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Abstract.
Terminal head and neck cancer is one of the most distressing ways a person may die as it
affects the patient’s quality of life widely. The comprehensive multidisciplinary management of
patients’ physical, psychosocial, and spiritual needs will enhance the possibility of patients and
their families obtaining the best quality of life. This includes adequate symptom control, being
treated as a whole person and achieving a sense of completion. By such holistic care, patients
will experience a peaceful ending.
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中文摘要
末期頭頸部癌症對生活品質的廣泛影響，使其成為最痛苦的死亡之一。完整而全
方位的照顧，針對患者身心靈需求的提供，特別是足夠的症狀控制、整體性的評估及
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治療，使病患得到身心靈的整合，將可大幅提高病患及家屬的生活品質。透過全人照
顧的方式，善終將是可以期待的。

關鍵字: 頭頸部癌、安寧緩和醫療、生活品質、善終

INTRODUCTION

effects of treatments (morbidity), and patient-related

Hospice care is an active total care of patients with

factors (psychological problems, substance depend-

progressive, far-advanced disease and a short life ex-

ence, lack of economic or family support), patients

pectancy to achieve the best quality of life for patients

with head and neck cancer present particular chal-

and their families through the control of physical

lenges to health care professionals. Thus, management

symptoms, psychosocial and spiritual problems [1].

of this disease in the terminal phase is best provided

The model of care is holistic, since the experience of

by an interdisciplinary team.

patients is dependent on the interaction of physical,

In this article, we review the literature on the

psychological, social, and spiritual factors. Because

terminal phase of head and neck cancer patients, and

every patient is unique, optimal care needs to be indi-

provide information about the specific physical, psy-

vidually tailored, though patients with the same cancer

chosocial, and spiritual distress faced by such patients

may face similar problems. There is currently little

and their families, as well as the challenging complex

material available about the care of the final phase of

problems encountered by professional care givers.

life in patients with head and neck cancer.

This may enable each member in a comprehensive

In spite of extensive progress in oncology treatment, cure rates for head and neck cancer have only

care team to cooperate well in the provision of real
“total” care for those patients.

increased slightly during the past few decades. As local control has improved with the use of multimodal-

PATIENTS

ity therapy, failure patterns have changed, with an in-

Terminal head and neck cancer is one of the most

creased proportion of patients who fail distantly. This

unpleasant ways a person may die [8] since the struc-

is the cause of death in nearly a third of patients [2, 3].

tures of the head and neck are disfigured by tumor,

Second primaries in the head and neck region are

previous surgical interventions and side effects of ra-

common, in perhaps one in eight patients, and are as-

diotherapy, and the dying process is slow, lingering,

sociated with a poor prognosis [4]. In cases of recur-

and painful [9]. Most patients want to experience a

rent or residual disease of head and neck cancer, the

‘good death’. Though the concept of a good death va-

efficacy of salvage treatment is mostly limited, and

ries between individuals, especially between health

only effective for a short period of time [5-7]. Due to

care professionals and patients [10-12], the mainte-

disease-related factors (recurrent tumor site, fungating

nance of dignity, freedom from distressing symptoms,

malodorous tumors , body-image change), the adverse

and a comfortable death have always been considered

TAO

top priorities by patients and their families when they
recognize that their disease is incurable [12-15].
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achieving a sense of completion [16]. The following
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discussion relates to the holistic care of patients with

5 fractions over 2 weeks can relieve pain by reducing

terminal head and neck cancers.

tumor mass effects [22], and is also useful for drying a
fungating, discharging wound. Antibiotics can con-

PHYSICAL CARE

tribute to analgesia by reducing pressure due to infection in a restricted fascial compartment [4]. Local de-

Adequate Symptom Control

livery of analgesics via an implanted catheter, neu-

Patients with recurrent or advanced head and neck

roablation, or neurolytic procedures can be useful in

cancer report a median of six symptoms (range 2-12

selected patients. Non-pharmacological interventions,

symptoms). Pain, weight loss, feeding difficulties,

such as transcutaneous electrical nerve stimulation,

dysphagia, respiratory symptoms, xerostomia, oral

acupuncture, aromatherapy, reflexology, as well as

thrush and communication difficulties were the major

relaxation management, may help to reduce the suf-

problems [17, 18]. In cases of locally advanced dis-

fering [4].

ease, most patients suffer from disgusting malodorous

“Total pain”, defined as suffering that is related to,

secretions from fungating tumor masses, difficulty in

and the result of, the person's physical, psychological,

wound care due to easy bleeding, and social with-

social, spiritual and practical state, should be consid-

drawal due to embarrassment. During the terminal

ered if the daily dose of opioids increases rapidly or

phase, recurrent bleeding episodes, airway obstruction,

the expression of pain does not correlate with the dis-

and breakthrough pain are the main causes of emer-

ease status [23]. Thus, the dose titration of opioids

gency admission [19]. The following discussion re-

should not be evaluated only by a pain score; any fac-

lates to the management of special problems in the

tors that may contribute to lowering the pain threshold

terminal phase of the illness.

also need to be assessed and managed (such as psychological or spiritual suffering).

Pain
A recent review showed that the prevalence of

Emergencies

pain was over 50% in all cancer types, while the

According to the report of Forbes, nearly half of

highest prevalence was found in head and neck cancer

patients with head and neck cancer die as a result of a

patients (70%) [20]. Usually, patients suffer from

gradual deterioration in their disease, while 15% pa-

more than one site of pain [21], which is often mixed

tients may die from an acute complication of their

nociceptive (bone, skin, muscle) and neuropathic due

disease (e.g. airway obstruction and massive hemor-

to nerve invasion or pressure by the tumor, lymphoe-

rhage) [18]. The following discussion relates to the

dema, soft tissue inflammation, or infection within a

management of these two emergencies in the terminal

restricted fascial space. The appropriate management

phase of the illness.

TAO

of pain involves identifying the etiology to enable de-

When there is a risk of airway obstruction, the

finitive interventions. Nociceptive pain usually re-

management plan should be based on the patient’s

sponds well to opioids and NSAIDs, while neuro-

general condition, current disease status, and personal

pathic pain does not. Adjuvant analgesics are used in

wishes. If the patient is at the end of life or does not

the management of neuropathic pain when response to

accept intensive management, various interventions

opioids and NSAIDs is poor. They include anticon-

should be used to relieve the patient’s respiratory dis-

vulsants, antidepressants, and ketamine. Steroids are

tress or anxiety and to support relatives [24]. Intrave-

used to reduce swelling and pressure effects on nerve

nous corticosteroids and subcutaneous opioids or

endings. Hypofractionated radiotherapy, e.g. 30 Gy in

benzodiazepines (e.g. midazolam) can alleviate the
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distress. Midazolam, a sedative drug, can prevent

tazapine [31]. Psychiatric consultation is needed. The

panic attacks and break the vicious cycle of dyspnea

risk of suicide should be carefully assessed.

and anxiety.
When there is a risk of hemorrhage, the manage-

Anxiety

ment plan should consider the patient’s general condi-

Anxiety may be general or related to specific fears

tion, the etiology of bleeding (normal vessels or tumor

of specific symptoms, such as breakthough pain and

vessels), the bleeding amount, the interval from any

tumor bleeding, or related to uncertainty about the fu-

previous episode, and the risk of death [4]. Although

ture. Patients with impaired quality of life related to

life-threatening hemorrhages are a relatively rare

anxiety may benefit from medications such as benzo-

cause of death in head and neck cancer, they can be

diazepines or selective serotonin reuptake inhibitors.

frightening to patients, their families (especially if

Though psychotherapy and support groups may be

children are present), care givers, and new staff [25].

beneficial to patients with head and neck cancers in

If there is a high risk of massive hemorrhage, it is

other countries [32], they are not convenient in Taiwan.

generally appropriate to inform the care givers and

Physicians can assist patients by encouraging them to

explain the role they may play during acute bleeding,

talk about their fears, anxiety, or uncertainty while at

since calm care givers are a good support for the dis-

the same time offering consistent support and estab-

tressed patient.

lishing possible goals for further management.

Massive hemorrhages usually recur. They are
therefore a sign of impending death. At this point,

Facial Disfigurement

clear communication with patients and families is

The psychosocial problems reported by people

important so they understand that this is their final

with a facial disfigurement can be defined primarily in

opportunity to be with the patient. In such a situation,

terms of social difficulty [33]. Accounts of people’s

pharmacological interventions depend on the personal

difficulties through the studies of investigators [34] as

goals of the dying person. For example, the appropri-

well as disfigured individuals themselves suggest that

ate doses of opioids and midazolam depend on how

facial disfigurement is a major source of distress [35]

lucid the patient wants to be. The role of blood trans-

which leads to psycho-social difficulty. The result is

fusion and intravenous fluids must be carefully con-

social anxiety and withdrawal, plus increased financial

sidered since they may hasten the next episode of

hardship for the family. The patient’s role in the fam-

hemorrhage.

ily may be seriously affected. In advanced progressive
TAO

head and neck cancer, rapid tumor growth may be ac-

Depression

companied by distorted facial appearance, weakness

Studies have shown that 20-50% of patients with

and a shrinking social world. The changed facial ap-

head and neck cancers may suffer from depression af-

pearance may become a barrier between the patient

ter diagnosis [26-28]. In addition, nearly two thirds of

and his/her family, especially their children. Hospice

relatives claimed the patient was depressed [29]. Di-

care includes families as well as patients. The images

agnosis can be difficult, since the physical signs, such

of patients during their final phase of life may be

as anorexia, insomnia, and fatigue, are also prevalent

deeply embedded in families’ memories, and cause

in cancer itself [4]. Whether these symptoms are an

great concern to all parties. Patients may refuse to al-

episode of major depression or an adjustment disorder,

low their children to see certain treatment procedures,

antidepressants may help [30]. For example, patients

e.g. wound care. The higher prevalence rate of head

with anorexia and weight loss may benefit from mir-

and neck cancer in young people, especially in those
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of mixed race, and its potential psychological effects

reality) may not be improved due to the progressive

are worth further investigation. For very small chil-

disease, wound care and suitable shielding can im-

dren, the dramatic disfigurement of their dying parent

prove body presentation. Psychosocial support deliv-

sometimes makes them ambivalent. They may be

ered by team members and perhaps the presentation of

longing for intimacy but at the same time feeling

role models can improve body ideal. As reported by

scared and show avoidance behavior. After several at-

Clarke, nurses are in a particularly strong position to

tempts to get close, they may finally decide to main-

support those patients since they care for the wound

tain a watchful distance from the parent. In this situa-

day by day. The behavior and attitude of nurses to-

tion, the hospice care team can help these children by

wards the wound usually affect the patient’s self-ac-

using special skills, e.g. play therapy, art therapy, or

ceptance. This means that nurses may provide valu-

sharing experiences among siblings. The “last image”

able psychosocial support to patients through their

of the parent is quite important to both the patient and

daily physical nursing care [33].

their child. Under some circumstances, the child is al-

Many patients with head and neck cancer will

lowed to visit their parent only when the parent is on

have a history of betel nut, tobacco, and alcohol use,

the point of death. Skillful mortuary care and appro-

which may indicate poor economic status, poor family

priate guidance are often helpful to attenuate the grief

and social supports, and sometimes poor coping

reaction of loss.

strategies [4]. The focus of psychological care is to
discover the patient’s major concerns, and which con-

PSYCHOSOCIAL CARE

cerns need to be addressed. Lack of a plan may be related to anxiety in the patient and their family. To set

Being Treated as a ‘Whole Person’

an achievable and appropriate goal of life based on

A recent study from the point of view of surviving

patients’ wishes, through truthful honest discussions

relatives showed that medical treatment during the

with patients and their families, is a good way for

palliative stage was sufficient in most cases. However,

them to cope with their progressive disease. For pa-

the majority of patients had more need for psychoso-

tients with disease deterioration, professionals should

cial support in addition to physical support. Moreover,

encourage discussion with patients or their family

patients who did not receive spiritual support may

about advanced care planning, such as the goals of

judge the psychosocial support from the care team as

management (prolongation of survival or palliation),

less satisfactory [29].

end-of-life decision-making, and the preferred place
TAO

As mentioned in the comments about total pain,

for dying. As reported by Ledeboer, many relatives of

the experience of patients is dependent on the interac-

patients found that patients who were better informed

tion of physical, psychological, social and spiritual

about the stage of dying perceived better psychosocial

factors. It is not unusual to see that the daily dose of

support and were better prepared for death [29].

opioids decreases surprisingly after the patient has

Though different cultures may have divergent ap-

found meaning in his suffering, or some psychosocial

proaches at this point, truthful discussions about

burden has been laid down.

prognosis are important, so the family can understand

Another example is the care model for body image

that the patient has begun to enter the last phase of life

change. The body-image care model presented by

and can grasp the opportunity to deal with unfinished

Price, a useful triangle of body reality, body presenta-

business, such as thanking, forgiving, and goodbyes.

tion and body ideal offers a tool for working on improving body image [36]. Though appearance (body
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patterns of failure of head and neck cancer. Arch
Otolaryngol Head Neck Surg 128(3): 324-7,

Achieving a Sense of Completion

2002.

Though each individual has spiritual needs, people

3. Yao M, Nguyen T, Buatti JM, et al. Changing

who are facing death or terminal illness may experi-

failure patterns in oropharyngeal squamous cell

ence deep spiritual needs, such as the need to search

carcinoma treated with intensity modulated ra-

for meaning in life or meaning in their suffering, the

diotherapy and implications for future research.

need to be connected with others or a higher being, the

Am J Clin Oncol 29(6): 606-12, 2006.

need for integration and a sense of completion, and the
need for hope. This search for meaning, for connec-

4. Watson M, Lucas C, Hoy A, et al. Oxford Handbook of Palliative Care. Oxford; 2005.

tion, and for integration can be a transformative ex-

5. Robbins KT. Is high-dose intensity intraarterial

perience for patients, their relatives, and professional

cisplatin chemoradiotherapy for head and neck

care givers as well. Awareness of individualized

carcinoma feasible? Cancer 103: 447-450, 2005.

spiritual needs as well as spiritual distress calls for a

6. Teymoortash A, Bien S, Dalchow C, et al. Selec-

person-centered, flexible approach. Optimal quality of

tive high-dose intra-arterial cisplatin as palliative

life and a secure environment, such as the relationship

treatment for incurable head and neck cancer.

between patient and professional caregivers, may fa-

Onkologie 27: 547-551, 2004.

cilitate the unfolding of the patient’s inner healing

7. Anscher MS, Kong FM, Andrews K, et al. Treat-

process [37]. As Saunders stated, ‘the way care is

ment of recurrent and advanced stage squamous

given can reach the most hidden places and give space

cell carcinoma of the head and neck. Semin Ra-

for unexpected development [38].

diat Oncol 14: 190-195, 2004.
8. Herzon FS, Boshier M. Head and neck cancer-

CONCLUSIONS
Patients with head and neck cancers experience a

emotional management. Head Neck Surg 2: 112118, 1979.

complex of physical, psychosocial, spiritual distress

9. Pashley NR. Practical palliative care for the pa-

throughout the disease course, from diagnosis till the

tient with terminal head and neck cancer. J Oto-

end of life. Through holistic care by a multidiscipli-

laryngol 9(5): 405-11, 1980.

nary team, the suffering of patients and their families

10. Clark J. Freedom from unpleasant symptoms is

can be diminished as much as possible and a com-

essential for a good death. Br Med J 327(7408):

fortable and peaceful end of life is achievable.

180, 2003.
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11. Walter T. Historical and cultural variants on the
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