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Abstract

Mnemonics are word formulations that aid physicians in recalling instances hidden among typical applications and may be neglected due to
workload. Mnemonic abbreviations that benefit not only physicians but the entire care team are widely used throughout the world. Given that
palliative care is the work of a multidisciplinary team, these mnemonics become even more significant. The aim of this study is to introduce the
acronym “SAFE HUGS IN PC” (Sleep patterns, Analgesia, Feeding, Environment, Hospital Discharge-Home Care, Ulcer, Gastrointestinal,
Social Support-Spiritual, Infection, Need of Religion, Physiotherapy-Psychotherapy, Goals of Care), which we believe will meet the requirements
in the palliative care. The following databases were searched: CINAHL, Cochrane, Embase, MEDLINE, and Pubmed for studies exploring expe-
riences of palliative care. With this mnemonic, which we use in our own clinic, patients’ and patients’ relatives’ satisfaction and end-of-life quality
have increased. We believe this simple mnemonic will encourage teamwork and help improve the quality of life on palliative care.
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« Palliative care (PC) refers to a multidisciplinary process. It is essential that daily support, treatment and follow-ups are carried out sensi-
tively with a multidisciplinary approach.

e The use of mnemonics to provide quality care has a proven benefit.
* Mnemonic abbreviations that benefit not only physicians but the entire care team are widely used throughout the world.

* The aim of this study is to introduce the acronym “SAFE HUGS IN PC” which we believe will meet the requirements in the PC.

Introduction

The number of people living with life-threatening chronic diseases is increasing in recent years as life expectancy
has increased. Therefore, the popularity and necessity of palliative care (PC) are gaining importance day by day.
Palliative care is a type of care that is not only provided to oncology patients but also covers the service provided
for all kinds of life-threatening diseases. Palliative care is defined as an approach that should be applied in the early
stages of a disease, with active treatment beginning with the diagnosis of a life-threatening disease and other treat-
ments aimed at prolonging life and continuing with the support of the patient’s relatives after death or the surviving
patient’s rehabilitation process."? In the bow-tie model, Hawley?® stated that the patient may not always die at the end
of PC and that the rehabilitation process can be maintained, contrary to the traditional understanding.

Palliative care aims to improve the quality of life for patients and their families by reducing pain and other symp-
toms related to the disease, assist in the treatment process, and provide moral and psychological support to both
the patients and their relatives." Palliative care refers to a multidisciplinary process. Therefore, it is essential to carry
out daily support, treatment, and follow-ups with precision. We believe that some mnemonics frequently used in
mntensive care units will be handy and crucial in PC both to improve patient care quality and prevent potential
errors. Vincent’ published the FAST HUGS mnemonic to identify and control critical aspects in the overall care of
critically ill patients admitted to the intensive care unit. Following that, FAST HUGS modifications and many simi-
lar abbreviations were published.®® It is concluded that with these mnemonic abbreviations, practical applications
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become more significantly easier, complications are reduced,
and professional medical care quality and treatment success
are increased.

We believe that arranging these proven mnemonics accord-
ing to the purpose of PC and using them as checklists will
contribute significantly to the improvement of patient care
quality and strengthen communication with patients and
their relatives to determine care needs and not to ignore the
necessary care goals.

These checklist abbreviations, which will be created in PC
services, will enable both the physicians who organize the
treatments and the assistant health team who perform the
follow-up and treatment to do their work correctly and
accurately.

We introduced and recommended a PC-specific version of
a checklist (Sleep patterns, Analgesia, Feeding, Environment,
Hospital Discharge-Home Care, Ulcer, Gastrointestinal,
Social Support-Spiritual, Infection, Need of Religion,
Physiotherapy-Psychotherapy, Goals of Care [SAFE HUGS
IN PC]) equivalent to the mnemonics FAST HUGS and that
has proven eflective in intensive care units with its reminding
power.
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Clinical and Research Consequences

To highlight some crucial aspects in the daily general care
of all PC patients, we want to propose the concept of SAFE
HUGS IN PC (Table 1) as a helpful and straightforward mne-
monic. This mnemonic helps to include all palliative physi-
cians, nurses, physiotherapists, psychiatrists, nutrition teams,
and chaplains in PC. The aim of introducing the mnemonic
is to prevent PC team members from being mentally over-
whelmed, eliminate probable care defects, improve care qual-
ity, promote communication with patients and their families,
and create an effective treatment environment.

In our own clinic, we use the SAFE HUGS IN PC mnemonic
in order to implement a memorable method that includes all
the necessary parametres in the follow-up of our patients,
suitable for practical application. We put forth the impor-
tance of this mnemonic and the content of its subheadings
as follows:

S for Sleep Patterns: Sleep disturbance is a term used
to describe symptoms of perceived or actual sleep pattern
change.? Sleep disturbance is stated as less than 7 hours of
sleep, sleep latency of more than 20 minutes, wake after sleep
onset (WASO) of more than 10%), daytime napping of more
than 2 hours, and a sleep efficiency of less than 80%.'" Sleep

Table 1. Parametres of SAFE HUGS IN PC

Initial Main Title Subheadings

S SLEEP PATTERNS Sleep disturbances
Sedatives

A ANALGESIA Analgesia (pain control) 5 A components
Agitation
Anxiety (Antidepresants-Anticonvulsant)

F FEEDING Feeding (nutritional support)
Family needs

E ENVIRONMENT Environment (enough daylight, noise, visitors staying late,temperature control, suitable environment to prevent delirium)
Empathy

H HOSPITAL DISCHARGE Hospital bed avoidance (discharge from hospital)

HOME CARE Heading out of bed (mobilization)

U ULCER Ulcer; pressure ulcer-skin care

G GASTROINTESTINAL Constipation, nausea-emesis, diarrhoea

S SOCIAL Social motivation
Spiritual and emotional support

I INFECTION Infection, inflammation

NEED OF RELIGIOUS Need of religious; support in accordance with his religious belief

P, PALLIATIVE Physiotherapy 3 P components
Psychotherapy
Preparedness

C CARE Consultation
Goals of care
Communication
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disturbance 1is a significant problem, especially for palliative
patients with a life-threatening disease.

Inadequate or frequently interrupted sleep state may contrib-
ute to daytime fatigue and weakness, cognitive decline, agita-
tion, increase in the potential for depression and delirium,
reluctance to physiotherapy, increase in symptoms including
pain, nutritional deficiencies, immune deficiency, treatment
rejection, and deterioration in the quality of life.'"? Sleep
disturbances can also affect caregivers, increasing their work-
load and leading to burnout syndrome.'® Studies have shown
that 42%-95% of caregivers of patients with terminal cancer
have mild to severe sleep disturbances and may persist not
only during the provision of care and attention but also after
the patient’s death.'™"® The deterioration of the quality of life
of caregivers seriously affects the care and support provided,
causing an unavoidable avalanche effect. The effect of this
avalanche becomes not only the patient’s problem but also
the problem of the entire palliative team, including nurses,
social workers, physiotherapists, and psychotherapists. The
main thing is to take appropriate measures to prevent this
avalanche effect before it occurs. Therefore, it is crucial to
control the sleep pattern at least once a day in the daily evalu-
ation of palliative patients. A malfunction that occurs in a
single chain will render the wheel unworkable in scenarios
connected like a chain. That is how critical sleep is for the
wheel to turn in palliative patients.

The treatment approach for a sleep disorder is usually
pharmacological (Table 2). However, non-pharmacological
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treatments, such as music, have been demonstrated to be more
effective than traditional methods in several studies.'®'” The
most effective treatment is to use daily checklists to identify
predisposing factors and to prevent sleep disturbance before
it arises. Checklist control with mnemonics can play an active
role in identifying and preventing sleep disorders. The pain
factor, which is one of the most important predisposing fac-
tors leading to sleep disorder, is stated below, together with

5 components of A as the second letter of the mnemonic.'®!

A for Analgesia (5 components of A): The greatest fear
among individuals with a life-threatening illness is pain. In
PC, effective pain management is crucial, which may act as
a predisposing factor for many symptoms. Inadequate pain
management has several negative consequences, including
sleep disturbances, malnutrition, immunodeficiency, delir-
ium, depression, physiological inadequacy, and a detrimental
impact on the quality of life of patients and their families.

Although it has been stated that 75%-90% of end-of-life pain
can be effectively managed, pain rates are high even in people

receiving PC.?**? Inadequate pain management may be due

to many factors as follows:?"**

¢ clinician’s failure to assess or care about pain,

e believing that pain is a usual symptom in patients in need of PC
(“That much pain is normal” mentality),

* pain to be overlooked,

e opiophobia of the clinician,

e belief that after early pain management, there will be no option for future
Ppain management,

Table 2. Pharmacologic Management for Sleep Disturbances'®*

Sedative-Hypnotics General Doses*

Zolpidem 5-20 mg Lower dose should be used for older or debilitated individuals, patients with impaired
hepatic function

Zaleplon 5-20 mg Lower dose should be used for older or debilitated individuals, patients with impaired
hepatic function, and patients taking cimetidine

Eszopiclone 1-3 mg Lower dose should be used for older or debilitated individuals

Benzodiazepines

Flurazepam 15-30 mg Lower dose should be used for older or debilitated individuals

Estazolam 0.5-2 mg Lower dose should be used for older or debilitated individuals

Temazepam 7.5-30 mg Lower dose should be used for older or debilitated individuals

Triazolam 0.125-0.25 mg Lower dose should be used for older or debilitated individuals

Quazepam 7.5-15 mg Actual doses should be determined on an individual basis

Melatonin receptor agonists

Ramelteon 8 mg Approved for long-term use

Antidepressants

Doxepin 3-6 mg -

Amitriptyline 10-100 mg -

*Actual doses should be determined on an individual basis.
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* concern about unwanted side effects of pain relievers,

e patient’s reluctance to express pain (desire to be a good patient, belief

that increasing pain worsens illness, and willingness to deny it).

Pain should be evaluated during the day. Among the scor-
ing systems to evaluate this, the most accepted are the Visual
Analog Scale, Verbal Rating Scale, and Wong-Baker FACES
Pain Rating Scale. Mnemonics contribute to communication
with patients and caregivers, increasing pain awareness and

the success of appropriate pain management.

Table 3. Pain Management®***"2

Opioids for Pain Management (Adult)

Starting Oral
Doses® Duration of Action
Morphine 15-30 mg 3-6 hours
Codeine 15-60 mg 4-6 hours
Hydromorphone 2-4 mg 4-5 hours
Hydrocodone 2.5-10 mg 4-8 hours
Oxycodone 5-10 mg 3-4 hours
Oxymorphone 10 mg 8-12 hours
Methadone 5-10 mg 4-6 hours
Fentanyl (buccal 100-200 pg 2-4 hours
tablet)
Fentanyl (transdermal 25 pug h! 48-72 hours
patch) (worn for 3 days)
Buprenorphine 5-10 pg h! -
(transdermal patch) (worn for 7 days)
Oral Adjuvant Analgesics
Typical Starting Usual Effective
Dose Dose
Gabapentin 100-300 mg 300-1200 mg twice or
once daily thrice daily
Pregabalin 25-75 mg twice daily 300-600 mg
twice daily
Carbamazepine 50-100 mg twice daily 300-800 mg
twice daily
Topiramate 25-50 mg daily 50-200 mg twice daily
Oxcarbazepine 75-150 mg twice daily 150-800 mg
twice daily
Tiagabine 4mga 4-12 mg twice daily
Tricyclic 10-25 mg 50-150 mg
antidepressants
Amitriptyline
Nortriptyline
Desipramine
Dexamethasone 1-2 mg -

“Doses given are guidelines for opioid-naive patients; actual doses should
be determined on an individual basis.
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Effective pain management involves a multidimensional
approach that includes personalized pharmacological
and non-pharmacological interventions according to the
patient’s specific situation.?* In the pharmacological man-
agement of pain, the use of non-opioid analgesics such as
acetylsalicylic acid and acetaminophen, nonsteroidal anti-
inflammatories, and opioids can be gradual and combined,
or it can be supported by additional adjuvant methods
(Table 3).%%

Non-pharmacological methods are therapeutic complements
to pain-relieving drugs that decrease the need for greater doses
and the incidence of possible side effects. These methods can
help reduce pain and distress. Approaches include palliative
radiotherapy, complementary/alternative methods, focused
relaxation and breathing, acupuncture, and cognitive/behav-
ioural techniques.”®!

Agitation and anxiety, with or without pain, are common in
PC patients. Anxiety is usually a feeling of fear, worry, and
restlessness. Irequently, the patient 1s unable to pinpoint the
source of the anxiety and feels uncertain about the future.
The main treatment of anxiety is non-pharmacological
approaches.” In cases of severe anxiety, the addition of phar-
macological treatment may be helpful. Antidepressant is used
both as an adjuvant in the treatment of pain and in the pre-
vention of anxiety-depression in PC patients. It can cause
unrelieved pain, agitation, and anxiety. The use, necessity,
and dose adjustment of antidepressants and anti-convulsions
can be easily determined with these symptoms, which are
significantly common in PC patients. By taking the required
precautions and providing appropriate therapy, rational drug
use targets can be reached.

F for Feeding: In PC patients, inadequate nutrition and, as
a result, malnutrition are pretty prevalent. One of the most
basic necessities for maintaining vital functions and improving
quality of life is adequate and balanced nutrition. Therefore,
nutrition plays a crucial role in enhancing the patient’s qual-
ity of life in PC. When the disease progresses, PC patients
become malnourished for various reasons (severe anorexia,
early satiety, chronic intestinal obstruction, nausea, vomiting,
weakness, taste changes, etc.). Why are insufficient nutrition
and malnutrition important? In malnourished patients, the
musculoskeletal system, immune system, respiratory system,
cardiovascular system, and nervous system are adversely
affected due to which sarcopenia, the tendency to get infected,
pressure sores, acute kidney failure, and increased mortality
are observed. Nutritional care plays an essential role in symp-
tom relief and as part of treatment, in addition to optimizing
the quality of life and a sense of well-being.

Timing is important in determining the indication for PC and
nutritional support in cancer patients. Parikh et al* stated
that nutritional support should be started simultaneously with
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System Problems

Table 4. Management of Nutrition and Gastrointestinal

Nutrition Management (Adult)

Energy requirement

25-30 kcal kg! day™!

Should be measured
individually

Protein requirement

1-1.5 g kg! day™

Should be measured
individually

Choice of energy
substrates

Increase the ratio of
energy from fat

Should be measured
individually

Pharmacologic Management of Nausea and Vomiting

Typical Starting
Dose

Frequency

Metoclopramide

10-20 mg PO IV SC!

Every 6-8 hours

Ondansetron 4-8 mg PO IV 1 or 2 times daily
Granisetron 1 mg Twice daily
Mirtazapine 15-45 mg PO Every night
Promethazine 25 mg PO 4-6 hours
Constipation

First-Line
Treatment

Second-Line
Treatment

Evaluate Possible
Causes

Oral laxatives

Rectal suppository

Exclude intestinal

obstruction and
opioid-induced

constipation

and enema

PO, Per Oral; 1V, intravenously; SC, subcutaneously.
General comments and recommendations of cancer patients. It must be
determined on an individual basis.

curative treatments and in the early period. It takes a lot of
time and effort to treat malnutrition and dietary deficiencies.
Therefore, it is vital to provide adequate nutritional support
at the right time. Nutrition, which is a dynamic process, is also
a parametre that should not be ignored and remembered in
the daily follow-up of patients. It should not be forgotten that
the nutritional level of PC patients affects the quality of life,
and appropriate nutritional support should be initiated by
revealing the nutritional levels of the patients with nutritional
screening tests®™** (Table 4). The role of mnemonics is impor-
tant in providing nutritional support with daily follow-ups.

Family Needs: There is no doubt that the PC process is
also a challenging period for sick family members. The qual-
ity of life of family members is directly related to the quality
of life of the patient.

Family caregivers may become overwhelmed by the respon-
sibilities placed on them. The structures of families are very
diverse, and they may need psychosocial support.*® In the F
part of the mnemonics, it is essential to evaluate the family
needs and provide the necessary support. This need should
also be taken into account and not forgotten as much as
possible.
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E for Environment: Palliative care patients with life-
threatening diseases spend their final days in the hospital
environment. In a way, this hospital environment, which
has become their home, is the last resting place for most
patients. This is a caring environment that will alleviate pain
and suffering, and it is the key to improve one’s quality of
life. Studies have revealed that the physical characteristics of
the hospital and the socio-cultural relationship environment
with the hospital staff can negatively affect the experiences
of PC patients.

Sometimes even minor details can become important for
patients with a life-threatening illness who spend their time
in a hospital environment. These details are directly related
not only to the physical environment but also to the social and
cultural shares in the environment in which they live. In PC,
in addition to focusing on treatment, pain relief, and other
clinical interventions, providing an aesthetically pleasing and
home-like warm environment not only increases their qual-
ity of life but also contributes to their recovery or to spend
their last days in prosperity by preventing symptoms such as
delirtum-depression, agitation, and pain. Aesthetically pleas-
ant and home-like environments have been demonstrated to
improve the relaxation and positive emotional experiences
of vulnerable patients in studies.® Establishing empathy
to create a suitable environment (sufficient daylight, suitable
temperature level, prevention of noise, night sleep arrange-
ment, proper timing of visitor hours, etc.) can be effective in
providing a patient-specific environment and increasing com-
munication power.

H for Hospital Discharge (Preparation for Home
Care): No matter how hard PC professionals try to create
a home-like environment for patients and family caregivers,
patients desire to spend as much time as possible at home
during their final days. Studies have shown that the major-
ity of patients and family caregivers want to wait for death
at home.”?" It is critical to prepare the patient and caregiv-
ers for home care and provide the required training during
PC follow-ups. Going home can be frightening, particularly
for care providers. It is also part of the care process to help
patients and their caregivers gain a sense of relief and confi-
dence after psychological training. We implement this process
with the training forms we prepare in our own clinic.

Heading out of bed, in addition, should be encouraged for the
mobilization of patients whose general condition is suitable.
Patients who are psychologically tired and fragile regard their
bed as a castle and feel insecure outside of it. Fear of pain,
anxiety that the disease may worsen, weakness, depression,
and reluctance all limit the mobilization. The mobilization
parametre should not be disregarded in PC patients whose
overall state is suitable due to its psychological and physiologi-
cal benefits.
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U for Ulcer (Skin Care): Pressure ulcers are conditions
associated with morbidity and mortality, causing both phys-
ical and psychosocial pain and distress in patients. Pressure
ulcers are among the significant causes of mortality as a
source of bleeding and infection.* The number of deaths
caused by pressure sores alone, as well as the cost of treat-
ment, are far too large to be ignored. The best treatment
for pressure ulcers, which both severely reduce the quality
of life and have a high mortality rate, is to prevent their
occurrence. After a pressure ulcer has formed, treatment
1s both more difficult and costly. Therefore, it is vital that
pressure ulcers are followed closely, and wound care 1s given
appropriately and regularly. Wound care with regular fol-
low-ups 1s beneficial in preventing the development of pres-
sure ulcers as well as stopping the progression of the ulcer’s
stage and healing it. Awareness and mnemonics about pres-
sure ulcers to provide a better quality of life can be efficient
tools in preventing their occurrence.

G for Gastrointestinal: Gastrointestinal system (GIS)
problems are frequently seen in PC due to existing diseases,
multiple drug use, side effects of drugs used, and treatments
such as chemotherapy and radiotherapy. Nausea-vomiting,
diarrhoea, constipation, and cramps are all disturbing
results that have a negative impact on one’s quality of life.
Gastrointestinal system manifestations can aggravate pain
and contribute to insomnia, fatigue, and weakness. This sig-
nificantly impairs the quality of life of both the patient and
caregivers. It is crucial that these disturbing and sometimes
severe symptoms should be evaluated daily and given the
necessary treatment and that they cannot be ignored for the
quality of life of the patient and, therefore, the caregivers
(Table 4).

S for Social Support (Spiritual): Palliative care patients
are incredibly fragile and can easily lose their motivation.
Therefore, social, emotional, and spiritual support becomes
vital in this patient group. Psychosocial activities can help
them feel better by improving communication, relaxation,
awareness, and a sense of importance and utility. The need for
spirituality grows as the process develops. Patients seck ways
to deal with this process emotionally. Spirituality increases the
patient’s sense of power and acceptance while reducing anxi-
ety and depression rates. Spirituality has been shown to play a
crucial role in coping with advanced diseases and enhancing
patient well-being in studies. Spirituality and religion are dif-
ferent concepts. On the other hand, spirituality is defined as a
notion that signifies the meaning of life, as well as a person’s
attitude towards life, beyond religious belief and practice, and
can gain new meaning as a result of the disease.’** People
may have spiritual needs whether or not they follow a specific
religion. Spiritual needs are an integral part of holistic care
and are of great importance in terms of quality of life.
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I for Infection: Due to a variety of disease-related and
treatment-related factors, PC patients are particularly vul-
nerable to infections. Although there are contradictions in
terms of antibiotic use in PC, they can be considered part
of a good PC plan if life-threatening infections impair qual-
ity of life. The integration of PC with infection management
is a novel approach that has the potential to reduce time-
consuming procedures while also improving the service qual-
ity.*! Infection management becomes even more critical in the
new patient profile (likely to recover) created by the evolution

of PC.

N for Need of Religion: Each patient referred to PC comes
from a different religious and cultural background. Thus,
every patient or caregiver has (or does not) individualized
beliefs and religiosity. Religiosity is related to the degree to
which individuals believe in, follow, and practice a specific
religion. When the heterogeneity of many societies is consid-
ered, it is seen that there are differences in approaches to PC
and end-of-life problems in different cultures and religions.
Decisions made are influenced by the beliefs of the patient
and family caregivers.** It is critical for end-of-life patients
to contact a clergyman who is a member of their religion to
minimize their anxiety and fear, strengthen their inner peace,
and eliminate their loneliness. Sometimes, religious support
can be more effective for patients and their relatives rather
than treatment.

P, for Palliative (Physiotherapy, Psychotherapy, Prepar-
edness):  Physiotherapy strives to maximize movement and
function to improve movement potential and treatment and
rehabilitation to achieve a higher quality of life. On a patient-
centred basis, physiotherapists are part of a multidisciplinary
PC team to improve patients’ quality of life who are regarded
to be in need. It is suggested that patients with the most fre-
quent symptoms requiring PC, such as pain, weakness, cough,
and shortness of breath, can benefit from symptom control
with physical therapy.” In addition to physical activity, psy-
chological activation and relaxation are also highly beneficial
in PC patients.

Psychotherapy 1s a psychological intervention that can assist
patients and caregivers in coping with the process while
also reducing anxiety, fear, and pain. Studies have proposed
that meaning-centred psychotherapy can help to cope with
difficulties.***

Preparedness for care has both a physical and emotional com-
ponent. Family caregivers’ preparedness for physical care,
challenges, and death of the patient can be regarded as a pro-
tective factor against adverse outcomes.*®

C for Goals of Care (Communication): Carc goals
include planning treatments, the intensity of care, planning
future care needs, determining what is essential to the patient,
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resuscitation preferences, and discussing prognosis. The care
goals of the patients should be aligned with their preferences
and values and planned early.

Communication is a must-have tool in setting care goals. It is
crucial in assisting the patient in accepting reality and adapt-
ing to challenges.

Conclusion

Palliative care is a type of care that needs to be performed
with the help of multidisciplinary teams. Some details that
are significant to the patient and family caregivers may be
forgotten or missed while the focus is on treatment. However,
with this mnemonic, essential interventions can be made,
and teams such as nurses, physiotherapists, psychotherapists,
clergy, and nutrition teams can readily be incorporated into
the care. We anticipate that all relevant multidisciplinary
teams will be engaged in care by using this simple mnemonic,
resulting in a considerable improvement in quality of life.
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