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Palliative care is an interdisciplinary team approach aiming at improving quality of life (QOL) of patients with
serious illnesses and their families, with an expertise in symptom management, psychosocial care and facilitation of
decision making throughout the disease trajectory. Over the past decades, there has been a growing body of evidence
to support the role of palliative care in improving symptom control, QOL, quality of care, illness understanding,
patient/family satisfaction, bereavement process, and cost of care, especially in the field of cancer care.

Hospitalized patients with advanced cancer or other serious illnesses often have multiple comorbid diagnoses (e.g.,
cerebrovascular disease, chronic obstructive pulmonary disease, heart failure, chronic kidney disease, liver cirrhosis)
and medical complications (infection, electrolyte abnormalities, organ failure). Progression of underlying diseases
coupled with these conditions can contribute to significant physical and psychosocial symptom distress resulting in a
decreased QOL toward the end of life (EOL). To provide individualized care when faced with these challenges,
physicians need to tailor decisions to the individual patient/family based on multiple factors. These may include
patient/family factors (e.g., prognosis, performance status, comorbidities, disease understanding/acceptance, EOL
preferences, decision making style, social factors, logistics, and family/social support), disease/treatment factors (e.g.,
curability, aggressiveness of disease, response to current treatment), and clinician factors (e.g., the level of training,
personal experience, discomfort talking about death, perception about “good death”, inpatient/local health care
resources including palliative care specialist).

In this session, we will discuss the essential skillset for primary care physicians to provide optimal palliative care
based on current evidence, including Ssymptom management, prognostication, interdisciplinary team approach, timely
EOL discussions, and comfort care.



