

University of Wisconsin Carbone Cancer Center
*Rajiv Agarwal, MD 1 £ §

Vanderbilt-lIngram Cancer Center

Ariana Bauer, MD £
Fred & Pamela Buffett Cancer Center

Anna C. Beck, MD t
Huntsman Cancer Institute
at the University of Utah

Elise C. Carey, MD£ P v
Mayo Clinic Comprehensive Cancer Center

Amy A. Case, MD £
Roswell Park Comprehensive Cancer Center

Shalini Dalal, MD £
The University of Texas
MD Anderson Cancer Center

*Danielle J. Doberman, MD, MPH b £ u
Johns Hopkins Kimmel Cancer Center

Andrew S. Epstein, MD 1 £
Memorial Sloan Kettering Cancer Center

*Nathan Paul Fairman, MD, MPH £ 6
UC Davis Comprehensive Cancer Center

Leslie Fecher, MD
University of Michigan Rogel Cancer Center

Stacy Fischer, MD £
University of Colorado Cancer Center

NCCN Guidelines Panel Disclosures

Christine Hong, PharmD, MBA, BCOP X
UT Southwestern Simmons
Comprehensive Cancer Center

Jennifer Kapo, MD £
Yale Cancer Center/Smilow Cancer Hospital
Pallavi Kumar, MD, MPH t £

Abramson Cancer Center at the University of
Pennsylvania

Heather Leeper, MD, MS £ ¥
The UChicago Medicine
Comprehensive Cancer Center

Deena Levine, MD £ €
St. Jude Children's Research Hospital/The
University of Tennessee Health Science Center

*Elizabeth T. Loggers, MD, PhD £ {
Fred Hutchinson Cancer Center

Susan McCammon, MD £ b
O'Neal Comprehensive Cancer Center at UAB

Erin Newton, MD 1 £
Indiana University Melvin and Bren Simon
Comprehensive Cancer Center

*Sahana Rajasekhara, MD £ b m
Moffitt Cancer Center

Kavitha Ramchandran, MD
Stanford Cancer Institute

*Dylan Sherry, MD £
Fox Chase Cancer Center

*Kira Skavinski, DO £
UC San Diego Moores Cancer Center

Linda Sutton, MD t £
Duke Cancer Institute

Eytan Szmuilowicz, MD £
Robert H. Lurie Comprehensive Cancer
Center of Northwestern University

*Jennifer Temel, MD t
Mass General Center Cancer

Jane Thomas, MD £
Dana-Farber/Brigham and Women's
Cancer Center

Sharla Wells-Di-Gregorio, PhD

The Ohio State University Comprehensive
Cancer Center - James Cancer Hospital
and Solove Research Institute

Patrick White, MD, PhD b £
Siteman Cancer Center at Barnes-Jewish Hospital
and Washington University School of Medicine

Finly Zachariah, MD £
City of Hope National Medical Center

Nicholas G. Zaorsky, MD, MS §

Case Comprehensive Cancer Center/University
Hospitals Seidman Cancer Center and Cleveland
Clinic Taussig Cancer Institute

NCCN

Carly J. Cassara, MSc
Richard Howley, PhD
Vaishnavi Sambandam, PhD

v Geriatric medicine § Radiation oncology
T Hematology/Hematology £ Supportive care including

oncology

P Internal medicine

T Medical oncology

€ Pediatric oncology

0 Psychiatry, psychology,
including health behavior

hospice and palliative
care medicine, pain
management
2 Oncology Pharmacy
Y Neurology/Neuro-oncology
* Discussion Section Writing
Committee

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.


https://www.nccn.org/guidelines/category_1
https://www.nccn.org/guidelines/guidelines-panels-and-disclosure/disclosure-panels-details-page?MeetingId=0&GroupId=602

National NCCN Guidelines for Poland
h i .

e combrehensive yversion 2.2025

Network® Palliative Care

NCCN Guidelines Index
Table of Contents
Discussion

Anorexia/Cachexia
Ariana Bauer, MD £
Fred & Pamela Buffett Cancer Center

Sahana Rajasekhara, MD £ b r
Moffitt Cancer Center

Jennifer Temel, MD t
Mass General Center Cancer

Constipation
Shalini Dalal, MD £

The University of Texas
MD Anderson Cancer Center

Pallavi Kumar, MD, MPH t £
Abramson Cancer Center at the University of
Pennsylvania

Dylan Sherry, MD £
Fox Chase Cancer Center

Sharla Wells-Di-Gregorio, PhD

The Ohio State University Comprehensive
Cancer Center - James Cancer Hospital
and Solove Research Institute

Delirium

Elise C. Carey, MD £ P
Mayo Clinic Comprehensive Cancer Center

Stacy Fischer, MD £
University of Colorado Cancer Center

Jennifer Kapo, MD £
Yale Cancer Center/Smilow Cancer Hospital

Eytan Szmuilowicz, MD £
Robert H. Lurie Comprehensive Cancer
Center of Northwestern University

PALLIATIVE CARE SUBCOMMITTEES

Diarrhea
Christine Hong, PharmD, MBA, BCOP X
UT Southwestern Simmons
Comprehensive Cancer Center

Deena Levine, MD £ €
St. Jude Children's Research Hospital/The
University of Tennessee Health Science Center

Malignant Wounds
Rajiv Agarwal, MD T £
Vanderbilt-lIngram Cancer Center

Elise C. Carey, MD £ P i
Mayo Clinic Comprehensive Cancer Center

Susan McCammon, MD £ b
O'Neal Comprehensive Cancer Center at UAB

Nausea/Vomiting
Danielle J. Doberman, MD, MPH P £ ru

Johns Hopkins Kimmel Cancer Center

Andrew S. Epstein, MD 1 £
Memorial Sloan Kettering Cancer Center

Elizabeth T. Loggers, MD, PhD £ {
Fred Hutchinson Cancer Center

Patrick White, MD, PhD b £
Siteman Cancer Center at Barnes-Jewish Hospital
and Washington University School of Medicine

Palliative Sedation
Kavitha Ramchandran, MD
Stanford Cancer Institute

Kira Skavinski, DO £
UC San Diego Moores Cancer Center

Pain
Nathan Paul Fairman, MD, MPH £ 0
UC Davis Comprehensive Cancer Center

Leslie Fecher, MD t
University of Michigan Rogel Cancer Center

Erin Newton, MD 1 £
Indiana University Melvin and Bren Simon
Comprehensive Cancer Center

Secretions
Jennifer Kapo, MD £
Yale Cancer Center/Smilow Cancer Hospital

Linda Sutton, MD 1 £
Duke Cancer Institute

Finly Zachariah, MD £
City of Hope National Medical Center

Sleep/Wake Disturbances
Amy A. Case, MD £
Roswell Park Comprehensive Cancer Center

Heather Leeper, MD, MS £ ¥
The UChicago Medicine
Comprehensive Cancer Center

Nicholas G. Zaorsky, MD, MS §

Case Comprehensive Cancer Center/University
Hospitals Seidman Cancer Center and Cleveland
Clinic Taussig Cancer Institute

 Geriatric medicine

¥ Hematology/
Hematology oncology

P Internal medicine

T Medical oncology pain management

€ Pediatric oncology 2 Oncology Pharmacy

0 Psychiatry, psychology, W Neurology/Neuro-
including health behavior  oncology

§ Radiation oncology
£ Supportive care
including hospice and

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.

palliative care medicine,



https://www.nccn.org/guidelines/category_1

National
Comprehensive

WO\l Cancer
Network®

NCCN Guidelines for Poland
Version 2.2025
Palliative Care

NCCN Guidelines Index
Table of Contents
Discussion

POLAND COMMITTEE MEMBERS

Sebastian Szmit, MD, PhD/Chair

Head, Department of Cardio-Oncology, CMKP, Poland
Consultant, Institute of Hematology and Transfusion
Medicine

Consultant, Maria Sklodowska-Curie National
Research Institute of Oncology

Chair of Study Group on Thrombosis,

ESC Council of Cardio-Oncology

Jakub Kucharz, MD, PhD/Chair

Head of Clinical Oncology Unit,

Department of Genitourinary Oncology,

Maria Sklodowska-Curie National Research Institute
of Oncology

General Secretary of the Executive Board of Polish
Society of Clinical Oncology

Aleksandra Ciatkowska-Rysz, MD, PhD
Department of Oncology,

Department of Palliative Medicine,

Medical University of Lodz, Poland

President, Polish Society of Palliative Medicine

Tomasz Dzierzanowski, MD, PhD

Head of Laboratory of Palliative Medicine,
Department of Social Medicine and Public Health,
Medical University of Warsaw, Poland

Beata Jagielska, MD, PhD
Director, Maria Sktodowska-Curie National Research
Institute of Oncology, Warsaw, Poland

Marcin Janecki, MD, PhD

Head of Department of Palliative Medicine and
Palliative Care,

Faculty of Health Sciences in Katowice

Medical University of Silesia in Katowice

Vice President, Polish Society of Palliative Medicine

Artur Pakosz, MD

National Consultant in Palliative Medicine,
Department of Palliative Medicine and Palliative Care,
Faculty of Health Sciences,

Medical University of Silesia in Katowice, Poland

Katarzyna Pogoda, MD, PhD

Department of Breast Cancer and Reconstructive Surgery
Maria Sklodowska-Curie National Research Institute of
Oncology, Poland

Bozena Sikora-Kupis, MD, PhD

Department of Genitourinary Oncology,

Maria Sklodowska-Curie National Research Institute of
Oncology, Poland

NCCN
Anne M. Walling, MD, PhD/Chair £
UCLA Jonsson Comprehensive Cancer Center

Toby Campbell, MD, MS/Vice-Chair t
University of Wisconsin Carbone Cancer Center

T Medical oncology
£ Supportive care including hospice and
palliative care medicine, pain management

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.


https://www.nccn.org/guidelines/category_1

National NCCN Guidelines for Poland
h i .

e combrehensive yversion 2.2025

Network® Palliative Care

NCCN Guidelines Index
Table of Contents
Discussion

NCCN Palliative Care Panel Members

Poland Committee Members

NCCN Guidelines for Poland Definitions (DEF-1)
Principles of Cancer Care (POLAND-INTRO)

Definition and Standards of Palliative Care (PAL-1)

Palliative Care General Overview (PAL-2)

Assessment by Oncology Team (PAL-3)

Oncology Team Interventions and Reassessment (PAL-5)

Consideration for Consultation with Specialty Palliative Care (PAL-6)

Shared Decision-Making Considerations About the Benefits/Burdens of Cancer Therapy (PAL-8)
Symptoms: Pain (PAL-10)

Symptoms: Dyspnea (PAL-11)

Symptoms: Anorexia/Cachexia (PAL-13)

Symptoms: Nausea and Vomiting (PAL-15)

Symptoms: Constipation (PAL-17)

Symptoms: Diarrhea (PAL-18)

Symptoms: Malignant Bowel Obstruction (PAL-20)

Symptoms: Sleep/Wake Disturbances Including Insomnia and Sedation (PAL-22)
Symptoms: Delirium (PAL-23)

Symptoms: Malignant Wounds (PAL-25)

Social Support/Resource Management (PAL-26)

Preparing Patients/Families/Caregivers for End of Life and Transition to Hospice Care (PAL-28)
Advance Care Planning (PAL-29)

Response to Requests for Hastened Death (PAL-31)

Shared Decision-Making in the Care of the Imminently Dying Hospitalized Patient (PAL-32)
Proportional Sedation (PAL-33)

After-Death Interventions (PAL-34)

Palliative Care Drug Appendix (PAL-A)

Abbreviations (ABBR-1)

Please see NCCN Guidelines for Distress Management

Find an NCCN Member Institution:
https://www.nccn.org/home/member-
institutions.

NCCN Categories of Evidence and
Consensus: All recommendations
are category 2A unless otherwise
indicated.

See NCCN Categories of Evidence
and Consensus.

See International Adaptations
Table of Contents for other NCCN

Guidelines: Poland Edition. Most
recent version of the NCCN Guidelines
is available at www.NCCN.orq.

be reproduced in any form without the express written permission of NCCN. ©2025.

The NCCN Guidelines® are a statement of evidence and consensus of the authors regarding their views of currently accepted approaches to
treatment. Any clinician seeking to apply or consult the NCCN Guidelines is expected to use independent medical judgment in the context of individual
clinical circumstances to determine any patient’s care or treatment. The National Comprehensive Cancer Network® (NCCN®) makes no representations
or warranties of any kind regarding their content, use or application and disclaims any responsibility for their application or use in any way. The NCCN
Guidelines are copyrighted by National Comprehensive Cancer Network®. All rights reserved. The NCCN Guidelines and the illustrations herein may not

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.


https://www.nccn.org/guidelines/category_1
https://www.nccn.org/professionals/physician_gls/pdf/distress.pdf
https://www.nccn.org/home/member-institutions
https://www.nccn.org/home/member-institutions
https://www.nccn.org/global/what-we-do/international-adaptations
https://www.nccn.org/global/what-we-do/international-adaptations
https://www.nccn.org/

gationalh ~ NCCN Guidelines for Poland NCCN Guidelines Index
omprehensive .

NCCN Jeiiiu Vers.,lo.n 2.2025 fable oglgsgéggi
Network Palliative Care

RECOMMENDATIONS ARE REPRESENTED AS FOLLOWS:
Black Text: Recommendations that are widely applicable

Italicized Blue Text: Country/region-specific modifications that are appropriate and/or feasible

Gray Text: Recommendations that may be costly, technically challenging, and/or not widely available in the specific country/region*

Gray Text with Strikethrotigh: Recommendations that are not feasible or available in the specific country/region**

* Recommendations that are considered clinically appropriate by national/regional experts but are not currently available due to lack of reimbursement
by the national/regional healthcare financing system.
**Recommendations that are considered as inconsistent with national/regional medical practice.

Note: Drugs and biologics included in the NCCN Guidelines® are approved by the United States Food and Drug Administration
(FDA). Alternate agents based on the local regulations and availability may be substituted provided evidence supports their
efficacy and safety. Generic drugs should be used only when studies have proven bioequivalence and the drugs have met the
same standards for identity, strength, purity, and quality as the innovator drugs. The WHO Model Lists of Essential Medicines
can be found here: http://www.who.int/medicines/publications/essentialmedicines/enl.

DEF-1
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PRINCIPLES OF CANCER CARE

» Standards of care are based on best reported achievable outcomes. Multidisciplinary care is always recommended.

* Delays in treatment reduce the effectiveness of treatment, so efforts should be made to expedite investigations
and referrals to reduce waiting time before treatment initiation.

* In Poland palliative care should be provided by palliative medicine clinics, optimally located within oncological
centers, and then a patient should be referred to palliative care centers close to their accommodation.

* Please see Palliative Medicine and Supportive Treatment Clinic — an innovative approach to specialist outpatient palliative care.
Organizational Standards of the Polish Society of Palliative Medicine. Ciatkowska-Rysz, Aleksandra; Graczyk, Michat; Kazimierczak,
Dorota. Medycyna Paliatywna; Poznan Vol. 14, Iss. 1, (2022):1-8.

POLAND-INTRO
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Definition of Palliative Care®P

Palliative care is an approach to patient-/family-/caregiver-centered health care that focuses on optimal management of distressing symptoms,
while incorporating psychosocial, spiritual support according to patient/family/caregiver needs, values, beliefs, and cultures. The goal of
palliative care is to anticipate, prevent, and reduce suffering; promote adaptive coping; and support the best possible quality of life for
patients/families/caregivers, regardless of the stage of the disease or the need for other therapies. Palliative care can begin at diagnosis; be
delivered concurrently with disease-directed, life-prolonging therapies; and facilitate patient autonomy, access to information, and choice.
Palliative care only becomes the main focus of care when disease-directed, life-prolonging therapies are no longer effective, appropriate, or
desired.

Standards of Palliative Care®
* Palliative care should be initiated by the primary oncology team and augmented as needed by collaboration with an
interprofessional team of palliative care experts.

* All patients with cancer should be screened for palliative care needs at their initial visit, at appropriate intervals, and as clinically indicated
(see PAL-2 and PAL-3).

* Patients/families/caregivers should be informed that palliative care is an integral part of their comprehensive cancer care.

* Educational programs should be provided to all health care professionals and trainees so that they can develop effective palliative care
knowledge, skills, and attitudes.

* Interprofessional palliative care teams, including but not limited to board-certified palliative care physicians, advanced practice providers,
nurses, should be readily available to provide consultative or direct care to patients/families/
caregivers and/or health care professionals who request or require their expertise.

* Quality of palliative care should be monitored by institutional quality improvement programs.

a8 Hui D, et al. J Pain Symptom Manage 2012;43:582-592.

b Seaman JB, et al. J Palliat Med 2020;23:1157-1158.

CFerris FD, et al. J Clin Oncol 2009;27:3052-3058.

d0OM (Institute of Medicine). 2014 Dying in America: Improving quality and honoring individual preferences near the end of life. Washington, DC: The National
Academies Press. Available at: www.nap.edu/read/18748/chapter/1.

| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.

PAL-1
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ASSESSMENT BY ONCOLOGY  INTERVENTIONS®: **7 REASSESSMENT AFTER-DEATH
TEAM” . INTERVENTIONS
Ongoing reassessment (PAL-34)
. Benefitsll%urdens of cancer « Cancer therapy
therapy9:" (PAL-3) « Appropriate treatment of Outcomes:

» Symptoms (PAL-3)
* Personal goals/values/
expectations (PAL-3)
¢ Financial toxicity
* Decision-making capacity
* Coping strategies
* Functional status
* Psychosocial, spiritual
distress (PAL-4)
* Educational and
informational needs (PAL-4)
* Cultural factors affecting
care (PAL-4)
* Consideration for
consultation with specialty
palliative care (PAL-6)
¢ Inform patients/families/
caregivers about palliative
care services
» Anticipate symptoms
and discuss preventive
measures

» Discuss advance care
planning

» Rescreen at next visit

*

comorbid physical and
psychosocial, spiritual conditions

* Coordination of care with other
health care providers

* Promote adaptive coping

* Symptom management

* Advance care planning

* Psychosocial, spiritual support

e Culturally congruent care

* Resource management/social
support

* Consultation with speciality
palliative care

* Transition to end-of-life care
including hospice referral as
appropriate

* Response to request to withdraw
or withhold life-sustaining
treatment

* Care of imminently dying
hospitalized patient

* Proportional sedation

* Normalization of anticipatory grief
and bereavement education and
support

* Patient satisfied with response to
cancer therapy

* Adequate symptom management

* Reduction of patient/family/
caregiver distress

* Acceptable sense of control

* Decision-making capacity

* Decreased caregiver stress and
burden

* Strengthened relationships

* Optimized quality of life

* Personal growth and enhanced
meaning

If ongoing needs

Ongoing reassessment <

* Palliative care should be initiated by the primary oncology team and augmented as
needed by collaboration with an interprofessional team of palliative care experts.
** Listed interventions may be restricted by the current rules of financing in the Polish health

care system.

1 Please see Palliative Medicine and Supportive Treatment Clinic — an innovative approach
to specialist outpatient palliative care. Organizational Standards of the Polish Society of
Palliative Medicine. Ciatkowska-Rysz, Aleksandra; Graczyk, Michat; Kazimierczak, Dorota.
Medycyna Paliatywna; Poznan Vol. 14, Iss. 1, (2022):1-8.

€ Patients with one or more positive indicators may benefit from a care plan developed by an
interprofessional team of physicians, nurses, social workers, mental health professionals,
chaplains, advanced practice clinicians, and other health care professionals.

—+»Death >

For family and

caregiver(s):

* Immediate after-death
care

* Psychological
bereavement support

e Cancer risk
assessment and
modification

For health care team:

* General support (ie,
debriefing)

* Re-evaluate intervention options and intensify as possible

* Consult with other clinicians and refer to specialist if available

fOncologists should integrate palliative care into general oncology care. Early consultation/
collaboration with a specialty palliative care/hospice team should be considered to improve

quality of life and survival.

9 See FEV-D in the NCCN Guidelines for Prevention and Treatment of Cancer-Related

Infections for an approach to assess for the risk of serious complications in patients with
neutropenic fever. The conditions of Polish clinical practice and the reimbursement state
should be taken into account while using these resources.

h For an approach to decision-making in older adults and geriatric screening tools, see the
NCCN Guidelines for Older Adult Oncology. The conditions of Polish clinical practice and
the reimbursement state should be taken into account while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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* Natural history of specific tumor

 Potential for response to further treatment

* Potential for treatment-related toxicities
 Patient’s understanding of disease prognosis

* Hopes for and understanding of cancer therapy
* Impairment of vital organs

* Performance status

* Serious comorbid conditions

* Shared decision-making with patient/family/caregiver(s)

* Document surrogate and discuss advance care planning

« Patient/family/caregiver values and preferences about information

National
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Table of Contents
Discussion

Benefits/burdens of
cancer therapy

> (PAL-8)9h

\

Preparing Patients/Families/Caregiver(s) for End
of Life and Transition to Hospice Care

Patient/family/caregiver(s)
goals/values/

. —» | and communication
ex_pef:!atlons/ * Hopes for and understanding of cancer therapy PAL-28 .
priorities « Quality of life Advance Care Planning (PAL-29)
* Document meaningful life goals

¢ Pain » Pain (PAL-10)

* Dyspnea » Dyspnea (PAL-11)

¢ Anorexia/cachexia » Anorexia/Cachexia (PAL-13)

* Nausea/vomiting (NV) » Nausea/Vomiting (PAL-15

 Constipation » Constipation (PAL-17)

« Diarrhea » Diarrhea (PAL-18)

* Malignant bowel obstruction » Malignant Bowel Obstruction (PAL-20)
Symptom i * Fatigue/weakness/asthenia » NCCN Guideli forC Related Fati t
management' g > uidelines for Cancer-Related Fatigue

¢ Insomnia/sedation

¢ Delirium

y

\

* Malignant wounds

* Lymphedema

Yy

* Hormone-related symptoms

\

¢ Distress

» Insomnia/Sedation (PAL-22)
» Delirium (PAL-23)

Malignant Wounds (PAL-25)

See NCCN Guidelines for Survivorship?
(SLYMPH-1)

NCCN Guidelines for Distress Management’

NCCN Guidelines for Management of Immunotherapy-Related Toxicities

9 See FEV-D in the NCCN Guidelines for Prevention and Treatment of Cancer-Related Infections for
an approach to assess for the risk of serious complications in patients with neutropenic fever. The
conditions of Polish clinical practice and the reimbursement state should be taken into account while
using these resources.

h For an approach to decision-making in older adults and geriatric screening tools, see the NCCN
Guidelines for Older Adult Oncology. The conditions of Polish clinical practice and the reimbursement

~ state should be taken into account while using these resources.

"Look for opportunities to use single agents to treat multiple symptoms.

\

* Immunotherapy-related toxicities

* Palliative care should be initiated by the primary oncology team and augmented as needed by
collaboration with an interprofessional team of palliative care experts.

** Please see Palliative Medicine and Supportive Treatment Clinic — an innovative approach to specialist
outpatient palliative care. Organizational Standards of the Polish Society of Palliative Medicine.
Ciatkowska-Rysz, Aleksandra; Graczyk, Michat; Kazimierczak, Dorota. Medycyna Paliatywna; Poznan
Vol. 14, Iss. 1, (2022):1-8.

 The conditions of Polish clinical practice and the reimbursement state should be taken into account
while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.

PAL-3

Version 2.2025, 03/31/2025 © 2025 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN.


https://www.nccn.org/guidelines/category_1
https://www.nccn.org/professionals/physician_gls/pdf/infections.pdf
https://www.nccn.org/professionals/physician_gls/pdf/older_adult.pdf
https://www.nccn.org/professionals/physician_gls/pdf/older_adult.pdf
http://www.nccn.org/professionals/physician_gls/pdf/fatigue.pdf
https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf
https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf
https://www.nccn.org/professionals/physician_gls/pdf/distress.pdf
https://www.nccn.org/professionals/physician_gls/pdf/immunotherapy.pdf

gational NCCN Guidelines for Poland NCCN Guidelines Index
omprehensive .

NCCN Jeiiiu Vers.,lo.n 2.2025 fable °S.§§S§§flf§
Network Palliative Care

ASSESSMENT BY ONCOLOGY TEAM™

* Psychosocial, spiritual/ -
psychiatric' > NCCN Guidelines for Distress Management
* Depression/anxiety
» Distress
. . . . Consider consultation with specialty
* Spiritual or existential needs " palliative care and/or spiritual or
* Social/practical challenges or psychosocial, spiritual resources
concerns (eg, chaplains, clinical psychologists,
. .. » Social support community resources, social workers)
Psychosocial, spiritual —>| » Home (PAL-7)
distress » Family
» Financial toxicity
0 Access barriers, including
geography/transportation
» Community . Social Support/Resource Management
* Resource needs " (PAL-26)
» Provide age-appropriate social
support services
* Employment/loss of employment
* Social isolation and/or loneliness
* Educational and * Patient/family/caregiver values and preferences
informational needs about information and communication . Preparing Patients/Families/Caregivers for End
e Cultural factors * Patient/family/caregiver perceptions of disease of Life and Transition to Hospice Care (PAL-28)
affecting care status
Consideration for
consultation with -~
specialty palliative > (PAL-6)9
care

* Please see Palliative Medicine and Supportive Treatment Clinic — an innovative approach to specialist outpatient palliative care. Organizational Standards of the Polish
Society of Palliative Medicine. Ciatkowska-Rysz, Aleksandra; Graczyk, Michat; Kazimierczak, Dorota. Medycyna Paliatywna; Poznan Vol. 14, Iss. 1, (2022):1-8.

** The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

9 See FEV-D in the NCCN Guidelines for Prevention and Treatment of Cancer-Related Infections for an approach to assess for the risk of serious complications in

_ patients with neutropenic fever. The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

I'Look for opportunities to use single agents to treat multiple symptoms.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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ONCOLOGY TEAM“ INTERVENTIONS REASSESSMENT
Outcomes:
* Patient satisfied with response to
cancer therapy
o CoIIa_bo_rate Wlﬂe'l 'palliative care . Adequate symptom management
specialist/team ™ * Reduction of patient/family/caregiver . .
* Collaborate with other health care distress Ongoing re-evaluation
professionals treating the patient and communication
« Evaluate and treat undiagnosed * Acceptable sense of control between the patient and
physical and mental health issues * Decreased caregiver burden health care team
« Consider additional referrals: * Strengthened relationships
» Mental health * Optimized quality of life
» Psychosocial, spiritual services * Personal growth and enhanced
» Behavioral health meaning
» Substance use disorders « Advance care planning in progress
» Other specialists .
» NCCN Guidelines for Adult — Ongoing
Cancer Pain ** reassessment
* Mobilize community support
» Religious/Spiritual
» School * Re-evaluate intervention options and intensify as
» Community agencies possible
* Introduce advance care planning « Assess for communication barriers and address
conversations ) If ongoing needs—> | as needed (eg, interpretation services, improved
* Expedite referral to hospice literacy of materials, palliative care)
services when appropriate « Promote adaptive coping
« See NCCN Guidelines for Distress Management **

* Please see Palliative Medicine and Supportive Treatment Clinic — an innovative approach to specialist outpatient palliative care. Organizational Standards of the Polish
Society of Palliative Medicine. Ciatkowska-Rysz, Aleksandra; Graczyk, Michat, Kazimierczak, Dorota. Medycyna Paliatywna; Poznan Vol. 14, Iss. 1, (2022):1-8.

** The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

€ Patients with one or more positive indicators may benefit from a care plan developed by an interprofessional team of physicians, nurses, social workers, mental health
professionals, chaplains, advanced practice clinicians, and other health care professionals.

fOncologists should integrate palliative care into general oncology care. Early consultation/collaboration with a specialty palliative care/hospice team should be
considered to improve quality of life and survival.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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CONSIDERATION FOR CONSULTATION WITH SPECIALTY PALLIATIVE CARE”
ASSESSMENT
* Assessment by Oncology Team (PAL-2) * High level of psychological distress based on
« Advanced cancer! standardized distress igreening (NCCN Guidelines for
e Complexity of care needs (including physical and/or Distress Management)
psychosocial, spiritual needs) * Need for invasive procedures (eg, palliative stenting or
* High burden of palliative care needs including distress venting gastrostomy)
related to cancer diagnosis and cancer therapy * Frequent emergency department visits or hospital
* Uncontrolled symptoms admissions
* Address patient/family/caregiver concerns about » Need-for-intensive-careuni evel-care{espec
course of disease and decision-making involving-multi-organ-system-failure-orprotonged-
e Complexities related to social determinants of health mechanical-stpport)
* Poor prognostic awareness and/or need for advance « Communication needs (ie, language, literacy, culture, Oncology
Patient care planning/clarification of goals of care cognitive impairment) Team
characteristics  Limited cancer treatment options due to: * Patient/family requests consultation Interventions
» Limited access to cancer treatment * Frailty -
» Disease refractory to cancer treatment » Regtest-for-hastened-death PAL-5

» Multiple and/or severe comorbid conditions
» Progressive functional decline or persistently poor
performance status
* Concerns about decision-making capacity [NCCN
Guidelines for Older Adult Oncology** (OAO-1)]
¢ High risk of poor pain management or pain that
remains resistant to conventional interventions
» See NCCN Guidelines for Adult Cancer Pain**
(PAIN-K, PAIN-L, PAIN-M)

* Evidence of worsening prognosis, including but not
limited to:
» Poor performance status (eg, ECOG 23 or KPS <50)
» Cachexia
» Persistent delirium

* Experiences of palliative care emergency (see
Discussion for examples)

* In Poland palliative care should be provided by palliative medicine clinics, optimally located within oncological centers, and then a patient should be referred to

palliative care centers close to their accommodation.
** The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
I Advanced solid tumors and hematologic malignancies.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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CONSIDERATION FOR CONSULTATION WITH SPECIALTY PALLIATIVE CARE”

ASSESSMENT

* High risk for persistent complicated grief
* Inadequate social support
* Substance use disorder impacting care
* Financial limitations
* Limited access to care
Complex * Family/caregiver discord impacting care Oncology
patient/family/  Spiritual or existential distress Team
caregiver * Unresolved or multiple prior losses Interventions
circumstances * Patient’s concerns regarding family/caregiver well-being (PAL-5)

» Dependent children and/or older relatives requiring care living

in the household

» Care planning for children of parent with poor prognosis

» Support for active caregivers
* Other complexities related to social determinants of health

\

* Complex care coordination issues within and among multiple
care teams
* Compromised resilience including:
» Intra-team or inter-team conflict
» Compassion fatigue
» Moral distress and/or ethical concerns
» Burnout
« Communication surrounding complex decision-making

Oncology care
team/staff —
challenges

* In Poland palliative care should be provided by palliative medicine clinics, optimally located within oncological centers, and then a patient should be referred to
palliative care centers close to their accommodation.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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SHARED DECISION-MAKING CONSIDERATIONS
ABOUT THE BENEFITS/BURDENS OF CANCER THERAPY
ESTIMATED INTERVENTIONS REASSESSMENT
LIFE
EXPECTANCY Assess understanding of prognosis and goals of therapy
* Discuss whether cancer therapy is curative or noncurative Out .
« Cultivate prognostic awareness utcomes.
* Discuss the possibility of disease progression or recurrence * Adequate symptom
» Offer goal-directed supportive care, including referral to specialized managt_ament
palliative care services, if indicated * Reduction of
* Provide appropriate cancer therapy that is aligned with stated patient patient/family/caregiver Conti
Years goals and priorities distress ontinue
to » |* Assess for appropriateness of palliative radiation therapy (RT) or « Improved prognostic cancer
interventional procedures that are aligned with goals of care awareness therapy and
months * Provide cancer treatment and disease-related symptom management . palliative care
p Acceptable sense of
and encouragement of advance care planning control
* Optimize psychosocial, spiritual support for patient and family/ .
caregivers * Decreased caregiver
* Consider nonpharmacologic and/or integrative interventions burden . .
* Optimized quality of life
* Consider rehabilitation services and physical activity aligned with goals
of care
* Reassess prognostic awareness and goals of therapy . .
* Redirect goals and hopes to those that are achievable based on likely * Change or discontinue Ongoing
prognosis and life expectancy cancer therapy > reassessment
* Provide guidance regarding anticipated course of disease * Review patient hopes
* Assess for appropriateness of palliative RT and/or interventional and understanding of
procedures (eg, single fraction) cancer therapy
Months . (égsasider discontinuation of cancer treatment not aligned with goals of « Review advance care
to —» | » Initiate or continue ongoing advance care planning conversations If planning e
. . . . * Re-evaluate palliative
weeks » Systematically review advance care plans to ensure ongoing accuracy ongoing|——>| . terventions and
as illness or situation evolves needs intensify as possible
« Offer goal-directed supportive care « Consult or refer to
 Offer education and support related to care at end of life, including ialized palliati
referral to specialized palliative care services or hospice specialized palliative
* Assess preferred location of death care services or
* Explore culturally/spiritually significant rituals/ceremonies important at hosp!ce .
Weeks to end of life e Consider hospice
d referral as appropriate
ays —» (PAL-9)
(Dying
patient)
| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-8
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Network® Palliative Care Discussion
SHARED DECISION-MAKING CONSIDERATIONS
ABOUT THE BENEFITS/BURDENS OF CANCER THERAPY
ESTIMATED INTERVENTIONS REASSESSMENT
LIFE
EXPECTANCY Outcomes:
* Adequate symptom
management
* Reduction of
patient/family/
caregiver distress
* Improved prognostic Continue
* Discontinue all treatments not directly contributing to . 2":2;?,?:;% sense of care plan
patient comfort control
* Intensify palliative care in preparation for death - Decreased caregiver
* Provide guidance regarding anticipated dying burden
process . i i
* Consider psychological support and education fi)fgtlmlzed quality of
Weeks to * Consider psychosocial, spiritual support regarding
days anticipatory grief for patients and families
* Focus on symptom management and comfort .
™ |.R i » Consider
. * Refer to hospice team h - .
Dying « Assist with completion of legal documents, if discontinuation of
patient appropriate cancer therapy —» Ongoing
» Assess preferred location of death * Review patient hopes reassessment
« Consider nonpharmacologic and/or integrative and understanding of
interventions (eg, heat or ice, positioning or support) cancer therapy
« Offer education and support related to care at end of If y l;Iea\::ﬁ‘iAr’\gdvance care
life . .
* Explore culturally/spiritually significant rituals/ ongoing [—> | * Re-evaluate palliative
ceremonies important at end of life needs care interventions and

intensify as possible

e Consult or refer to
specialized palliative
care services or
hospice

* Consider hospice
referral as appropriate

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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PAIN
ESTIMATED INTERVENTIONS REASSESSMENT
LIFE
EXPECTANCY
Years *
— e« Treat according to NCCN Guidelines for Adult Cancer Pain
Year to
months . Treat*according to NCCN Guidelines for Adult Cancer
Months m. .
In addition:
to weeks ¢ Educate family/caregiver on the patient's condition and Outcomes:
the role of pain medication in the dying process « Adequate symptom
¢ Optimize psychosocial, spiritual support for patient and management
family/caregivers ) _ ) * Patient/family/caregiver
* Consider nonpharmacologic and/or integrative distress mitigated « Continue to treat
interventions (eg, massage, art or music therapy, « Acceptable sense of and monitor
acupuncture, relaxation, mindfulness, guided imagery) control symptoms and
* Maintain analgesic therapy; titrate to optimal comfort « Decreased caregiver burden quality of life
» Balance analgesia against reduced level of « Strenathened relationships
con_sciou_sr_1ess as possib_le or desired .0 t'm%zed ality of life P
Weeks t » Avoid opioid dose reduction solely for decreased pu quality
eeks fo blood pressure or respiration rate. If opioid reduction * Personal growth and
days is indicated, consider 10% daily or 25% every 3 days enhanced meaning « Continue to treat
(Dying as per national tapering recommendations to avoid according to
patient) acute opioid withdrawal or pain crisis. Avoid opioid

antagonists.

» Modify routes of administration as needed (PO, IV,
rectal, subcutaneous, sublingual, transmucosal,
and transdermal), applying equianalgesic dose
conversions. Transdermally administered medications|
have longer times to onset than other routes. IV
bolus dosing combined with drip titration may be the
effective method of rapid titration; drip titration alone
is slower.

» Recognize and treat rare opioid-induced neurotoxicity,
including myoclonus and hyperalgesia

* Consider single-fraction palliative RT for painful bone
metastases for patients with a life expectancy of
multiple weeks

If |

ongoing
needs |

NCCN Guidelines
for Adult Cancer
Pain®

e Consider
consultation with a
pain management
or specialty
palliative care

e Consider hospice
referral as
appropriate

¢ Optimize
communication

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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DYSPNEA
ESTIMATED INTERVENTIONSK REASSESSMENT
LIFE
EXPECTANCY
* Assess symptoms comprehensively
* Educate patient/family/caregiver on patient's
condition and risk/benefit of treatment options Outcomes:
* Consider discontinuing therapies that may be * Adequate symptom
causing dyspnea management
* Treat potentially reversible underlying causes/ « Reduction of
comorbid conditions using: . patient/family/caregiver Continue to treat and
» Et?'gt':gg;/ ‘;geg'l;gtrg%rggtlg'“terve“tm“a' distress —> [ monitor symptoms
Years » If immunotherapy-induced, see NCCN é\gﬁ:ﬂgtlable sense of and quality of life
Guidelines for Management of Immunotherapy- Ootimi . .
Related Toxicities* o ptlmlzed_quallty Of life
» Bronchodilators, diuretics, steroids, * Decrease in caregiver
antibiotics, or transfusions burden
» Anticoagulants for pulmonary emboli
Year to « Relieve symptoms ]
months » Oxygen therapy for symptomatic hypoxia [, Ongoing
» Educational, psychosocial, spiritual, and reassessment
emotional support for the patient/family/
caregiver oy
» Nonpharmacologic therapies, including fans, * Re-evaluate palliative
Months cooler temperatures, stress management, care interventions and
to weeks relaxation therapy, and physical comfort i intensify as possible
measures ongoing > |* Consult or refer to
» Pharmacologic therelpy needs specialized palliative
¢ Low-dose opioids care services or
» Noninvasive positive-pressure ventilation hospice
(eg, CPAP, BiPAP) support if clinically
indicated for severe reversible condition
Weeks to
day_s — Interventions (PAL-12)
(Dying
patient)
* The conditions of Polish clinical practice and the reimbursement state should be
taken into account while using these resources.
k See Palliative Care Drug Appendix (PAL-A) for specific recommendations for I For acute progressive dyspnea or for patients who are opioid tolerant, titration
medical management of symptoms. may be required.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-11
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DYSPNEA
ESTIMATED INTERVENTIONSK REASSESSMENT
LIFE .
* Assess symptoms comprehensively
EXPECTANCY » Use labored breathing or other physical signs of
dyspnea in patients who are noncommunicative
Years * Address patient/family/caregiver preferences,
prognosis, reversibility of respiratory failure, and )
Year t treatment options f)::jcomes.
eart: Interventions equate symptom
months |[— —(PAL-11) managgment
* Reduction of Conti
* Provide anticipatory guidance for patient/family/ patient/family/caregiver ontinue to treat
Months caregiver regarding dying or respiratory failure distress _,.| and monitor
to weeks * Provide emotional and spiritual support symptoms and
« Focus on comfort * Acceptable sense of quality of life
» Continue to treat underlying condition as appropriate control
* Relieve symptoms * Optimized quality of life
4 Nonpharmacologic therapies e Decrease in caregiver
¢ Educational, psychosocial, spiritual, and burden
emotional support (PAL-11)
¢ Fans, cooler temperatures
Wegks to c:lays > » Pharmacologic therapies o .
(Dying patient) ¢ Oxygen if hypoxia present and/or subjective relief ‘R luat
0 If opioid naive, low-dose opioid' palliative care —> cassessment
— If on chronic opioids, consider increasing dose interventions
by 25% for unrelieved dyspnea; see NCCN and intensify as
Guidelines for Adult Cancer Pain* for additional ;
- : P T possible
information on opioid titration « Consider
¢ Consider benzodiazepines when opioids and If . onside _a .
other non-pharmacologic measures have failed to ongoing | — > | consultation with
control dyspnea™ needs specialty palliative
care
* Consider sedation
» If fluid overload is a contributing factor: for intractable
¢ Decrease/discontinue enteral or parenteral fluid symptoms
¢ Consider low-dose diuretics (PAL-33)
* Reduce excessive secretions with non-pharmacologic
interventions and anti-secretory agents
» Reduce IV fluids and consider repositioning
* The conditions of Polish clinical practice and the reimbursement state should be taken into
account while using these resources. I For acute progressive dyspnea or for patients who are opioid tolerant, titration may be
k See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical required.
management of symptoms. M The addition of benzodiazepines to opioids can increase the risk of respiratory depression.
| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-12
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ANOREXIA/CACHEXIA

ESTIMATED ASSESSMENT AND INTERVENTIONSK REASSESSMENT
LIFE « Evaluate rate/severity of weight loss and associated
EXPECTANCY symptoms
* Educate patient/family/caregiver on patient's condition and Outcomes:
risk/benefits of treatment options « Weight stabilization or
* Screen for conditions/symptoms that interfere with intake gain )
> Dysgeusg « Improvement in Continue to
> Xerostomia C symptoms that interfere treat_and
» Dental and/or jaw issues with intake — | monitor
» Intractable hiccups « Imoroved ener symptoms and
» Mucositis . Rezol tion of 9y quality of life
» Oralpharyngeal candidiasis met bu I docri
Years » Depression etabolic or endocrine
» Early satiety (if gastroparesis: try metoclopramide) abnormalities
» NV (PAL-15)
» Dyspnea (PAL-11)
— | » Constipation (PAL-17) Ongoing
» Pain (NCCN Guidelines for Adult Cancer Pain®) > reassessment
Year » Fatigue (NCCN Guidelines for Cancer-Related Fatique*)
to » Pancreatic exocrine enzyme insufficiency
months » Eating disorders/distorted body image
* Review/modify medications that interfere with intake * Re-evaluate palliative
¢ Evaluate for endocrine abnormalities: care interventions and
» Hypogonadism If intensify as possible
» Thyroid dysfunction ongoing |— | * Provide dietary
» Metabolic abnormalities (eg, increased calcium) needs consultation
* Assess complexities related to social determinants of health « Consider appetite
* Consider registered dietitian consult .
Months to * Consider swallowing evaluation stimulant
weeks » Consider psychiatric consultation if patient has an eating
disorder or phobia/anxiety related to eating/swallowing
challenges
» Consider nutrition support, enteral and parenteral feeding (as
Weeks to appropriate)
days
(Dying —> Interventions (PAL-14)
patient)

k See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical
management of symptoms.

* The conditions of Polish clinical practice and the reimbursement state should be taken into
account while using these resources.

| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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ANOREXIA/CACHEXIA
ESTIMATED INTERVENTIONSK REASSESSMENT
LIFE
EXPECTANCY
Years
Yearto | — " Interventions (PAL-13) Outcomes:
months  Adequate symptom Continue
* Treat reversible causes of anorexia (PAL-13) management to treat and
» Assess anorexia/cachexia severity and associated * Reduction of monitor
symptoms patient/family/ symptoms
« Educate patient/family/caregiver on patient's condition and caregiver distress and quality
risk/benefit of treatment options * Acceptable sense of of life
* Counsel patients and family about benefits, risks (eg, control
thrombosis), and options for pharmacologic management of
Months cachexia
to weeks * Focus on patient goals and preferences
* Provide education and emotional support to patient/family/
caregiver regarding natural history of disease, including the Ongoing
Weeks to following points:  reassessment
days —| » Absence of hunger and thirst is normal in the dying patient
(Dying » Nutritional support may not reverse weight loss in patients
patient) with advanced cancer
» Artificial nutrition and hydration may increase risk of fluid * Re-gva_lluate
overload, aspiration, infection, and hastened death palliative care
» Symptoms like dry mouth should be treated with local interventions
measures (eg, mouth care, small amounts of liquids) If and intensify as
» Discontinuing previously initiated enteral or parenteral ongoing| ———— possible
nutrition near the end of life is appropriate, ethically needs * Consult or refer
permissible, and may improve some symptoms to specialized
» Consider nutritional consult palliative care
» Eating for pleasure may be considered, but should not be services or
forced upon patients with no hunger or thirst hospice
K See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-14
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INTERVENTIONSK

* Assess NV severity and associated symptoms
¢ Educate patient/family/caregivers on patient's condition
and treatment options
* Screen for potentially reversible causes/common
etiologies:
» Chemotherapy/RT-induced
(NCCN Guidelines for Antiemesis )
O Acupressure
» Severe constipation/fecal impaction
(PAL-17)
» Gastroparesis
¢ Prokinetic agent
» Bowel obstruction (PAL-20)
» Central nervous system (CNS) involvement
¢ Corticosteroids
¢ Palliative RT
» Gastrointestinal (Gl) obstruction from intra-abdominal
tumor or liver metastasis
0

Consider-treatment-with-corticosteroids;aproton-
pump-inhibitor-and-metoclopramide™ Octreotide
+ dexamethasone (Scopolamine [hyoscine
butylbromide], if octreotide unavailable)
¢ Endoscopic stenting
¢ Decompressing gastrostomy tube (G-tube)
¢ Consider interventional procedures
» Gastritis/gastroesophageal reflux disease (GERD)
O Proton pump inhibitor
¢ H2-blocker
* Treat other causes/symptoms (eg, dehydration, uremia,
hypercalcemia)

NAUSEA AND VOMITING

¢ Medication/substance-induced

» Review medication list, including non-prescribed
supplements and herbs, and discontinue any
unnecessary medications

» Review use of cannabis for possible cannabis-associated
hyperemesis syndrome and counsel regarding cessation
if indicated

) L. e i
e:'eek bl_ee, d Ieluels of |e_leu,an_t meld_ eatio 'I's teg;digoxin

» Treat medication-induced gastropathy (eg, proton pump
inhibitor, prokinetic agent)

» Consider rotating and/or reducing opioid requirement
with non-nauseating coanalgesics or procedural
interventions

* Psychogenic

» Consider psycehiatrie psychologic consultation if patient
has an eating disorder, somatization, phobia, or panic
disorder causing NV (NCCN Guidelines for Distress

Managementl*
* Non-specific NV

» Initiate pharmacologic management with
dopamine receptor antagonists or 5-HT3 receptor
antagonists

» If anxiety contributes to NV, consider adding
benzodiazepine

» If vertiginous component, consider anticholinergic/
antihistamine

¢ If immunotherapy-induced, see NCCN Guidelines for
Management of Inmunotherapy-Related Toxicities*

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
k See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.
" Do not give metoclopramide in patients with complete gastric outlet obstruction.

| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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If NV stops:
see Reassessment

(PAL-16)

If NV persists: see
Interventions
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PERSISTENT NAUSEA AND VOMITING
INTERVENTIONSK.2:P REASSESSMENT
Outcomes:
* Adequate symptom
. . . . . management
* Titrate dopamine antagonist to maximum benefit and « Reduction of
tolerance patient/family/caregiver Continue to treat
* For continued NV, consider additional drug classes with distress and monitor
potential antiemetic properties: See Drug Appendix R symptoms and
(PAL-A) Acceptable sense of quality of life
» Corticosteroid .
» 5-HT3 antagonist Eﬁgzzsed caregiver
» Antipsychotic . — . .
» Anticholinergic Optimized quality of life
» Antihistamine .
» Oral cannabinoid Ongoing
* Consider appropriate route and frequency of reassessment
administration (Interventions,
» Provide PRN (as needed) and scheduled dosing; PAL-15)

consider altering timing of agents to optimize NV
control

» Prescribe oral, sublingual, or rectal agent and titrate to
maximum benefit

» If NV persists, provide PRN (as needed), consider
subcutaneous or parenteral infusion

* Opioid rotation when opioid may be causing or
exacerbating NV

* Re-evaluate palliative
care interventions and

If . intensify as possible
ongoing e Consult or refer to
needs

specialized palliative
care services or hospice

* Details regarding the use of oral cannabinoid are described in the MASCC guidelines: Alderman B, Hui D, Mukhopadhyay S, et al. Multinational Association of
Supportive Care in Cancer (MASCC) expert opinion/consensus guidance on the use of cannabinoids for gastrointestinal symptoms in patients with cancer. Supportive

Care in Cancer 2023;31(1):39.

k'See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.
© An around-the-clock dosing schedule may provide the most consistent benefit to the patient.
P Continuous intravenous or subcutaneous infusions of different antiemetics may be necessary for the management of intractable NV.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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CONSTIPATION®
INTERVENTIONSK REASSESSMENT
If constipation is present:
* Educate patient/family/caregivers on patient's Outcomes:
condition and treatment options « Adequate
» Assess for cause and severity of constipation a t
» Discontinue any non-essential constipating symptom _
medication management Continue to treat and
* Rule out impaction, especially if diarrhea * Reduction of |[—|monitor symptoms
accompanies constipation (overflow around patient/ and quality of life
Preventive measuresk impaction) family/
e Increase fluids * Rule out obstruction (physical examination, caregiver
* Increase dietary fiber abdominal x-ray/consider G| or surgeon consult) distress
if patient has adequate * Treat other causes (eg, hypercalcemia, hypokalemia,
fluid intake and physical hypothyroidism, diabetes mellitus, medications,
activity side effects of immunotherapy)
. e i : * Add and titrate
Exercise, if appropriate . - b g
« Administer prophylactic OSM(?tIC laxative (macrogoles preferred) * stimulant _
medications N l_axatlve Ongoing
N If impacted: reassessment

Osmotic laxative
(macrogoles preferred)
* stimulant laxative

» Increase laxative dose
with goal of one non-
forced bowel movement
every 1-2 days

* Please see Polish recommendations for constipation: Dzierzanowski T, Zajgc A,
Ciatkowska-Rysz A, et al. Constipation in palliative care patients — clinical practice
guidelines. Medycyna Paliatywna/Palliative Medicine. 2025;17(1):1-13.

* Administer glycerin suppository

* Perform manual disimpaction following
pre-medication with analgesic * anxiolytic if stool
present in rectum

If constipation persists:

* Reassess for cause and severity of constipation

* Recheck for impaction or obstruction

* Titrate laxative agents to achieve desired frequency

* Consider peripherally acting mu-opioid receptor
antagonist (PAMORA) for opioid-induced constipation
» When two medications scheduled from different

laxative classes have been ineffective
» Avoid if concern for postoperative ileus and/or
mechanical bowel obstruction

* Administer enema until clear: eg, tap water, soap
suds, mineral oil, lactulose

If
ongoing
needs

* Re-evaluate
palliative care
interventions
and intensify as
possible

* Consider referral to
specialized
palliative care
services or hospice

k'See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical

cytopenia.

management of symptoms.
4 Use suppository and enema with caution in patients receiving chemotherapy due to risk of

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1. |
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DIARRHEA
SCREENING AND ASSESSMENT INTERVENTIONS
* Tailor treatment to potential causes
* Evaluate diarrhea severity and potential » If immunotherapy-induced, see
causes NCCN Guidelines for Management of
* Educate patient/family/caregiver on Immunotherapy-Related Toxicities*
condition and treatment options » Graft-versus-host disease (GVHD) and/or
immunotherapy-related colitis
Determine Diarrhea Severity/Grade" » Chemotherapy regimen
. » Radiation-induced enteritis or other RT side
* Mild/Grade 1: Increase of <4 stools/day effects
over baseline; mild increase in ostomy® » Infection
output 0 Screen for Clostridioides difficile (C. diff),
« Moderate/Grade 2: Increase of 4—6 stools/ HIV, and other comorbid infections (ie, ova/ See Anti-
NPT . . parasites) Diarrheal
g:%(o(r)r\‘/egﬂ?sﬂ:ne, moderate increase in > | » Drugs that frequently induce diarrhea — | Interventions,
y P » Dietary changes Grades 14
« Severe/Grade 3: Increase of >7 stools/ » Post-surgical/anatomic changes (ie, short (PAL-19)
day over baseline; incontinence; bowel syndrome) _ _
interferes with activities of daily living disease
(ADL)Y » Recent antibiotic use
« If fecal impaction is suspected, see PAL-17
» Severe/Grade 4: Life-threatening * Provide immediate antidiarrheal therapy
consequences; urgent intervention indicated by grade
indicated" * If chemotherapy induced, decrease or delay
the next dose of chemotherapy
* Consider endoscopy if diagnostic uncertainty
* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
" National Cancer Institute’s Common Terminology Criteria for Adverse Events: Diarrhea.
S Euvolemic and no electrolyte abnormalities.
tHypovolemia plus/minus electrolyte abnormalities.
U Severe hypovolemia and/or electrolyte abnormalities.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-18
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ANTIDIARRHEAL INTERVENTIONS
ASSESSMENT INTERVENTIONK
* Treat underlying cause as appropriate
* If chemotherapy induced, decrease or delay the next dose of chemotherapy
* If immunotherapy-induced diarrheg, see NCCN Guidelines for Management of
Any Grade » [ Immunotherapy-Related Toxicities
* For GVHD diarrhea, consider limiting diet, steroids, and IV nutrition
* Provide oral hydration and electrolyte replacement
* Provide IV fluids and hydration if patient is unable to tolerate oral fluids
* Consider antidiarrheal agents (eg, loperamide) and/or dietary changes if infection ruled out
Mild/Grade 1 > |« If IBS-related, utilize cognitive behavioral interventions complementary to medication
interventions
* Provide IV fluids if patient is unable to tolerate oral fluids
* Initiate/continue antidiarrheal agents—as above if infection ruled out
Moderate/Grade 2 . |* Consider anticholinergic agents

« If non-C. diff infection-related, treat with appropriate antibiotics according to up-to-date
Polish clinical practice guidelines
« If C. diff infection-related, administer antibiotics and probiotics as appropriate

* Inpatient hospitalization (intensive care for Grade 4 if consistent with goals)

* Provide IV fluids and use antidiarrheal agents and anticholinergics as mentioned above
* Consider somatostatin analog

* Consider parenteral hydration in home setting

Severe/Grades 3/4

\

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
** Please see: https://antybiotyki.edu.pl/wp-content/uploads/Rekomendacje/clostridium-difficile-2018-3_12_net.pdf.
k' See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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MALIGNANT BOWEL OBSTRUCTIONY

ESTIMATED ASSESSMENT
LIFE

EXPECTANCY . . .
* Evaluate severity and cause(s) of malignant bowel obstruction

* Educate patient/family/caregivers on patient's condition and treatment options
* Screen for and treat underlying potentially reversible causes
» Adhesions
Years » Radiation-induced strictures
» Internal hernias
* Assess for malignant causes Procedural
— | » Tumor mass — |Interventions
» Carcinomatosis (PAL-21)
* Consider patient goals, prognosis (including life span post procedure), and relative
Year to invasiveness of proposed intervention
months » Consider medical management rather than surgical management
» Assess patient's goals for treatment to guide choice of interventionV (eg, decrease NV,
support the desire to eat, decrease pain, support patient to go home/to hospice)
* Provide education and support to patient/family/caregiver

Months * Consider medical management rather than
to weeks surgical management
* Assess patient's goals for treatment

to guide choice of intervention¥ (eg,

* Pharmacologic management
¢ Intravenous or subcutaneous fluids

Weeks to :  Enteral tube drainage i

J E—— decrease NV_, support the d_eswe to eat, —>| , Consider only if other measures — (PAL-21)
ays decrease pain, support patient to go home/ fai o

(Dying to hospice) ail to reduce vomiting

patient) * Provide education and support to patient/ * Endoscopic management

family/caregiver

Vv Plain film radiography may be helpful in confirming the clinical diagnosis of bowel obstruction. Consider a CT scan if surgical intervention is contemplated, as it is more
sensitive and may help identify the cause of obstruction.

W Most malignant bowel obstructions are partial, allowing time to discuss appropriate intervention with the patient/family/caregiver.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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MALIGNANT BOWEL OBSTRUCTION
PROCEDURAL INTERVENTIONSK REASSESSMENT
« Operative management (eg, resection, bypass, diverting ostomy) Outcomes:
» Discuss treatment options with patient/family/caregiver * Adequate symptom Continue
0 Risk of mortality, morbidity, and re-obstruction management to treat and
0 Overall prognosis * Reduction of . |—>|monitor
0 Invasiveness of the proposed intervention patient/family/caregiver symptoms and
» Risk factors for poor surgical outcome include ascites, distress . quality of life
carcinomatosis, palpable intra-abdominal masses, multifocal bowel * Decreased caregiver
obstructions, previous abdominal radiation, very advanced disease, burden
and poor overall clinical status
* Endoscopic management (eg, G-tube for drainage, endoscopic stent
placement)
* Interventional radiology management
* Pharmacologic management when the goal is maintaining gut function:
» Use rectal, transdermal, subcutaneous, or intravenous routes of _>0ngoing
administration reassessment
» Opioids
» Octreotide (Scopolamine [hyoscine butylbromide], if octreotide
unavailable) * Re-evaluate palliative
» Antiemetics: Do not use antiemetics that increase Gl motility such care interventions
as metoclopramide; however, these may be beneficial in incomplete and intensify as
bowel obstruction possible
» Corticosteroids If —_» |* Consult or refer to
 Pharmacologic management when gut function cannot be maintained: ongoing needs specialized palliative
» Administer antisecretory agents care services or
» Administer intravenous or subcutaneous fluids hospice
« Nasogastric or gastric tube drainage * Consider referral to
« Total parenteral nutrition (TPN) Gl specialist
» Consider if there is expected improvement in quality of life and life
expectancy of months to years

k See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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SLEEP/WAKE DISTURBANCES INCLUDING INSOMNIA AND SEDATION
ESTIMATED ASSESSMENT AND INTERVENTIONSK REASSESSMENT
LIFE * Assess patient’s desire to have insomnia and sedation treated
EXPECTANCY and provide cognitive behavioral interventions
* Educate patient/family/caregivers on patient's condition and Outcomes:
treatment options » Adequate Continue
* Evaluate type/severity of sleep-wake disturbance, including management of to treat and
daytime impairments and co-sleeper observations symptoms —— | monitor
* Explore worries and anxiety regarding cancer-related stressors| |« Reduction of symptoms and
Years * Provide sleep hygiene education patient/family/ quality of life
« Refer to cognitive behavioral therapy for insomnia (CBT-1)*"Y caregiver distress
See NCCN » Sleep restriction and stimulus control
Guidelines _foj; « Assess for and treat contributing factors
Survivorship » Pain, depression, anxiety, delirium, and nausea
» Medication side effects or withdrawal syndromes
(eg, corticosteroids, opioids, anticonvulsants, caffeine, .
> hormones, herbals, barbiturates, benzodiazepines, alcohol, _>Ongomg
Year to TCAs) « Re-evaluate reassessment
months » Primary sleep disorders such as obstructive sleep apnea, contributing etiologies
restless legs syndrome, and periodic limb movement * Change insomnia or
disorder antisedation therapy
Months 0 Continuous positive airwzg gl:;)sure (CPAP)/Bilevel If . Re-eva:uate ptalliatived
positive airway pressure (Bi . care interventions an
to weeks ongoing needs intensify as possible
W  Consider addition of pharmacologic therapies for refractory * Consult or refer to
eeks - L o
to days sleeplwal_(e disturbance speCIallzgd palliative
(Dying » Insomnia: care services or
patient) 0 Antipsychotics 0 Alpha adrenergic blockers hospice
¢ Sedative/hypnotics ¢ Melatonin-receptor
O Antidepressants agonists
» Daytime sedation:
¢ CNS stimulant/wakefulness-promoting agents
* Consider consult to physiatrist for tailored exercise therapy
program
k See Drug Appendix (PAL-A) for specific recommendations for medical
management of symptoms.
* The conditions of Polish clinical practice and the reimbursement state should be X Edinger J, et al. J Clin Sleep Med 2021;17:255-262.
taken into account while using these resources. Y CBT-l is preferred over pharmacologic interventions as first-line therapy.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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ESTIMATED DELIRIUM
LIFE
k
EXPECTANCY ASSESSMENT INTERVENTIONS REASSESSMENT
* Reduce or eliminate delirium-
 Evaluate delirium severity inducing medications as
and cause (eg, DSM criteria?) possible (eg, steroids, Outcomes:
See also NCCN Guidelines for anticholinergics, * Adequate .
Distress Management™ and benzodiazepines) _ symptom Continue
NCCN Guidelines for Older . I_VIaX|m|ze_ nonphar_m_acologlc management to treat and
* interventions (optimize . monitor
Adult Oncology ) * Reduction of
H tive sleep-wake cycle; address . . symptoms
» Ryperac ; ; ] ; patient/family/ -
. Severe sensory impairment; provide and quality of
> Hypoactive _ delirium glasses, hearing aids) caregiver distress life
* Educate patlent/fal_mllyl (agitation)|  |* Consider addition of low- * Decreased
caregivers on patient’s dose benzodiazepines with caregiver burden
condition and treatment options or without antipsychotic
* Screen for and treat underlying medications if agitation is
Years reversible causes severe and either disrupting
» Metabolic causes care or causing the patient
» Dehydration distress .
Year to > Unrg,llieved pain « Titrate starting dose to -» Ongoing
> . .
months »H ; optimal effect with lowest reassessment
ypoxia ible dose
» Bowel obstruction/obstipation goss[ .
Months . * Consider opioid dose
» Infection ducti tati * Re-evaluate
to weeks » Brain metastases (consider recuction or rofation alliative care
nr « Encourage supportive p )
palliative RT) or other CNS caregiver presence at interventions
events bedside and intensify as
» Bladder outlet obstruction * Support caregivers possible
Ny If — -
» Medication or substance «Red liminate deliri ondoina needs e Consider
effect or withdrawal (eg, . ed uce or e '3_“"?_ ¢ definum- going consultation
benzodiazepines, opioids, Mild/ in uc?Lr:g medications as with specialty
anticholinergics, non- moderate }_, . I\‘;Ic;iisr:ﬂ:e nonpharmacologic palliative care or
ibed subst i iatri
prescribed substances) delirium interventions psychiatrist
¢ Orient patient with family/
We;ks caregiver(s) presence
todays| | ierventions (PAL-24) * Support caregivers
(Dying
patient) * The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

k'See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.

2 American Psychiatric Association. Diagnostic and statistical manual of mental disorders (ed 5). Arlington, VA: American Psychiatric Publishing; 2013.

| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1. |
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DELIRIUM
ESTIMATED INTERVENTIONSK REASSESSMENT
LIFE EXPECTANCY
Years . .
* Educate family and caregiver(s) about Outcomes:
delirium and how to support patient « Adequate
Year to Interventions + Maximize nonpharmacologic symptom
months (PAL-23) interventions (optimize sleep-wake cycle; management Continue
address sensory impairment; provide « Reduction of to treat and
Months glasses, hearing aids) . . patient/family/ — | monitor
to weeks * Review treatment plan and discontinue caregiver distress symptoms and
unnecessary medications, tubes, etc. « Decreased quality of life
* Decrease doses of medications caregiver burden
dependent upon hepatic or renal function * Optimized quality
* Consider that under- or overtreatment of of life
pain may exacerbate delirium
* Examine for fecal impaction, urinary tract
Weeks | infection (UTI), or distended bladder as _, Ongoing
to days potential causes of delirium L. reassessment
(Dying « Consider opioid rotation * Re-evaluate palliative
patient) » Provide appropriate upward dose care interventions
titration of benzodiazepines with or and intensify as
without antipsychotics for patients with If possible
refractory agitation ongoing | —» | Consult with
* Encourage supportive caregiver presence needs specialty palliative
at bedside care or psychiatrist
* Support caregivers * Consider _
* Prepare the family and caregiver(s) that proportional sedation
delirium may not resolve (see NCCN (PAL-33)
Guidelines for Older Adult Oncology*)
* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
K See Palliative Care Drug Appendix (PAL-A) for specific recommendations for medical management of symptoms.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-24
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ESTIMATED
LIFE
EXPECTANCY

Years

Year to

months >

Months to
weeks

Weeks to
days
(Dying
patient)

MALIGNANT WOUNDS™

INTERVENTIONS REASSESSMENT
* Assess wound comprehensively ?K;comes.
* Educate patient/family/caregiver on equate symptom
patient's conditions and risk/benefit of managt_ament .
treatment options * Red_uctlon °f. patle_ntl
* Treat if potentially reversible: family caregiver distress Continue to treat and
» Surgical debridement; consideration * Acceptable sense of —» |monitor symptoms and
of skin grafting control . . quality of life
» Radiation/chemotherapy/hormonal * Optlmlzed_quallty .°f life
therapy * Decrease in caregiver
» Vacuum-assisted wound closure burden
» Wound cleansing and irrigation —, Ongoing
» Dressing changes reassessment
» Treat infection
» Optimize nutrition and mobilization * Re-evaluate palliative care
» Reduce or prevent odor from wounds interventions and intensify
or exudates If as possible
» Prevent wound spread—keep patient ongoing needs » Consult or refer to
dry and clean; position to avoid specialized palliative care
pressure on bony prominences; avoid services or hospice

shearing force on fragile skin when
repositioning

* Relieve symptoms:

» Odor: wound cleansing and debridement; topical antibiotic gel; activated charcoal or silver sulfadiazine dressings;
external odor absorbers. Avoid strong "cover" odors.

» Infection: topical or systemic antibiotics; irradiated honey applications

» Exudate: absorbent alginate, foam dressings; drainage stoma appliance if high volume

» Bleeding: hemostatic dressings (alginate, collagen, non-adherent gauze, gelfoams, sucralfate paste; oral antifibrinolytics;
consider radiotherapy or embolization if brisk bleeding; dark-colored linens, anxiolytics, and-pain management)

» Pain: treat according to NCCN Guidelines for Adult Cancer Pain;** see PAL-8 and PAL-10; use non-absorbent dressing or
reduce frequency if associated with dressing changes; topical opioid and/or local anesthetic; complementary therapies

» Pruritus: topical doxepin cream; cooled hydrogel sheet dressings; transcutaneous electrical nerve stimulation trial

» Body image: maintain symmetry in dressings; manage wound odor and exudate; screen for depression, anxiety

* In Poland this kind of care is provided by palliative home care and stationary units (hospices, palliative medicine departments).
** The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1. |
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SOCIAL SUPPORT/RESOURCE MANAGEMENT

Not reimbursed within the Polish health care system; appropriate therapies should be selected by specialists based on the options available at a given facility.

ESTIMATED
LIFE
EXPECTANCY

Years

Year to
months

Months
to weeks

Weeks to
days
(Dying
patient)

_—

INTERVENTIONS

* Assess:
» Coping and adjustment to iliness
by patient/family/caregivers
» Caregiver(s) availability
» Safe home environment
» Adequate access to transportation
» Sufficient financial resources
» Culture-specific needs
* Assess complexities related to
social determinants of health
* Obtain medical interpreters/
translators as needed who are not
related to the patient
* Mobilize family and community
financial resources
e Ensure support and education to
caregiver(s) and family members
» Counseling
» Child life services
» Art and music therapy, if available
» Support groups
» Physical medicine and
rehabilitation training for transfers
and repositioning
» Psychosocial, spiritual support
* Respond to caregiver-specific
burdens and stresses
* Periodically assess and monitor
family/caregiver for risk factors
associated with complicated grief
e Consider respite care for families
and caregivers in crisis

Interventions (PAL-27)

REASSESSMENT

Outcomes:

* Adequate management

* Optimized quality of life

* Decreased caregiver
burden

* Reduction of
patient/family/caregiver
distress

* Acceptable sense of
control

If
ongoing needs

—_—ee -

Ongoing re-evaluation
and communication
between the patient,
caregiver(s), family
members, and health care
team

* Re-evaluate palliative
care interventions and
intensify as possible

e Consider referral
to social worker,
psychologist, and/or
psychiatrist

* See NCCN Guidelines for

Distress Management®

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

| Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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ESTIMATED
LIFE
EXPECTANCY

Years

Year to
months

Months
to weeks

Weeks to
days
(Dying
patient)

SOCIAL SUPPORT/RESOURCE MANAGEMENT
Not reimbursed within the Polish health care system; appropriate therapies should be selected by specialists based on the options available at a given facility.

INTERVENTIONS

— |nterventions (PAL-26)

* Assess prognostic awareness and discuss
prognosis on an ongoing basis with the patient/
family/caregiver(s)

* Evaluate and support the patient’s desires for
comfort

* Educate about the dying process and expected
events to the patient/caregiver(s)/family
members

* Respond to caregiver-specific demands and

stresses ] . .
* Periodically assess and monitor family/caregiver
for risk factors associated with complicate

grief

* Ensure culturally and spiritually congruent care

* Provide child life services if available

* Respond to caregiver-specific demands,
stresses, and conflicts (consider social work
referral)

* Obtain medical interpreters/translators who are
not related to the patient and family as needed

* Determine eligibility, readiness, and need for
specialized palliative or hospice care including
open access hospice programs if available

REASSESSMENT

Outcomes:

* Adequate management

* Optimized quality of life

* Decreased caregiver
burden

* Reduction of
patient/family/caregiver
distress

* Acceptable sense of
control

* Personal growth and
enhanced meaning

Ongoing
re-evaluation and
—|communication
between the patient
and health care team

* Re-evaluate palliative care
interventions and intensify as
possible

* Consult or refer to specialized

If palliative care services,
ongoing [—| hospice, or ethics committee
needs  Consider referral to social

worker, psychologist, and/or
psychiatrist

* See NCCN Guidelines for
Distress Management®

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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PREPARING PATIENTS/FAMILIES/CAREGIVERS FOR END OF LIFE AND TRANSITION TO HOSPICE CARE
ESTIMATED ASSESSMENT/INTERVENTIONS REASSESSMENT
LIFE
EXPECTANCY . . .
» Assess prognostic awareness and patient/family/ Outcomes:
caregiver understanding of the expected course of * Reduction of patient/family/caregiver
disease distress
* Provide clear, consistent discussion with the patient/ « Acceptable sense of control
Years family/caregiver al_)out prognosis and anticipated care « Increased family and caregiver resilience
needs on an ongoing basis « Strengthened relationships
* Facilitate advanc_e_care pla_nnlng (PA_L-29) « Optimized quality of life
» Assess for decision-making capacity and need for a « Personal growth and enhanced meaning
Years to surrogate decision maker
months » Elicit values and preferences with respect to quality
of life o * If ongoing needs: Re-evaluate palliative
¢ Introduce, educate, and assess need for specialized care interventions and intensify as
palliative care or eligibility and readiness for hospice possible
care
|, Ongoing
* Educate patient/family/caregiver on dying process Outcomes: reassessment
* Address potential need for transitions in care while * Reduction of patient/family/caregiver
ensuring continued involvement of primary care distress
Months physician and primary oncology team + Acceptable sense of control
to weeks * Refer to hospice care agencies « Decreased caregiver burden

Weeks to | —»

days

(Dying
patient)

* Provide information and additional referrals, as
necessary, for:
» Psychosocial assessment
¢ Legacy work
¢ Grief counseling
» Spiritual screening
¢ Spiritual support if needed
» Funeral/memorial service planning
* Respect goals and needs of the patient/family/
caregiver regarding the dying process
¢ Inform other involved health care professionals of
the patient's death

* Optimized quality of life

¢ If ongoing needs: Re-evaluate
palliative care interventions and
intensify as possible

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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ADVANCE CARE PLANNING
ESTIMATED INTERVENTIONS REASSESSMENT
LIFE
EXPECTANCY
* Assess decision-making capacity and identify
surrogate decision maker if necessary Outcomes:
* Ask if patient has completed any advance care « Adequate advance care Ongoing re-evaluation
planning documents (eg, a living lel, medical power planning documentation and communication
of attorney, health care proxy, patient surrogate for « Reduction of patient/family/ between the patient,
hﬁaltht care) tient t caregiver distress surrogates/family/
< Rnfo ,tencou_ra:ge pz lent fo prepare one * Acceptable sense of control caregiver, and health
» Refer to social worker * Decreased caregiver burden care team
* Explore hopes, worries, and fears about the future « Optimized quality of life
Years and provide emotional support Initiate discussion of
personal values and care preferences .
* Make recommendation about future care if patient * Explore patient reluctance to
™| values and goals lead to a clear recommendation engage in advance care
Year to regarding future treatment planning _
months » Document patient values and preferences and * Explore fears and worries
any decisions in accessible site in medical record ;b;’Utt'"“eSS_ ired Ongoing
* Refer to specialize —_
* Encourage the patients to discuss wishes with family/ Pall_iatitv_e ﬁa"e_ ser(;/_iftf:_e ifl:he reassessment
proxy pa |en. IS r aVl.ng 1 .|CU y
« Initiate discussion of palliative care options, including If engaging in dlscus§|on of
hospice if appropriate _ _ ongoing » | advance care planning
« Introduce palliative care team if appropriate needs * Consider referral to a
* Refer to state and institutional guidelines for me“tz! ';e_a|tth %;mman (ig,
additional guidance psychiatrist with suppor
Months to g of psychooncologist) to
weeks explore mental well-being
* Consider referral to
chaplain/spiritual care
Weeks to |—» |nterventions (PAL-30) couﬁsebrp
days « See NCCN Guidelines for
(Dying Distress Management*
patient)
* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-29
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ESTIMATED ADVANCE CARE PLANNING
LIFE INTERVENTIONS REASSESSMENT
EXPECTANCY
Years |—— «|nterventions (PAL-29) Outcomes:
* Address years-to-months interventions ) ﬁgenc:‘li]:;e advance care
¢ Confirm the patient’s values and decisions in light of faml_ly/careglver distress re-evalua_tlon_ and
changes in status . Av0|qance o_f communication
* If not previously done, make recommendations about _goal-lnco_n3|stent - betyveen th?
appropriate medical tlzeatment to meet the patient’s values interventions patlen_tlfamlly/
and goals * Acceptable sense of caregiver and
. control health care team
* Ensure complete documentation of the advance care « Decreased caregiver
plan in the medical record,
Months to assure accessibility of the plan to all . gu;(_:lel_‘l d lity of lif
to weeks clinicians across care settings ptimized quality ot fite
* Ensure documentation of surrogate decision maker
* Explore family/caregiver concerns about the patient’s plan
and seek resolution of conflict between patient/family/
caregiver goals and wishes * Explore patient reluctance _,Ongoing
 Consider consultation with specialty palliative care to to engage in advance care reassessment
assist in conflict resolution when the patient, family, and planning
health care team disagree * Explore fears and worries
« Explore fears about dying and address concerns about illness
» Refer to palliative care if the
* Assure that all items identified above are complete If patient is having difficulty
* Implement and ensure adherence with advance care plan ongoing |—| engaging in discussion of
* Clarify and confirm patient and family decisions about needs advance care planning
Weeks to life-sustaining treatments, including cardiopulmonary e Consider referral to a
days resuscitation (CPR), if necessary mental health clinician to
(Dying evaluate mental health
patient) * Educate patient/family/caregiver on benefits and limitations issues
of CPR * See NCCN Guidelines for
Distress Management™
* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
PAL-30
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SHARED DECISION-MAKING IN THE CARE OF THE IMMINENTLY DYING HOSPITALIZED PATIENT

For an imminently dying patient whose goals have transitioned to comfort, consider the following physical, psychosocial, spiritual, and

practical interventions

* Physical
» Obtain hospice evaluation, if available
» Intensify comfort measures
¢ Implement skin safety protocol according to risk assessment:
— Regularly reposition the patient for comfort as indicated
— Reassess and premedicate for wound care as needed
— Use a pressure-relieving mattress, if available
— Provide eye and mouth care to maintain moisture
— Treat for urinary retention and fecal impaction
» Ensure deactivation of implanted defibrillator
» Consider deactivation of implanted pacemaker in select patients
» Discontinue unnecessary diagnostic tests and interventions such
as transfusions, needle sticks, blood glucose monitoring, oxygen
saturation monitoring, and suctioning
» Replace check of vital signs with regular (eg, every 4 h) symptom
assessments
» Switch routes of medication administration when the oral route is
no longer feasible
» Adjust doses of medications to optimal comfort
» Treat terminal secretions (death rattle):
¢ Educate patient and caregiver
¢ Reduce parenteral and enteral fluids
¢ Reposition the patient
¢ Provide gentle oropharyngeal suctioning (avoid deep suctioning)
¢ Utilize non-pharmacologic interventions first before anti-
secretory agents
» Treat dyspnea by adjusting the dose of medication (PAL-11)
» Treat delirium (PAL-24) See NCCN Guidelines for Distress

Management*
» Consider proportional sedation for refractory symptoms (PAL-33)

* Psychosocial, spiritual

» Educate the patient/family/caregiver about the signs and
symptoms of dying and the rationale for discontinuation of
treatments or medications that may not add to the patient’s
comfort

» Consider consults to psychosocial, spiritual providers, including
but not limited to social workers, chaplains, child life specialists,
and psychologists. Ensure that the family/caregiver understands
the signs and symptoms of imminent death and that they are
supported throughout the dying process

» Offer anticipatory bereavement support

» Provide support to children and grandchildren and provide
education to parents on age-appropriate grieving process

» Encourage visits by children if consistent with family values

» Support cultural practices

» Ensure that caregivers understand and will honor advance
directives

» Promote healthy grieving

* Practical

» Mobilize in-hospital end-of-life care policies and procedures

» Ensure that the patient's advance directives are documented and
implemented

» Discuss and document patient/family/caregiver wishes for
resuscitation. CPR is unlikely to be effective; recommend other
options such as DNR/DNAR/AND orders and promote comfort care.

» Provide the patient/family/caregiver with respectful space and
uninterrupted time together

» Facilitate virtual family visits, if in-person visits are restricted or
not possible

» Provide information on funeral planning, if desired

» Inform other involved health care professionals of patient's death

After-Death Interventions (PAL-34)

* The conditions of Polish clinical practice and the reimbursement state should be taken into account while using these resources.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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PROPORTIONAL SEDATION

* Proportional sedation (formerly known as palliative sedation) is the intentional lowering of awareness towards, and including,
unconsciousness for patients with severe and refractory symptoms with the primary goal of symptom relief.

* Refractory symptoms are symptoms that cannot be adequately managed despite comprehensive, interprofessional palliative care that does
not compromise consciousness.

* Refer to institutional guidelines/policy for additional guidance.*

* "A patient who is suffering from a terminal illness and who is experiencing great pain has no legal barriers to obtaining medication, from
qualified physicians, to alleviate suffering, even to the point of unconsciousness and hastening death.” -Justice O’Connor (see Vacco v Quill
and Washington v Glucksberg, 1997).

* The NCCN Guidelines committee has replaced the term palliative sedation with proportional sedation. The change is intended to emphasize
that the level of sedation should be proportionate to the patient’s symptom burden.

* EAPC guidelines may be a good reference for establishing institutional guidelines.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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DEATH

Death ——

ASSESSMENT

Principles of optimal
care of the dying
patient:

* Free from avoidable
distress and
suffering for the
patient, family, and
caregiver(s)

* In general accord
with the patient’s
and family’s wishes

* Consistent with
clinical, cultural,
spiritual, and ethical
standards

AFTER-DEATH INTERVENTIONS *

For family and caregiver(s)
* Immediate after-death care:
» Inform family (if not present) of death
» Offer condolences
» Provide the family time with the body
» Involve chaplain to assess family's desire for religious ritual or spiritual support
» Remove tubes, drains, lines, and the foley catheter unless an autopsy is planned
» Ensure culturally sensitive, respectful treatment of the body
» Address survivor concerns about organ donation and/or autopsy
» File the death certificate, complete forms, and provide necessary information for the funeral
director and family as appropriate
¢ Notify previous medical, palliative, and psychological care teams of patient’s death
* Bereavement support:
» Formally express condolences on the patient’s death (eg, card, call, letter)
» Refer to appropriate bereavement services within the institution or in the community
» Facilitate a debriefing meeting with the family if they desire one
» Periodically assess and monitor family/caregiver for risk factors associated with
complicated grief
For health care professionals
e General support:
» Legitimize discussion of personal issues that impact patient care
» Create a climate of safety for discussion of patient deaths
» Provide regular opportunities for reflection and remembering for staff through a memorial
ritual
* After-death support:
» Review medical issues related to the patient’s death
¢ Explore concerns and questions regarding quality of patient care
» Review the family’s emotional responses to the patient’s death
» Review the staff’s emotional responses to the patient’s death
¢ Identify health care professionals at risk for complicated grief, moral distress, or
compassion fatigue
¢ Include nurses, nursing assistants, physician team members (including medical students,
residents, and fellows), social workers, and chaplaincy, as appropriate
¢ Consider a bereavement ritual for staff (eg, brief reading, moment of quiet)

* In Poland provided mainly by palliative home and stationary care, by nurses, psychologists and administrative staff.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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PALLIATIVE CARE DRUG APPENDIX

Condition Recommended Agents and Dosage by Estimated Life Expectancy and Symptom Etiology
Pain * Please see NCCN Guidelines for Adult Cancer Pain (PAIN-G) for detailed information on opioid principles, prescribing,
(PAL-10) titration, maintenance, and safety. Be aware of state and local regulations regarding opioid prescriptions.
Dyspnea Life Expectancy: Years; Year to Months; and Months to Weeks
(PAL-11) * General: Opioids?

» Opioids in low doses (morphine preferred), with titration as appropriate, can be used to treat dyspnea that is resistant
to other therapies.
» Base dosing on patient's opioid requirement. If patient's opioid requirement is unknown, start with low doses and
titrate up as appropriate.
* Fluid overload: Furosemide PRN dosing as per clinical situation

Dyspnea Life Expectancy: Weeks to Days (dying patient) .
(PAL-12) * Anxiety: Benzodiazepines (eg, Lorazepam 0.25-2 mg PO, IV, or IM every 3—6 h PRN, OR Midazolam 0.25-5 mg SC")
Secretions * Excessive secretions: scopolamine (hyoscine
(PAL-12) butylbromide) 10—20 mg SC TID - the evidence for its effectiveness are very weak

Anorexial Life Expectancy: Years; Year to Months; Months to Weeks; Weeks to Days (dying patient)

Cachexia’ * Counsel family and patients about risks (eg, thrombosis), benefits, and options for cachexia treatment (eg, stopping
(PAL-13 and therapy if ineffective)

PAL-14) » Gastroparesis (early satiety): /topride 25-50 mg TID OR Metoclopramide 5-10 mg PO QID 30 min before meals and QHS.

Low/no appetite (avoid in setting of complete bowel obstruction): Olanzapine 2.5-5 mg/day PO OR Dexamethasone 3-8
mg/day IV or PO, OR Megestrol acetate 800 mg/daily
* Clinicians may choose not to prescribe pharmacologic intervention for cancer cachexia treatment

Abbreviations Key (PAL-A 5 of 5)

* Off-label use
@ Use caution if using opioids and benzodiazepines in combination outside of end-of-life care because of the risk of respiratory depression.

1 Roeland EJ, Bohlke K, Baracos VE, et al. Management of cancer cachexia: ASCO guideline. J Clin Oncol 2020,38:2438-2453. Conti d
ontinue

PAL-A
10F5

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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PALLIATIVE CARE DRUG APPENDIX
Condition Recommended Agents and Dosage by Estimated Life Expectancy and Symptom Etiology
Nausea and Life Expectancy: Years; Year to Months; Months to Weeks; and Weeks to Days (dying patient)
Vomiting (NV) Common Etiologies
(PAL-15) * See NCCN Guidelines for Antiemesis for chemotherapy/radiation-induced NV

» Gastroparesis: /topride 25-50 mg 3 times daily. Metoclopramine as the drug of the second choice. Metoclopramide 5-10 mg PO QID
30 min before meals and QHS (avoid in setting of complete bowel obstruction)

* CNS involvement: Dexamethasone 4-8 mg PO BID-TID

* Gastric outlet obstructions: Dexamethasone 4-8 mg/day PO; proton pump inhibitor

* Gastritis/GERD: Proton pump inhibitor OR H2 blocker

* Medication-induced gastropathy: Proton pump inhibitor OR metoclopramide 5-10 mg PO QID 30 min before meals and QHS

* Opioid-induced nausea and vomiting

Nonspecific NV

* Dopamine receptor antagonists or 5-HT3 receptor antagonists
» Olanzapine 2.5-5 mg PO 1-2 times daily starting QHS
» Haloperidol 0.5 mg PO TID OR metoclopramide 5-10 mg PO QID 30 min before meals and QHS OR prochlorperazine 5-10 mg PO

3—4 times/day, maximum 40 mg/day OR ondansetron 4 mg PO every 4 h or 8 mg PO every 8 h
e Contributing anxiety: Lorazepam 0.5-1 mg PO every 4 h PRN
* Vertiginous component: Anticholinergic AND/OR antihistamine

Persistant Nausea | Life Expectancy: Years; Year to Months; Months to Weeks; and Weeks to Days (dying patient)
and Vomiting (NV) | ¢ Consider appropriate route of administration
(PAL-16) » 1) Prescribe PO, SL, or rectal agent and titrate to maximum benefit
» 2) If NV persists, provide PRN, scheduled, or continuous parenteral infusion as necessary
» 3) Consider SC administration as an alternative
* Titrate to maximum benefit and tolerance
* For continued NV, consider additional agents:
» Dexamethasone 4-8 mg/day PO; ondansetron 4-8 mg PO every 6 h; scopolamine (hyoscine butylbromide) 10—-20 mg TID — the

evidence for its effectiveness are very weak, ( IV); meclizine 25-100 mg/day PO; PO cannabinoid
Constipation Life Expectancy: Years; Year to Months; Months to Weeks; and Weeks to Days (dying patient)
(PAL-17) * Prophylaxis:

Osmotic laxative (polyethylene glycol = macrogol once daily 10-20 g/50 mL water PO) to achieve a goal of one non-forced
bowel movement every 1-2 days and if needed add the stimulant laxatives (senna BID OR Bisacodyl 5-15 mg PO daily—TID)

* Persistent constipation: Bisacodyl 10-mg suppository, one rectally daily—BID; polyethylene glycol 17 gm/8 oz water PO BID;
lactulose 30 mL PO BID-QID OR 60 mL daily , then PRN; magnesium hydroxide 30-60 mL PO
daily-BID (avoid in renal failure); or magnesium citrate 8 oz PO daily (avoid in renal failure)

* Resistant opioid-induced constipation:

» If PO therapy is not effective, try enema PRN

14
daily PO
» Not for postoperative ileus and mechanical bowel obstruction

naldemedine 0.2 mg

Abbreviations Key (PAL-A 5 of 5)
Continued
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1. PAL-A

20F5
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PALLIATIVE CARE DRUG APPENDIX

Condition Recommended Agents and Dosage by Estimated Life Expectancy and Symptom Etiology
Diarrhea Life Expectancy: Years; Year to Months; and Months to Weeks
(PAL-18) If immunotherapy-induced diarrhea, see NCCN Guidelines for Management of Inmunotherapy-Relates Toxicities

Grade 1 (mild)

* General: Loperamide 4 mg PO x 1 dose then 2 mg PO after each loose stool, up to 16 mg/day

* Consider addition of bulk-forming agents with caution in patients on opioids

* Diphenoxylate/atropine 1-2 tabs PO every 6 h PRN, maximum 8 tabs/day

Grade 2 (moderate)

« Initiate/continue loperamide 4 mg PO x 1 dose then 2 mg PO after each loose stool, up to 16 mg/day

* Diphenoxylate/atropine 1-2 tabs PO every 6 h PRN, maximum 8 tabs/day

. atropine 0.5-1 mg SC/IM/IV/SL every 4-6 h PRN
* C. diff<induced: see NCCN Guidelines for Prevention and Treatment of Cancer Related Infections (FEV-8)
* Non-C. diff infection: Treat appropriately based on culture findings

Grades 3/4 (severe, inpatient hospitalization with ICU for Grade 4)

* Initiate/continue loperamide 4 mg PO x 1 dose then 2 mg PO after each loose stool, up to 16 mg/day

* Diphenoxylate/atropine 1-2 tabs PO every 6 h PRN, maximum 8 tabs/day

. atropine 0.5-1 mg SC/IM/IV/SL every 4-6 h PRN
* Consider octreotide 100—200 mcg/day SC, every 8 h or by continuous infusion

Diarrhea Life Expectancy: Weeks to Days (dying patient)

(PAL-19) * Reevaluate ongoing antidiarrheal, anticholinergic agents

e Consider tincture of opium
* Atropine 0.5-1 mg SC/IV/SL every 4—-6h PRN
* Consider octreotide 100—200 mcg SC every 8 h

Malignant Bowel | Life Expectancy: Years; Year to Months; Months to Weeks; and Weeks to Days (dying patient)

Obstruction * Reduce opioid dose or rotate opioid

(PAL-20) * Metoclopramide 5-10 mg PO QID 30 min before meals and QHS; avoid in the setting of complete obstruction
* Dexamethasone 4-12 mg IV daily, discontinue if no improvement in 3-5 days

* Octreotide 100-300 mcg SC BID-TID or 10-40 mcg/h continuous SC/IV infusion; if prognosis >8 weeks, consider long-acting release
(LAR)
e If octreotide unavailable: scopolamine (hyoscine butylbromide) 10-20 mg SC TID - the evidence for its effectiveness are very weak.

Abbreviations Key (PAL-A 5 of 5)
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PALLIATIVE CARE DRUG APPENDIX

Condition Recommended Agents and Dosage by Estimated Life Expectancy and Symptom Etiology

Sleep/Wake | Life Expectancy: Years; Year to Months; and Months to Weeks

Disturbance | Isolated sleep-onset insomnia
(PAL-22)

* Melatonin 1-5 mg PO QHS
* Benzodiazepine receptor agonist (BZRA) (caution in patients who are older or frail)
» Zolpidem 5-10 mg PO QHS for immediate-release tablet, 6.25-12.5 mg PO QHS for extended-release tablet
» Eszopiclone 1-3 mg PO QHS
» Zaleplon 10-20 mg PO QHS
» Zopiclone 7.5 mg 30 min before bedtime
Sleep maintenance

* Doxepin 3-6 mg PO QHS (caution in patients who are older or frail)
Additional agents for insomnia
* Sedating antidepressants
» Mirtazapine 7.5-30 mg PO QHS (better tolerated in patients who are older or frail)
» Trazodone 25-100 mg PO QHS
» TCAs such as amitriptyline or nortriptyline (caution in patients who are older or frail)
» Sedating antipsychotics (monitor for extrapyramidal symptoms [EPS])
» Olanzapine 2.5-5 mg PO QHS
» Quetiapine 12.5-25 mg PO QHS
* Benzodiazepines
» Lorazepam 0.5-1 mg PO QHS (caution in patients who are older or frail)
* Medical cannabis
» Oral form preferred in 2:1 or 1:1 ratios (caution in patients who are older or frail)
Daytime sedation
* Caffeine 100-200 mg PO every 6 h, last dose 4 PM
* Methylphenidate 2.5-20 mg PO BID, second dose no later than 6 h before bedtime

* Modafinil 100-400 mg PO each morning

Abbreviations Key and Footnotes

(PAL-A 5 of 5)
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PALLIATIVE CARE DRUG APPENDIX

Condition Recommended Agents and Dosage by Estimated Life Expectancy and Symptom Etiology
Sleep/Wake Restless legs syndrome (RLS)P
Disturbance ¢ Intermittent symptoms
(cont.) » Carbidopa-levodopa 25/100 mg PO QHS PRN
(PAL-22) ¢ Chronic symptoms
» Ropinirole 0.25 mg PO 1-3 h before bedtime
» Pramipexole starting dose 0.125 mg PO QHS, 2-3 h before bedtime, may require titration
» Pregabalin 50-450 mg PO 1-3 h before bedtime
» Gabapentin 100-2400 mg PO in divided doses 2 h prior to bedtime. If divided dose: One-third of total daily dose given midday,
remaining two-thirds of the total daily dose given in the evening
» Oxycodone/Naloxone — starting dose 5/ 2.5 mg BID
Sleep/Wake Life expectancy: Weeks to Days (dying patient)
Disturbance « Titrate dose of existing pharmacotherapy
(PAL-22)
Delirium Life Expectancy: Years; Year to Months; and Months to Weeks
(PAL-23) * Maximize nonpharmacologic strategies for all patients with delirium and those at high risk for delirium

Severe Delirium (agitation)?-¢:d

* Consider adding lorazepam 0.5-2 mg SC/IV every 4 h PRN with or without haloperidol if agitation is severe or either disrupting care or
causing the patient distress

* Haloperidol 0.5-2 mg PO/SC/V every 1-4 h PRN

¢ Alternatives: Olanzapine 2.5-7.5 mg PO/SL every 2—-4 h PRN (maximum = 30 mg/d); chlorpromazine 25-100 mg PO/PR/IV every 4 h PRN
for patients who are bedbound. For direct IV injection, administer diluted solution slow IV at a rate not to exceed 1 mg/minute. To reduce
the risk of hypotension, patients receiving IV chlorpromazine must remain lying down during and for 30 minutes after the injection.

« Titrate starting dose to optimal effect with lowest possible dose.

Abbreviations Key

Timing: BID (twice a day); d (day); h (hour); QHS (at bedtime); PRN (as needed); QID (four times per day); QOD (every other day); TID (three times per day)
Route of administration: IM (intramuscular); IV (intravenous); ODT (orally disintegrating tablet); PO (oral); PR (rectal); SC (subcutaneous);

SL (sublingual)

b Avoid these agents (ie, ropinirole, pramipexole) when dopamine antagonists (eg, haloperidol, olanzapine, quetiapine) are being utilized.
¢ Sedation may be a side effect of treatment. Ensure treatment plan is consistent with goals and prognosis.
d Evidence is conflicted and limited.

Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
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NCCN Categories of Evidence and Consensus
Category 1 Based upon high-level evidence (=1 randomized phase 3 trials or high-quality, robust meta-analyses), there is
uniform NCCN consensus (285% support of the Panel) that the intervention is appropriate.
Category 2A Based upon lower-level evidence, there is uniform NCCN consensus (285% support of the Panel) that the
intervention is appropriate.
Category 2B Based upon lower-level evidence, there is NCCN consensus (250%, but <85% support of the Panel) that the
intervention is appropriate.
Category 3 Based upon any level of evidence, there is major NCCN disagreement that the intervention is appropriate.
All recommendations are category 2A unless otherwise indicated.
Note: All recommendations are category 2A unless otherwise indicated. This is the NCCN Guidelines for Poland. For definitions, see page DEF-1.
CAT-1
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