
383© Springer Nature Switzerland AG 2020 
R. Latifi (ed.), Surgical Decision Making in Geriatrics, 
https://doi.org/10.1007/978-3-030-47963-3_30

Our reluctance to honestly examine the experience of aging and dying has increased the 
harm we inflict on people and denies the basic comforts they most need.
Lacking a coherent view of how people might live successfully all the way to the very end, 
we have allowed ourselves to be controlled by the imperatives of medicine, technology 
and strangers.
Atul Gawande (Surgeon and Author), Being Mortal: Medicine and What Matters in the 
End
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Surgeons constantly face new challenges as 
knowledge and research along with technology 
are continuously evolving to surgically achieve 
optimal patient outcomes. Historically, surgeons 
have led by example through translational sci-
ence, implementing new technological innova-
tions, or advancing surgical techniques. Surgeons 
have followed the same time-honored leadership 
blueprint in the application of palliative care to 
the geriatric surgical patient (GSP). Palliative 
care is unique with its humanistic battlefield that 
not only seeks to holistically understand our 
patients and their families but also our colleagues 

and perhaps, most importantly, ourselves. This 
challenge is to the very essence of our souls, val-
ues, and culture, and not to surgical technique or 
technology.

We must behave and think differently to 
change this dogma lest we lose our purpose as 
surgeons: to treat our older surgical patients with 
compassion and dignity within a comprehensive 
patient-based approach. We must have dynamic 
vision and foresight of what is important to the 
GSP as defined not just by their pathology but by 
their personal, psychosocial, clinical situation, 
and overall quality of life (QoL). This perspec-
tive permits Surgical Palliative Care (SPC) to 
demonstrate integrity to the GSP’s entire situa-
tion to determine which course honors and fol-
lows the patient’s values best. This unique and 
vulnerable patient population needs us to be a 
different type of hero than the traditional paint-
ings of the famous general surgeons that line our 
country’s oldest and most prestigious surgery 
departments. In this chapter, we attempt to under-
stand the intersection of Geriatric Medicine 
(GM), surgery, and SPC. Barriers to SPC will be 
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acknowledged and discussed. Solutions and tools 
to assist the surgeon in this difficult transforma-
tion and decision- making will be postulated.

 Understanding Each Other: 
Geriatric Medicine, Palliative Care, 
and Surgery – A Prerequisite 
for SPC Decision-Making

A crucial first step in integrating SPC into an 
effective interdisciplinary team caring for the 
older age patient with serious surgical illness is 
an accurate understanding of the other disciplines 
involved, primarily GM and palliative care 
(PC). Why does each entity act and think in the 
way that they do? Mutual understanding and 
exchange of ideas through effective communica-
tion is a key component to working as a team to 
reach the moral and ethical common goal of opti-
mizing patient- focused care.

Cultural differences across disciplines and an 
unwillingness to engage in meaningful conversa-
tions contribute to isolation and limitations in 
interdisciplinary care. Ideally, the objective is a 
patient-focused, comprehensive interdisciplinary 
care team utilized for establishing palliative care 
decisions based on open discussions. A multidis-
ciplinary team differs from an interdisciplinary 
team because in an interdisciplinary team differ-
ent disciplines assume differing levels of control 
depending on the clinical and personal situation, 
whereas in a multidisciplinary team one disci-
pline is in charge of all decision-making and 
overall care. Surgeons may interpret this as loss 
of control and ownership of their patient.

The number of older adults undergoing proce-
dures for serious surgical illness is growing, as 
half of all US surgical procedures are in patients 
over 65, but their mortality rate continues to 
decrease [1, 2]. It is thought that over half of all 
procedures performed in the USA are in those 
over 65, and each individual in this group is likely 
to require at least one surgery [3]. Therefore, sur-
geons frequently manage older patients, but PC is 
under-recognized despite having demonstrated 
its efficacy, and the demand for SPC is constantly 
increasing [4].

SPC implementation has been problematic 
due to the various heterogenous clinical scenar-
ios inherent to the GSP.  The advanced patient 
care options available permits various surgical 
subspecialists to push the envelope for what GSP 
can tolerate. However, these treatment advances 
may come at an inconspicuous cost as GSPs are 
less likely to receive palliative or hospice care in 
their final year of life when compared to medical 
patients [5]. This is unfortunate since SPC 
patients have better pain management, higher sat-
isfaction with care, increased QoL, and reduced 
healthcare costs [6, 7].

Given the remarkable advanced surgical care 
now available, the pertinent question is shifting 
to “not can we operate but, rather should we?” 
What will the patient’s functional status be and 
how does that coincide with their wishes or 
advanced directive? Surgeons must shift to a 
comprehensive patient-focused, interdisciplinary 
care model that considers patient and family 
goals, values, and potential outcomes instead of 
what the technical surgical possibilities are. The 
nuances of the technical mastery of a Whipple, 
for example, are lost on the patient and his family 
if the patient becomes impaired and struggles 
with a protracted hospital course full of suffering 
that ultimately ends in their death anyways.

 What Makes the Geriatric Patient 
Unique?

The GSP is unique from a personal, psychosocial 
standpoint and a clinical perspective. Many of 
these patients have chronic illness, comorbidi-
ties, and decreased physiologic reserve that por-
tend worse postoperative outcomes. 
Polypharmacy complicates medical care in the 
elderly and is frequent as 39% of patients over 
65  years take more than five medications daily 
[8]. Furthermore, older patients frequently have 
baseline impaired activities of daily living 
(ADLs), decreased activity and independence, 
varying degrees of frailty, and impaired cognition 
[9]. The already complicated informed decision- 
making process is further complicated by the fre-
quent psychological and emotional impairments 
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prevalent in older patients. Appropriately, family 
and caregivers are asked to assist, care for, and 
make important healthcare decisions, but then 
indirect decision-making and surrogacy issues 
can further cloud the surgical decision-making 
process. The surgeon must accordingly recognize 
that they are treating a “care unit” consisting of 
patient, family members, and caregivers [10]. 
This “care unit” must be communicated with, 
educated, and involved in decision-making at all 
phases of the patient’s course. The GSP’s wishes, 
goals of care (GOC), and social situation are key 
elements to the decision-making process, and 
families should be involved early, and frequently, 
to establish a relationship with the physician in 
the event the patient becomes incapacitated or 
their wishes are unknown.

Additionally, given that over 1.7 million 
American geriatric patients are living in nursing 
homes or hospice, the social aspect of the 
patient’s life must be considered in any surgical 
decision [11]. For example, if the patient’s base-
line functional status is poor, as evidenced by 
hospice dwelling, then shared decision-making 
must be utilized before an intervention is planned. 
This can be especially challenging in new or 
acute surgical scenarios such as traumatic injury 
where the care is very protocolized and time is 
precious. This highlights the need for established 
GOC and realistic conversations months or years 
before an acute scenario arises, something that is 
not possible for a trauma or acute care surgeon to 
do. We must therefore rely on our primary care 
colleagues to routinely have and document these 
conversations in an easily accessible database. 
Patients should also be encouraged to share their 
goals with family members who will be entrusted 
to make surrogate decisions on their behalf 
should the situation arise.

 Geriatric Patients and Barriers 
to Palliative Care

Firstly, PC is frequently viewed as a terminal 
event with end of life care, but it offers so much 
more to patient, family, and the surgeon. This 
narrow perspective deprives patients of potential 

benefits and impedes optimal care. Secondly, a 
potentially dangerous and harmful false dichot-
omy exists: (1) palliative and symptom-based 
care aimed at increasing QoL from a physical, 
psychological, and spiritual perspective and (2) 
curative- and disease-focused care. These two 
areas are often seen as mutually exclusive. 
However, these two goals can and should be car-
ried out in parallel with a high level of coordina-
tion because a single clinician operating in a 
vacuum will struggle and typically fail to achieve 
this goal. The lead clinician should be determined 
by whether palliative or curative treatment is the 
goal.

Alarmingly, focus of care decisions are often 
heavily influenced by providers while exclud-
ing patient wishes, GOC, and without discuss-
ing pertinent end-of-life issues. A frequent 
misconception is that SPC is a primary care 
process rather than an adjunctive, parallel sys-
tem of care. In GSPs, the SPC process can be 
longer, more dynamic, and subject to change 
depending on numerous dynamic variables 
such as chronic illness, worsening comorbidi-
ties, and psychosocial personal change. Over 
time, the weight of each factor can change also 
as priorities shift and different decisions 
become appropriate. SPC and PC focusing on 
shared common ground (QoL, control over 
one’s life, care for patient and family, collab-
orative care etc.) will help to integrate these 
disciplines and deliver the best care.

 What Is Palliative Care?: Definitions, 
Principles, and Proper Use

PC is an essential part of total care offering a 
wide range of treatment and support for these 
patients and their families and is not just a place 
to send patients who we believe can no longer 
benefit from surgery for cure or where surgery is 
no longer a realistic, viable treatment option 
(Table 30.1). Nor is it equivalent to giving up or 
withholding care. It is not an “on” or “off’ switch, 
but rather a spectrum that assumes a larger and 
larger role of the care as a patient’s demise 
becomes more and more certain.
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Jerant et  al. acknowledged that PC must be 
individualized to unique patient populations, 
especially in assisted living situations [12]. They 
examined barriers to PC in the older age patient 
and proposed a model to overcome them. This 
“TLC” model consisting of timing, teamwork, 
longitudinal care, collaborative, and comprehen-
sive care was shown to improve palliative care 
interventions. PC is caring for the critically ill 
patient with advanced/terminal disease and their 
care unit with an “interdisciplinary” team whose 
primary objective is to increase QoL and decrease 
pain and suffering.

The graphs in Fig. 30.1 represent PC imple-
mentation models to help understand the PC 
team’s interrelationship with other disciplines. 
The first model is a dated and ineffective way to 
use PC, albeit the most common interpretation by 
the public and non-PC providers. The key to 
effective PC is early involvement with patient 
and family as well as early integration and forma-
tion of the interdisciplinary care team.

The above points give credence to the effec-
tive, proper use of PC models as are summa-
rized in Fig.  30.1b, c. As discussed, early 
coordinated involvement is critical to effective 
PC and decision- making. Curative treatment 
and palliative treatment (both medical and sur-
gical) should be carried out simultaneously and 

in parallel. The situation is dynamic. Constant 
reassessment, education, communication, and 
changing care goals to meet the situation are 
required within the patient’s clinical course and 
personal choices. The balance of treatment 
aimed at disease (curative) versus symptoms 
(palliative) as well as supportive care will vary 
according to time, place, and individualization 
of the patient’s situation. Services offered can 
be surgical, medical, and nonmedical. They are 
aimed at curative treatment when appropriate 
and always strive to decrease pain and suffering 
and increase QoL. With the integration of pal-
liative care, transition to different phases of 
care will be smoother with early and effective 
implementation as shown when these models 
are used.

Shared decision-making is a vitally impor-
tant PC principle as it centers on the patient, 
promotes interaction, and offers a degree of 
control over life to the patient and family. The 
PC team assists in decision-making and should 
be involved in end of life or de-escalation of 
care scenarios, fitting with the second PC 
implementation model. These situations are 
dynamic and patients and families frequently 
do change their minds, and early PC involve-
ment will help everyone get a better end result 
of increasing the patient’s QoL and decreasing 
pain and suffering and to clarify goals of care 
and expectations for treatment and prognosis. 
SPC necessitates the formation of an interdisci-
plinary care team in order to provide the high-
est level of care. Formation, acceptance, and 
integration of an interdisciplinary team will 
require major changes in work flow from the 
current practice for many.

 Surgical Palliative Care (SPC): 
The Concept of SPC as a Paradox  
Is a Potentially Harmful 
Misconception

Before undertaking surgery, the surgeon should 
consider the whole man, his life, history, habits, 
constitutional idiosyncrasies, previous ailments, 
interactions of his mind, embed and body.
John Hunter (Father of Modern Surgery)

Table 30.1 Principles of palliative care

Basis is a relief of pain and 
suffering (physical, 
emotional, and spiritual)

End of life care is one 
important part of 
palliative care not it’s 
“only” role

Improving quality of life Treatment of the 
“whole” patient 
(patient-focused model)

Multidisciplinary and 
integration into an 
interdisciplinary team

Continuous reassessment 
and change of objectives 
if necessary

Curative treatment and 
symptom-based palliation 
are not mutually exclusive

Symptom management

Early education, effective 
communication, and mutual 
understanding

Caring for the caretaker 
is essential

Early establishment of 
patient’s wishes, feelings, 
and goals of care

Palliative care extends 
beyond death and 
includes the bereavement 
process

V. F. Blood et al.
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 Surgical Palliative Care

SPC is PC applied to the advanced, seriously ill, 
or terminal surgical patient, while palliative sur-
gery is surgery performed to ameliorate symp-
toms without hope for curing pathology and is 
part of SPC. SPC has not been adopted widely or 
easily due to many current barriers impeding a 

surgeon’s acceptance and implementation of SPC 
into their arsenal of overall patient care.

 Barriers to SPC

SPC is not paradoxical, but is a valuable treat-
ment option and potential supportive tool for 

Disease Modifying Theraphy
Intent to Cure or Restore

Disease Modifying Theraphy
Intent to Cure or Restore

Disease Modifying Theraphy
Intent to Cure or Restore

Palliative
Care

Palliative Care
Symptom Management

Palliative Care
Symptom Management

Diagnosis

Diagnosis

Hospice Death

Hospice Death

Diagnosis Hospice Death

B
ereavem

ent

B
ereavem

ent

B
ereavem

ent

Fig. 30.1 (a–c) Diagrams of models of palliative care – demonstrating correct and improper use
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the surgeon (Table 30.2). The second PC imple-
mentation model demands that surgeons play a 
major role on the interdisciplinary team and 
permit the potential benefits of PC into their 
practice. These GSP clinical situations are 
complicated and fluid, so attempting to manage 
everything alone as a solo surgeon can lead to 
the consequences of acting as a “misguided 
hero”. This may be grave and harmful to patient 
and surgeon.

 The Historical Perspective of SPC: 
Return to a Surgical Tradition

Historically, palliative surgery was ubiquitous 
across surgical disciplines since surgery’s mod-
ern foundation and their early teachings reveal 
incredible PC foresight and compassion for the 
patient’s overall well-being as they recognized 
the importance of a patient’s QoL [13]. PS exam-
ples include Billroth performing a gastrectomy to 
relieve a patient of a horrible QoL with intracta-
ble vomiting, decreased nutrition, and an inabil-
ity to eat [14]. Cardiothoracic surgery’s simple 
incision through stenotic heart valves to relieve 
severe congestive heart failure symptoms is 
another [15]. Neurosurgical PS interventions 
include cordotomy for providing pain relief in a 
terminal patient [16].

It is important to reflect that Balfour Mount, 
a urologist, is credited with establishing the 
term palliative care in the early 1970s. His early 

writings described the principles of PC as we 
know them today [17]. Mount was extremely 
concerned and disheartened with surgery’s nar-
row-minded focus on surgical procedures and 
disease. He rejected this purely patho-centric 
model of care and stressed the need for one that 
combined disease- based factors with patient 
factors especially QoL and patient well-being. 
He believed that surgical and disease-based 
variables alone disregarded the most important 
element of total surgical care, the patient. He 
challenged the notion of outcome measures of 
survival and short-term morbidity as the only 
goals of surgical care. The reassessment of more 
important outcomes such as QoL and leading a 
good life devoid of, or with minimal, pain and 
suffering are prescient and on the mark. Mount’s 
challenge to his colleagues and higher level of 
thinking is where we must take surgical 
decision-making.

We must be compelled to stress the wonders 
of surgery in the larger context of patient well- 
being, function, comfort, and QoL. The surgeon 
must be engaged in all phases of care and 
administer effective communication to all 
involved in the surgical decision-making pro-
cess. The surgeon’s role is to guide treatment 
recommendations and support the patient and 
family. This is “true” courage and a surgeon’s 
purest, most noble destiny. Why SPC has not 
been more fully accepted into our culture as 
surgeons and in practice is concerning. The 
time is long overdue. We must be honest, accept 
the need for improvement, and take measures to 
do so.

 Surgical Palliative Care “Areas 
for Improvement”

 Surgical Culture: The Surgical 
Personality
What is a surgical personality and does it affect 
one’s ability to incorporate PC into surgery and 
a surgical decision-making framework? The 
“surgical personality” is a hardworking, self-
critical, strong minded, independent, decisive, 
action oriented, hands on individual with an 

Table 30.2 Barriers to surgical palliative care

Surgical culture
Surgical personality and training
Definitions of success and failure
Working with an interdisciplinary care team
Understanding of surgical ethics
Psychology of the surgeon – patient relationship
Miscommunication
Misunderstanding of palliative care
Paucity of research and corresponding high-level 
evidence
Uncertainty of prognosis, clinical and personal 
situation
Disease-based approach often given bigger role than 
patient-based factors and model
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absolute obsession on achieving positive results. 
This personality is stereotypical because these 
traits that attract people to become surgeons are 
the required characteristics in order to success-
fully endure the rigorous training and become 
competent surgeons [18]. However, these same 
necessary “survival” traits are not conducive to 
fitting in and working in a PC setting. 
Uncertainty runs  rampant in surgical decision-
making in relation to SPC in older adults with 
serious surgical illness. Uncertainty of progno-
sis, intricate personal and family dynamics, 
highly charged emotional situations, decreased 
function, frailty, dependence on others, and 
complex psychological issues are just some of 
the many challenges in SPC. For surgeons, per-
ceived loss of control of “our patient,” unwill-
ingness or reluctance to accept other colleagues’ 
opinions, and intense feelings also make it dif-
ficult to reconcile, but surgeons must undergo 
introspection and change if they want the best 
outcome for their patients.

 Surgical Training and Defining Success 
and Failure
Surgical training reinforces and even selects for 
the surgical personality. There is very little praise 
in training, but plenty of criticism and failure is 
defined by death, and complications are ques-
tioned and taken personally. What went wrong? 
What did you do? These frequent questions after 
failure may illicit many strong emotions includ-
ing guilt, self-blame, self-loathing, shame, and 
sadness. Surgeons are deeply affected by what 
surgical culture defines as success and failure, so 
it is critical to make a reassessment of outcomes 
and what our perception of success and failure 
are. In SPC, success can be a death, as long as the 
patient’s goals and wishes were achieved and fol-
lowed, respectively. Palliation can be a success 
by supporting your patient, so they may live the 
best life they can as defined by them until the 
end. A patient centric model of living life with 
quality until the end is as much of a success as 
curative treatment. The reality of incurable dis-
ease, unrealistic expectations, and death often 
bring to light our limitations and are seen as 
failure.

 The Psychology of the Surgeon: 
Patient Relationship

The geriatric patient confronting serious surgical 
illness often views the surgeon as a hero and sav-
ior, and a rescue is expected, even when impos-
sible. We can give our all to care for our patients 
even when there is no cure or surgical treatment 
but must not permit the hero/savior physician 
expectation to cause the surgeon to feel a sense of 
failure or frustration at not being able to cure or 
fix the patient because providing PC is frequently 
the best possible outcome [19]. When the sur-
geon feels like they have nothing to offer, this 
may be the time they actually have the most to 
offer their patient at his or her most difficult 
phase of life. Be there, show interest, listen, talk, 
support, be compassionate, and show presence. 
This may be the most valuable gift we have. We 
have ourselves. To offer ourselves is the ultimate 
gift to our patient even if there are no associated 
RVUs or CPT codes. We must learn to laugh and 
cry with our patients. Each patient and family 
will react differently. There is no right answer 
other than patient individualization.

The psychological phenomenon of transfer-
ence may be experienced by the patient after 
clinical deterioration or bad news. A recent sys-
tematic review by Srinivasa et  al. showed that 
patient complications effect surgeon personal 
and professional well-being and identified four 
main themes to these occupational hazards. (1) 
surgeons have feelings of anxiety, guilt, shame, 
and others that interfere with their personal and 
professional lives, (2) surgeons lack coping strat-
egies and can turn to substance abuse, (3) talking 
with trusted colleges is seen as weakness, and (4) 
these complications affect future practice [20].

 A Distinct Surgical Ethics

Ethics are foundational and play a daily major 
role in every SPC interaction. Patient autonomy 
and capacity are particularly emphasized given 
the prevalence and significance of control and 
dependence issues. Issues of surrogacy including 
advance directives add additional complexity, but 
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indirect surrogate decision-making should reflect 
what the patient would want given the totality of 
the circumstances. Strained patient family 
dynamics may also be a confounder due to com-
plex relationships and differing opinions. Finally, 
human bias, including the surgeon’s, may factor 
into the situation, but surgeons must educate and 
communicate effectively with surrogates so as to 
do what the patient would likely want. The inter-
disciplinary team must support and help navigate 
this complex dynamic.

Dr. Miles Little proposed a distinctly surgical 
ethics that overlaps with the goals of SPC and 
combines within the broader medical ethics [21]. 
He describes five distinct ethical principles of 
surgery within the surgeon patient relationship: 
First, rescue, the surgeon attempts to cure and 
save the patient and, if successful, is comfortable. 
Second, proximity requires self-awareness and is 
critical to understand how intimate and sacred the 
patient-surgeon bond is, and SPC must account 
for this. The ethical principles of ordeal and after-
math are the third and fourth principles where the 
surgeon must be present and guide the patient 
after the realization of the enormous physical and 
mental toll surgery has taken on them. Finally, 
presence is the fifth and final ethical principle. It 
is the only principle experienced solely by the 
surgeon and consists of being there for the patient 
in mind, body, and soul regardless of the clinical 
or personal course. Surgeons must never abandon 
their patient, and distancing behavior must be 
avoided [22]. Surgeons must always be present to 
support and demonstrate compassion, and the 
effect on family members, caregivers, and care-
takers alike cannot be overstated. The serious 
consequences this experience may have on care-
givers need further inquiry [23].

 Surgical Palliative Care Summary

Traditional surgical culture focuses on disease- 
specific or surgical outcomes, and their commu-
nication to patients is easy. Although challenging, 
we must explore our own personalities, training, 
psychology, ethics, and overall surgical culture. 
Our self-awareness will guide us through the 

SPC decision process which is complex, dynamic, 
and high-stakes emotionally and physically. We 
must help the patient care unit make the best 
decision possible within the context of the indi-
vidual patient situation and using all the informa-
tion we have available.

 Surgical Palliative Care  
Decision- Making: A Paradigm 
and Framework to Improve Care

 Introduction: SPC Decision-Making

Figure 30.2 depicts the framework of SPC surgi-
cal decision-making that can be used as an 
adjunct to assist the entire interdisciplinary team, 
not to solve the complicated clinical scenarios by 
following an algorithm, but should be included in 
the assessment of all patients to foster a cogni-
zance of the possibility of SPC for all geriatric 
surgical patients. Methods to foster and improve 
integration of PC into surgical and trauma ICUs 
must be thought of at each decision point with the 
individual well-being as the shared objective of 
all and the center [24]. Within this context for 
decision-making, the timing and physical loca-
tion of the patient are critical factors. The patient’s 
physical location (nursing home, skilled nursing 
facility, etc.) and the acuity of the surgical 
decision- making are critical as well with regard 
to an emergent situation or an outpatient elective 
procedure being considered.

 The Surgical Palliative Care Decision 
Points

The first and most important decision point is 
(Decision 1  – Fig.  30.2) whether or not to ini-
tially involve a SPC team with older ill patients. 
Uncertainty of prognosis, complex family 
dynamics, lack of understanding, complex 
decision- making, decreased capacity, and many 
other factors often make SPC involvement a 
necessity to best care, even when many surgeons 
may feel initially that formal SPC interdisciplin-
ary care teams may be unwarranted because they 
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can handle it themselves. SPC initiation does not 
have any requisite criteria for initiation although 
SPC guidelines for triggers to SPC involvement, 
as a means of increasing utilization and improv-
ing care, have been proposed [25]. Others have 
proposed protocols to accomplish essential SPC 
goals at reasonable time intervals [26, 27]. 
However, earlier is better so as to avoid the older 
implementation model of only engaging SPC 
after a decision has been made to not pursue fur-
ther aggressive measures.

Decision 2 of Fig.  30.2 is whether curative 
surgery is the correct option for the individual 
patient. Traditionally, SPC is initiated when the 
decision “no” has been selected, but this is too 
late for optimal SPC utilization. Even if curative 

surgery is pursued, palliative treatments and sup-
port can also continue in parallel. Palliative sur-
gery (decision 3) must account for not only the 
risk benefit discussion but also must factor preop-
erative optimization for what are typically very 
sick patients. The interdisciplinary care team is 
critical at all of the points in Fig. 30.2, and estab-
lishing the GOC is crucial, and GOC are read-
justed to focus on QoL and relief of pain and 
suffering. Decisions concerning disposition and 
social factors are critical and must be discussed 
thoroughly as a change in settings can be disrup-
tive and patients must feel in control and not 
abandoned.

Following Decision 3 of the SPC model is the 
critical decision to transition to end of life (EOL) 

Palliative Care (PC) Needed?
- Goals of care (GOC) unclear
- Poor Prognosis
- Unreasonable expectations

yes no

yes no

Formal PC Consult

Follow patient with Interdisciplinary team

Establish GOC

Decision 1

Decision 2

Decision 3

Reassess as necessary

Is curative surgery possible/desired?

Continue Care
- Council patient/family

- Consult PC
- Continue medical management

- Reassess GOC
- Reattempt Intervention
- Medical Palliation
- Pain management
- Comfort measures
- Consider hospice/end of life care

Successful

Unsuccessful no

yes

Is palliative surgery possible/desired?
- Consider other surgical specialty consult

Offer/perform curative surgery
- Follow with interdisciplinary team
- Restablish GOC as needed

C
ontinoous R

eassessm
ent basede on C

linical S
ituation

Fig. 30.2 SPC decision-making
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care. The physician must effectively communi-
cate the reasons for the transition and the process 
of EOL care while respecting the patient and 
family wishes. It should be a shared decision giv-
ing the care unit a role and sense of control of the 
situation. EOL goals of care must be established, 
support provided, and symptom management 
made a priority [28]. After death, the  bereavement 
phase must be acknowledged and all affected 
cared for.

In summary, palliation has historically been 
part of a surgeon’s job description and has been a 
major American College of Surgeons (ACS) edu-
cational goal for residency programs. Many edu-
cational initiatives have addressed this area from, 
“The Workforce on Palliative Care in Surgery,” 
the creation of a Resident’s Handbook in Surgical 
Palliative Care to ongoing educational and 
research conferences and workshops. The ACS 
has established PC guidelines [25]. Surgeons 
must lead by building on this strong foundation to 
restore the surgical tradition of palliation and SPC 
[19]. The educational component for SPC must be 
a priority, and it must focus on teaching that which 
can prove elusive to many brilliant technical phy-
sicians but is vital in SPC: the art of communica-
tion. There are models and aids to assist in 
cultivating this skill. “Breaking of Bad News” and 
EOL discussions are true tests of the ability of a 
surgeon to communicate an understanding of SPC 
and decision- making. Aids like the SPIKES 
Model give us guidance and structure to such dif-
ficult conversations [29], but it must be formally 
studied for trainees to learn it [30].

 Models and Quantitative Tools to Aid 
in Decision-Making

As outlined elsewhere in this book, there is an 
emerging area of research across surgery into the 
effect of frailty, i.e., a reduced physiologic 
reserve, on surgical outcomes. Intuitively, we all 
know that the more comorbidities a patient has, 
the worse they are likely to do the more invasive 
and longer a procedure is. However, measures of 
frailty actually quantify this effect, and, as one 
might expect, frailty has the potential to better 

predict outcomes and augment more traditional 
scoring systems for the prediction of morbidity 
and mortality.

Based on large datasets, over 150 different 
measures of frailty have been developed; how-
ever the most commonly used is the modified 
frailty index (mFI) [31]. The mFI is a set of 11 
comorbidities that are each assigned 1 point if 
present and include history of functional depen-
dence, impaired sensorium, diabetes, hyperten-
sion on medication, chronic or acute lung disease, 
myocardial infarction, congestive heart failure, 
angina/prior cardiac surgery/percutaneous car-
diac intervention, transient ischemic attacks, car-
diovascular accidents or stroke with neurologic 
deficits, and peripheral vascular disease/rest pain. 
Across several surgical disciplines, a high mFI 
has been associated with increased risk for death, 
complications, and other morbidities [32, 33]. 
However, given that this is a relatively new field 
of study, it is still unclear which index best 
applies to a given situation. For example, Ondeck 
et  al. showed that age and American society of 
anesthesiologists (ASA) scale better predicted 
adverse outcomes following hip arthroplasty 
compared to the mFI and Charlson comorbidity 
index (CCI) [34], while conversely this same 
group found that the CCI best predicted outcomes 
following spinal tumor surgery [35]. Conversely, 
Bateni et al. showed that the ASA, mFI, and CCI 
have limited predictive value for stage 4 cancer 
patients with bowel obstruction [36]. Therefore, 
while measures of frailty have promise to be used 
in predictive models of outcomes, several obsta-
cles remain: (1) each disease state (with its given 
intrinsic mortality) may be best predicted by a 
different frailty index; (2) there are a dearth of 
prospective studies in this field; (3) for a given 
disease, outcomes may be best predicted by some 
other non-frailty variable; however, more disease- 
specific study is needed; and (4) frailty indices 
have been validated for standardized endpoints 
such as mortality and postoperative complica-
tions; however, it is unclear whether they predict 
other endpoints such as long-term outcomes, dis-
charge home, or other QoL measures.

As alluded to above, the study of surgical out-
comes frequently focuses on in-hospital compli-
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cations and mortality; however it fails to identify 
other areas that matter to patient well-being. 
Traditional scoring systems such as the SOFA, 
APACHE, and intracranial hemorrhage score 
have all been developed to predict in-hospital 
outcomes especially mortality. The ethical issue 
with improving in-hospital survival at whatever 
cost is that it leaves the possibility that we will be 
discharging patients to a fate that is worse than 
death. One example of this is the decompressive 
craniectomy (DC) trials for malignant MCA 
infarction in elderly patients which showed that 
DC saved lives, but at the cost of creating signifi-
cantly more extremely disabled elderly patients 
[37]. As a result, patients deserve the information 
to provide informed consent to our interventions 
including the quantitative risk of never being able 
to function in society again or the inability to par-
ticipate in the activities they care about most, par-
ticularly relevant in the geriatric population, who 
have fewer years of life left and tend to be less 
interested in permanent significant disability than 
younger patients. Additionally, clinicians have a 
poor ability to predict short-term mortality and 
are frequently overly optimistic about prognosis 
[38]. The scoring systems discussed above are an 
attempt to account for a patient’s physiologic 
reserve to better estimate outcomes. Future stud-
ies must include long-term outcomes below in 
order for our patients to truly provide informed 
consent.

These somewhat overlooked areas of surgical 
research include patient pain, depression, dis-
charge location (home, nursing home, rehab), 
and long-term measures of QoL. For example, a 
recent systematic review found no randomized 
trials investigating QoL following cardiac sur-
gery among the elderly but did show, in lower- 
quality studies, that QoL decreases among 
8–19% of patients following cardiac surgery 
[39]. While this is only one example, it highlights 
the need for more study on endpoints that matter 
to patients such as the ability to return to work, 
pain, reintegration with society, and feeling like a 
burden on their families. One of the reasons these 
endpoints are underresearched is that it is logisti-
cally difficult to objectively measure them. Pain, 
for example, is fluid and changes by the day, thus 

making it difficult to reliably quantify. Another 
reason these endpoints are understudied is that 
we are not evaluated on them. Hospitals and phy-
sicians are heavily scrutinized for their mortality 
and complication rate; however long-term QoL 
measures are often overlooked as a quality 
measure.

While a somewhat abstract concept, measur-
ing QoL is an important endpoint that should be 
used more frequently in surgical research. 
Common measures of health-related QoL is the 
Short Form 12 (SF-12) and Short Form 36 (SF- 
36) which ask questions regarding pain and 
whether health (including emotional health) 
interfered with working, socializing, accomplish-
ments, etc. The major drawback to this type of 
scoring system is that the patient must be cogni-
tively present and able to complete the survey in 
order for it to be useful, and thus it may be less 
accurate among nursing home residents [40]. 
Another common approximation of patient QoL 
is the mini-mental status exam (MMSE), which 
can be useful to predict postoperative complica-
tions. For example, the MMSE have been shown 
to predict postoperative delirium and long-term 
cognition following cardiac surgery [41]. Other 
scoring systems designed for the PC practitioner 
have also been developed to predict short-term 
mortality among terminal patients. One of the 
most common, the Palliative Prognostic Index 
(PPI) includes variables such as oral intake, 
edema, dyspnea at rest, delirium, and the pallia-
tive performance scale. A PPI >4 is associated 
with a predicted lifespan shorter than 6  weeks 
[42, 43]. While these tools help to predict short- 
term survival, they are limited in their long-term 
predictive value, thus making their use as predic-
tors of long-term patient-centric outcomes 
limited.

In summary, while several systems for 
approximating frailty and predicting outcomes 
exist, their widespread implementation into pre-
operative decision algorithms is dependent on 
validation for each disease state and determina-
tion of their predictive value for non-traditional 
endpoints such as QoL, return to work, and pain. 
These endpoints are what patients care most 
about and should be included in future studies 
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examining long-term outcomes of our interven-
tions. However, as noted, prospective collection 
of these endpoints is difficult to obtain and dif-
ficult to use in research. Consequently, they have 
been largely ignored in favor of measuring mor-
tality. As a result, mortality is the most frequently 
studied endpoint in SPC [7, 44]. The goal of 
future research should be to determine an objec-
tive measure of long-term outcomes that could 
be used to establish goals of care including the 
decision to operate. Therefore, as a means of 
providing information for informed consent, we 
have an ethical obligation to study these end-
points and develop objective tools to predict 
them.

 Surgical Palliative Care Research 
and Ways to Improve the Evidence: 
Where Things Stand Today

The American College of Surgeons in 2003 iden-
tified seven key areas for the research and imple-
mentation of palliative care in surgery 
(Table 30.3). An excellent systematic review by 
Lilley et al. examined the state of the research in 
achieving these goals in surgical palliative care. 
They found only 25 suitable articles in the field 
of surgical palliative care have been published 
and only 9 of which are randomized clinical trials 
[7]. For purposes of brevity, we will only focus 
on surgical decision-making; however we encour-
age the reader to examine the Lilley article for 
more information.

Of the three studies that have investigated 
SPC and surgical decision-making, two by Miner 
et  al. examined the role for palliative surgery 
among advanced cancer patients. First, in 2004, 

they showed that palliative procedures (includ-
ing for obstruction, neurologic symptoms, pain, 
dyspnea, and jaundice) provided symptom 
improvement or resolution in 80% in 30  days. 
The median survival was 194 days from surgery; 
however the procedures were associated with 
29% morbidity and 11% mortality within 
30 days [45]. In 2011, they went on to describe 
how the palliative triangle of patient symptoms, 
values, and GOC can be used to carefully select 
patients for palliative surgery. Using this triangle 
they showed a 91% symptom improvement or 
resolution, lower postoperative morbidity (20%) 
and mortality (4%), and prolonged survival to 
212 days, on average [46]. Similarly, Tan et al. 
showed that among patients undergoing colorec-
tal surgery, those managed by a dedicated geriat-
ric surgical team focusing on preoperative 
evaluation/rehabilitation and functional recovery 
had a high rate of return to functional status post-
operatively [47].

Research on surgical decision-making among 
elderly patients is lacking. This is true for both 
palliative and curative surgery. At a minimum, 
surgeons should incorporate GOC discussions 
into all conversations with patients and their fam-
ilies pre- and postoperatively. The research out-
lined above is a start; however there is a 
tremendous paucity of work in this field. 
Specifically, there is a need for surgical decision 
algorithms that incorporate palliative care con-
cepts and predict mortality, QoL, and patient 
factors.

Gaps in knowledge must focus on patient 
function and QoL measures as well as effects on 
caregivers. Recent studies have emphasized that 
caregivers are subject to long-term effects of a 
loved one being hospitalized including post- 
traumatic stress disorder and lower QoL that can 
extend for over a year after hospitalization [48, 
49]. Physicians have a role in preventing some of 
these adverse effects through counseling and 
providing family-centered counseling, which 
may even reduce ICU length of stay [50]. In 
summary, we must ask the right questions that 
will help us and our patients arrive at the best 
decision for the patient in the broad context of 
the entirety of their situation. Of major  relevance, 

Table 30.3 7 Domains of surgical palliative care

Surgical decision-making (disease/procedure focused)
Patient decision-making (patient focused)
End-of-life decision-making (recognition and the 
process)
Symptom management
Communication
Process of care
Surgical education
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the effects on the caregiver’s well-being are 
often overlooked, and future research is needed 
to establish ways of better caring for the care-
giver and incorporating their opinions into the 
decision-making process.

Our approach to methodology along with 
studying the pertinent outcome measures and 
questions is key. The longitudinal nature of older 
patient’s care can cross many care settings and 
physicians and can include the opinions and 
biases of multiple caretakers. Collecting data is 
difficult due to the patient’s inability to partici-
pate in feedback secondary to decreased cogni-
tive or overall function, frailty, loss to follow-up, 
distorted, missing data, and even death. Alternate 
means of gaining data may be needed including 
behavioral observation or data obtained by prox-
ies given that randomized control trials are diffi-
cult in this setting [51, 52].

SPC decisions are of great complexity. 
Decision science examines all techniques and 
issues of such a decision-making process. 
Collaboration with PC as evidence grows may 
help ensure the decisions are made in the context 
of patient and family desires [53]. Best evidence 
and a structured decision process which requires 
study is needed to ensure that all relevant, critical 
SPC issues are addressed and help enable patients 
and families to be informed so as to make the best 
decision in accordance with the patient’s wishes 
and values.

 Conclusion

Cure some, Treat often, Comfort all.
Hippocrates

Through the lens of the surgical geriatric 
patient with serious illness, we examined barri-
ers, proposed aids, and solutions, demonstrated a 
basis for these tools and where future inquiry can 
optimize SPC. SPC deserves its place in the field 
of surgery. In the end, it is about us and our 
patients. It is both that simple and complex. 
Peace for our seriously ill geriatric surgical 
patients can be achieved with dignity and human-
ity. A focus on the patient, their QoL, wishes, and 

“entirety” as people is necessary and of great 
importance to this “success.” Achieving accept-
able QoL, patient well-being, and dying devoid 
of pain and suffering is the means to this peace 
for patient, family, and surgeon. We must 
acknowledge we are human with all that entails: 
weakness, strength, fear, courage, and hope. It is 
our job to do the best we can with the objective 
data available and, most importantly, incorporate 
it into a patient-centric, interdisciplinary, and 
comprehensive model of care. We must give our 
geriatric surgical patients with serious and 
advanced disease the best life possible and an 
acceptable QoL as defined by the patient to the 
very end. A prolonged death filled with angst, 
pain, and suffering of the physical, emotional, 
and spiritual type must be accepted as wrong, 
harmful, and, ultimately, eradicated. While 
daunting, this will truly make us the heroes our 
patients often see us as. This chapter is meant to 
inspire and support surgeons in the pursuit of this 
most humanistic and pure form of care. The time 
for this paradigm shift in surgical culture is now. 
Good luck to all.
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