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Hvordan far vi bedre forlgb?

1. Afdesekke patientens / familiens behov og ressourcer
— Systematisk, tidligt og lebende
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SUNDHEDSSTYRELSEN

Anbefalinger
for den
palliative indsats

4 Det palliative forleb

Anbefalinger

e Alle med livstruende sygdom uanset diagnose og alder tilbydes en palliativ ind-
sats med udgangspunkt i den enkeltes behov

* Det palliative forleb tilretteleegges og foregar individuelt og i samarbejde med
pauent og pémrcnde ud fra en faglig helhedstenkning og med storst mulig kon-

Identifikation og vurdering af patientens behov for palliative indsatser tager ud
gangspunkt i en helhedstankning og den enkelte patients forudsatninger; sker
tidligst muligt - gerne pa diagnosetidspunktet og systematisk ved brug af ens og
validerede redskaber pa tvaers af sektorer og gentages ved behov

psyklske synptomer samt sOC1AlC OZ
indsatser til parorende og efter]adte

®  Alle med livstruende sygdom tilbydes systematiske samtaleforlob om fremtidig
behandling og pleje
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ANBEFALINGER FOR
DEN PALLIATIVE INDSATS

Anbefalinger:

Regioner og kommuner bor sikre, at der hos patienter med livstruende
sygdom foretages behovsvurdering. Behovsvurdering foretages nar di-
agnosen stilles, ved forveerring af sygdommen, ved sektorovergang
samt ved andre vasentlige begivenheder (som fx @ndringer 1 den soci-
e situation)

e Der bor udarbejdes rec eringen — dette

arbejde bor forankres nationalt

e Det bor tilstraebes, at der anvendes validerede redskaber til behovsvur-
dering og uddybende udredning

e De videnskabelige og faglige selskaber samt sammenslutninger. der
beskeaftiger sig med behandling at patienter med andre sygdomme end
kraeft. bor udarbejde retningslinjer for palliativ indsats — retningslinjer-
ne bor om muligt vaere evidensbaserede
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AUH:

* 1. halvdel af 2019:
10 skemaer / md

* 1. halvdel af 2022:
32 skemaer / md

60 skemaer

192 skemaer
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Hvordan far vi bedre forlgb?

1. Afdaekke patientens / familiens behov og ressourcer
— Systematisk, tidligt og lpbende

2. Uddanne alle sundhedsprofessionelle (Speciale)
— Lindring af symptomer / problemstillinger
— Have den palliative tankegang med tidligt i forlgbet



Lancet Oncology Commission

Integration of oncology and palliative care: a Lancet Oncology (®

Commission
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Full integration of oncology and palliative care relies on the specific

Gary Rodin.

and skills of two modes of care: the

knowledge
tumour-directed approach, the main focus of which is on treating the disease: and the host-directed approach. which

focuses on the pati

the disease. This C:

addresses how 1o combine these two paradigms to achieve

the best outcome of patient care. Randomised clinical trials on integration of oncology and palliative care point 1o

health gains: improved survival and symptom control, less anxiety and
satisfaction and quality of life. and improved use of health-care resources. Early

at the end of life. improved family

reduced use of futik

delivery of patient-directed care by specialist palliative care teams alongside tumour-directed treatment promotes
ml-owzd cre. Systematic mww use of patient-reported outcomes and active patient involvement in

the d It in better

of health-care resources. The absence of i ional

ontrol mpmdphnl:hndmulhnlﬂa and better use

on the nandndnﬂhumnum
Other barriers

education, and research of palliative care in oncology are major barriers to l i
include the common misconception that pallistive care is end-oflife care only. stigmatisation of death and dying and
insufficient infrastructure and funding. The absence of established priorities might also hinder integration more

widely. This Commission propases the use of
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standardised care pathways and mubidisciplinary teams to promote
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and for the devek

of new and improved education programmes. with the

1 goal of i

patient care.

i raises
clinical care. When and how should palliative care be delivered? What is the optimal model for
is the biological and dlinical effect of living with advanced cancer for years after di e

new research questions, all of which contribute to improved

d wr? Wlnl
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that places the patient’s perspective at the centre. To succeed, integration must be anchored by management and
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needs. and sustiined enthusiasm to help generate suppont for better integration. This integrated model must be
reflected in international and national cancer plans, and be followed by developments of new care models, education
and research programmes. all of which should be adapted to the specific cultural contexts within which they are
situated. Patient-centred care should be an integrated part of oncology care independent of patient prognosis and
treatment intention. To achieve this goal it must be based on changes in professional cultures and priorities in

health care.

Introduction

The overall aim of this Commission is 1o show why and
how palliative care can be integrated with oncology for
adults with cancer, irrespective of treatment intention,
in high-income and middle-income countries. This
integration will combine two main paradigms, tumour
directed and patient {host) directed, through the use of
the most effective and optimal resources from onmlum
and palliative care in well-phnned. pa d care

families. Now. for the most part. oncological and
palliative care cultures are still separate.

Research on integrating oncology and palliative care is
hewrogeneous. Almost all studics have been done
in high-income countries. but the variation across
countries, systems. and settings often limits the gener-
alisability of findings. The 2018 Lancet Commission
npm on palliative care focusing on low-income and

i countries stated. *Poor people in all

pathways.

The wo paradigms might be undersiood 10 be
representing two different cultures. Oncology has roots
in mainstream medicine (ie. internal medicine). and is
primarily based on the acute care model. From the mid
1960s, hospice and palliative care were established
outside the main health-care systems, ofien financed by
charities. At the time. the primary focus of palliative
care was endoflife care, with care provided by
multidisciplinary teams working with patients and their

parts nflht world live and die with litle or no palliative "

care or pain reliel.” That Commission gave a series of
recommendations, such as how to quantify serious
health-relted suffering. and proposes an Essential

Package of palliative care, which might also be relevant

to high-income countries as a basic benchmark of
successful implementation at the patient level. Their

previous G also
and collective action 1o receive universal coverage of
palliative care and pain relief, and better evidence and

Traditional palliative care

Life- prolonging or curative treatment

Diagnosis

Early palliative care

Life-prolonging or curative treatment

Diagnosis

Palliative care to
manage symptoms

and improve quality
of life

Death

Palliative care to manage symptoms and impn

e quality of life

Death
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« Palliativ indsats opfattes fortsat af mange som ligestillet med terminal lindring og pleje

« Integreret specialiseret palliativ indsats 6l g patienter har

positive effeiter.

* Integration kraver et styrket fokus pd rekruttering, uddannelse og forskning inden for palliativ medicin.

Som reaktion pd en titagende hospitalisering af deden og fokus pd helbredende behandling
udvikledes hospicetanken i 1960'erne, og fra 1980' dvikledes en mere isk tilgang til
Eindrende og und de behandling til kraeftpats [1]. Grundl

P
ing var et aget pati fokus og derved et fokus pd patientens udaekkede behov
under og efter tumorrettet behandling.

de for denne

»Den palliative indsats har til formil at fremme livskvaliteten hos patienter og familier, som stir
over for de problemer, der er forbundet med livstruende sygdom, ved at forebygge og lindre
lidelse gennem tidlig diagnosticering og umiddelbar vurdering og behandling af smerter og andre
problemer af bide fysisk, psykisk, psykosocial og dndelig art= [2, 3]

Palliativ indsats tilbydes pd enten specialiseret eller basalt niveau. Specialiseret palliativ indsats
(SPI) ydes i bide hospice- og hospitalsregi. I 2019 var der i Danmark 20 hospicer og 31 SPI-enheder
med ambulatorie-/udefunktion, hvoraf 11 havde egne sengeafsnit [4]. Den basale palliative
indsats forventes at blive ydet i alle dele af sundhedsvassenet og indgd som led i anden pleje og
behandling. Den deekkes bl.a. af kliniske hospitalsafdelinger, egen lasge og hjemmesygeplejen og
varetages af fagpersoner, der ikke har palliation som deres hovedopgave.
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FIGUR 1 / paliiative indsatser i et sygdomaforlab [3, 7).
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Early Palliative Care for Patients with
Metastatic Non—-Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D,, Alona Muzikansky, MA.,
Emily R. Gallagher, R.N., Sonal Admane, M.B,, B.S., M.P.H,,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, AP.N.,
Craig D. Blinderman, M.D.,, Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.

ABSTRACT

BACKGROUND

Patients with metastatic non-smal-cel! lung cancer have a sut i From General Hospital,

burden and may receive aggressive care at the end of life. We examined dreﬁl'(‘t :“:‘;‘U ’:;J::Gf:‘ ';::;:ﬁ,:'
of mtroducing palliative care early after dragnosis on patient-reported outcomes versy n’({,_ mtJan 5_“”“;1
and end-of-life care among ambu'atory patients with newly diagnosed disease. il

thesiclogy. Columbia University Medical
METHODS Center, New York (C.0.8.); and Yale Uni-

W il i e Wi . . o (W, B Huwen, CT{T) L. Addeass

reprint requests to Dr. Temel at Massa-
lung cancer to receive either early palliative care integrated with standard onco- chusetts General Hospital 33 Fruit St
logic care or standard oncologic care alone. Quality of life and mood were assessed ‘m"’ ::m:ﬁ?' MM
at baseline and at 12 weeks with the use of the Functional Assessment of Cancer

Therapy-Lung (FACT-1) scale and the Hospital Anxiety and Depression Scale, re- N Eng ) Mad 201036373342,
spectively. The primary outcome was the change in the quality of life at 12 weeks, ¥ © 0 Memdacks Ml focey
Data on end-oflife care were collected from electronic medical records.

RESULTS

Of the 151 pal.-mls who nndﬂwml mndom-utm 27 died by 12 weeks and 107
(86% of the g patients) Patients assigned to early
palliative care had a better quality of life than did patients assigned to standard
care (mean score on the FACT-L scale [in which scores range from 0 to 136, with
higher scores indicating better quality of life], 98.0 vs. 91.5; P=0.03). In addition,
fewer patients in the palliative care group than in the standard care group had
depressive symptoms (16% vs. 38%, P=0.01). Despite the fact that fewer patients in
the early palliative care group than in the standard care group received aggressive
end-of!ife care (33% vs. 54%, P=0.05), median survival was !onger among patients
recewving early palliative care (11.6 months vs. 89 months, P=0.02).

CONCLUSIONS

Among patients with metastatic non-small-cel! lung cancer, early palliative care led
to significant improvements in both quality of life and mood. As compared with
patients recewing standard care, patients receiving early palliative care had less
aggressive care at the end of life but longer survival. (Funded by an American
Society of Clinica! Oncology Career Development Award and phi pic gifts;
ClinicalTrials.gov number, NCT0103£271.)

NENGL) MED 3638 NEIM.OSG AUGUST 1g 3010 733
‘The New England Journal of Medicine
‘Downloaded from nejm org oo August 22, 2022 For personal use oaly. No other uses without penmission.
Copyright © 2010 Massachusers Medical Society. All righes reserved.
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Randomised clinical trial of early

. - . . and permimuons.
specialist palliative care plus standard Sk Ao
care versus standard care alone in T
patients with advanced cancer:

The Danish Palliative Care Trial

Mogens Groenvold!2, Morten Aagaard Petersen!,
Anette Damkier?, Mette Asbjoern Neergaard!,
Jan Bjoern Nielsen’, Lise Pedersen!, Per Sjogrent,
Annette Sand Stromgren®, Tove Bahn Vejlgaard’,
Christian Gluud?, Jane Lindschou®, Peter Fayers®'°,
Irene ) Higginson!' and Anna Thit Johnsen!-12

Abstract
Background: Benefical effects of early palliative care have been found in advanced cancer, but the evidence iz not unequivocal
Aim: To investgate the efiect of early specialist palliative care amang advanced cancer patients identified in oncology degartments.
Setting/participants: The Danich Palliative Care Trial (DanPaCT) (ClinicalTrials gov NCT01348048) is a multicentre randomised
clinical trial comparing early referral to a specialist palliative care team plus standard care versus standard care alone. The planned
sample size was 300. At five oncology departments, consecutive patients with advanced cancer were screened for palliative needs.
Patients with scores exceeding a predefined threshold for problems with physical, emotional or role function, or nausea/vomiting,
pain, dyspnoea or lack of appetite according to the European Organisation for Research and Ti of Cancer Quality of Life
Questonraire (EORTC QLQ-C30) were eligible. The primary cutcome was the change in each patient’s primary need (the most
severe of the seven QLQ-C30 scales) at 3- and 8-week follow-up (0-100 scale). Five sensitivity analyses were conducted. Secondary
outcomes were change in the seven QLQ-C30 scales and survival.
MTMIﬁnmmmﬂumdwﬁrmhnﬁdnmmlﬂwwmmwmm
care showed no effect on the y y need (4.9 points (95% confidence interval -11.3 to + 1.5 points);
p= ommmmmmmmdmmmmmmnwdm
differences, maybe with the exception of nausea/vomiting where early specialist palliative care might have had a beneficial effect.
Conclusion: We did not observe beneficial or harmful effects of early spacialist palliative care. but important beneficial effects cannot
be excluded.

IThe Research Unit. Department of Palllative Medicine, insutute of Apphied Health Scences. University of Aberdeen Medical
School, Aberdeen. UK.
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Hvordan far vi bedre forlgb?

1. Afdaekke patientens / familiens behov og ressourcer
— Systematisk, tidligt og lebende

2. Uddanne alle sundhedsprofessionelle (Speciale)
— Lindring af symptomer / problemstillinger
— Have den palliative tankegang med tidligt i forlgbet

3. Tale tidligt om patientens / familiens bekymringer og
@nsker



Advance Care Planning (ACP)
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The impact of advance care planning on end of life care in
elderly patients: randomised controlled trial

Karen M Detering, respratory physician and clinical leader,’ Andrew D Hancock, project offices,” Michael C
Reada physician” William Sivester, intersive care physidan and drector’

usrnn

impactof
plansing om end of e carein lderly paisses.
Design Praspective randomis ed controlled trisl
Selting Single centre study in a university hospitalin
Melboume. Austraia.
Panticipants 309 legally competent medical inpatients
aged 80.0r more and blowedfor six months or untll
death.

decisions,* resuliing in patients being cared for in a
way they wotld not have chosen This has cantinued
10 the present day.* Apart from progress in paliative
care, the main focus to deal with these needs has been
the development of advance care plaming. Advance
care planning is a process “whereby a patient, i con-
sultation wih health case providen, family members
and importan others, makes decisions ahout his or her
future health care, shauld he cr she become incapable

of panticipating in medical treatment desisions.™ The
d

usual

process of adv

-

tave nd future

treatment. Adv

10 reflect on theit goats. values. !
future medical treatment prekerences; 1o appoint 3
surmgate; and to document theirwishes.

Main outcome measures The primary outcome was
whether 3 patient's end of IFe wish es were known and.
respected. Other outcomes included patient and family
satisfaction with hospital stay 2nd levels of stress,
anxiety, and depression in relatives of pati ents who died.
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Advance care planning and place of
death, hospitalisation and actual
place of death in lung, heart and
cancer disease: a randomised

controlled trial

Marianne Hjorth Skorﬂengaavd

Anders Bonde Jensen,?
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Anders Lokke,” Susanne Aagaard Henrik Wwiggers,”
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Advance care planning (ACP) can be
2way to mest patents’ end-of e preferences
of end-of-te care

Thereby it may affect actual place of desth

o rumbered o 10 8. (2p030) and decroase the rate of hospitaksations

of arice

Corespondence to
D Marianre Hoth

Storstangaard, Clrical Meckcre,
Atn Unserive, Aartus 000,

Deswrartc

The sim was 1o investgate if ACP among
terminably il patients with hang. heart and cancer
dieases effects fultiiment of preferred place of
death (PPOD), smount of time spent in hospital
and AROD.

the United States,'* and are endorsed by pi
bodies, induding the Awstralian® British, and
American' medical asociations.

Elements of advance care plmning indude clarify-
ing 3 patients understandag of thek (Bness and reat-

Resuits 154 0f the

values, belifs, and
U SR

planaing, 125 (1%
plinning, and 108

W required s
surrogate nd 1114

a sumogate, of both. Of the 56 patients who died by six
months, end of Ife wishes were much mmdmtx

The potential barriers 1o advance e plaming
inchide the svailabikity of trained staff with the time,

kngwn and
86%) compared with the control group (8/27, mx
Pe0.001). Inthe intervention group, family members of
patients who died hadsignTicantly less stress

0, control 3; P=0.02), and depression (intervention,

control 5; P=0.002) than tho se of the control patients.

Patient and family satisfaction was higher inthe

intervention group.

Conclusions Advance care planning improves end of Efe
nd family

and confidence to dicuss advance care

planning with patients; organisational commitment

and policy to support advance care planning: mnd
a&

care planning'*** Camrying out effective advance care
plancing in elderly patieres & challenging, especially
when they are acutely unwall and bave a short kength
of aay in hosgital before discharge

Much of the focus o advance care planning has
been on imprasing the completm mte of advance
direcives ™™ § I

. ety. n
Trial registration Austraian New Zealand clinical triaks

improve medical care'*® or end of e are.!
Modek of sdvance care planning aich as the Respect

registry ACTRN1 26080005 393 36 ing Chaices programme have shown that a coudi
nated, systematic, patieat centred approach to

INTRODUCTION planning by i

Since the 1 #

S Evidence

of the inadequacy of end of life care and of the poor
knowledge of patients’ wishes abous their medical
treatmentat a time when they lose the mpaciy to make

also shows that advance care planning and end of life
discussions reduce stress, anxisty, and depression in
wanviving rebtives =%

ared

Rewsad wary 2019
Accagend 20 bebriary 2019

M) Chock for updatos:

© Adtborts) or theis
eplopers) 2019 No
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0 permsunn. Pablished by
B

Methods The stidy was designed as 2
randomised controlled trial. Patients were
axsossed using general and dissase-spectic
criterta and randomisad into groups: one
received unual care and one received usual

care phus ACP The intervention consisted of a
decussion between 2 healthcare professional
the patient and theie relatives about preferences
for end-ol-bfe care. The discusion was
documented in the hospial fle.

Results in total, 205 patierts were randomized
of which 111 died during follow-up. No
significant difterences in fulfiiment of FPOD
(35% s 52%, p=0.221) or in amount of time
spent in hospital ar d benits (49%

INTRODUCTION
Fulfilment of pasents’ prefured place
of death (PPOD) is essensial in pallisrive
care. The potential inabilicy of paciens to
ici i decision- and voice
Shr eshrances. cocld bl opsimdl
end-of-life care. Most patients prafer to
spend the lase part of their kives in. their
own hotne and not in hospital, and they
also prefer 1o die ar home; however, most
pacients sill spend nlm of time in hospieal
and evenmually die
Advance care p!mnm; (ACP) 13 a way
to extend the pasient’s auronomy to the
terminad phase. ACPis a process “hersby
& patient, in consulsation with health care
providers, familiy soensbers and important
orthers, makes decisions about bis or her
future heslth care, should be or she become
incapable of participating in medical treat-
ment decisions™* Previously, ACP was
often synonymous with the completion of
advance directives.* Now, ACP is seen as
a process clarifying how pazients under-
scand their lness and reatment opsons,
thereby facil views on their

vs 23%, p=0.074) were found between groups.
A significant diffesence in APOD was found
tavouring home death in the intervention group
(17% v 40%, p=0.013)

Condlusion Concerning the premary outcorme,
fulfiment of PPOD, and the secondary cutcome,

To chte: Skorsaengaard WA
Jeroan AR Arcrmmsaen
1 B Spponie
Fallative Care Eputs abhead
of priet:|glease incide [iay

time spent in haspital, no differences were
found. A significant dference concerning APOD
was lound. a3 more patients in the intervention
group deed at home, compared with the usual

current sinuation and preferences
Advantages and disadvantages of ACP
have been debared since the 19905 -4t
Previous research indicares that panents
wich different disgnoses who received
ACP had an mcessed bkelhood of
achieving end-oflife care m lme wath
their preferences compared with patients
who did not receive ACR“* The effect
of ACP may be through enhancing aware-

<are group. ness of panents' preferences and creating
“Trial regi ber NCT01944813 a commumicarive room for patients,
SKCreeE VI o BN Siperie § Piiafie Ch TO1R1-8 05 10,1 6RERGED 7018 Q01677 1

Advance care planning
and longer survival in the
terminally ill: a
randomised controlled
trial unexpected finding

INTRODUCTION

Advance care planning (ACP) can be
& way to meet parients’ end-of-life
preferences and increase awareness
2nd qualiey of end.of e care. I a

recent publ we

Kaplan-Meier survival estimates

Sy,

the effect of ACP in a rmdammd
controlled mial of incurbly ill
patients with mived diagnoses
within the aress of cancer, lung
and cardiac disesses.’ We found
that ACP did not affect fulfilment
of preferences concening place of
death and hospitaisation. However,
 ugnificantly higher percentage of
patients died at home in the ACP
group.t

ACP may be perceived a3 a part
of an easly incegration of pallia-
tive care, which has been shown
to improve survival among cancer
patients.” However, no randomised
studies are available on the effecs
of ACP on survival. As par of our
explorative data analysis, we simed
1o imvestigate the possible effects of
ACP on survival among terminally
ill parients with lung, beart and

cancer diseases.

METHOD
“The seudy was post ho analysis 1o 2
randomised, conrolled rrial ameng
rerminally ill patients in Denmark,
including both parients with malig.
nant and non-malignant diseases.
The primary aim of the tandomised
conrrolled mial (RCT) was ro inves-
tigate if ACP among patienss with
hung, heart and cancer diseases
affected fulfilment of preferred
place of deach in this patient group.*
Data concerning the date of death
were remieved from the Danish Civil
Registration Systems and linked 1o
the study database ar an individual
level wsing the wnique Danish civil
regisration number assigned to all

Figure 1 Kaplan-Meier plot and test of significance between intervention and control

groups regarding surwal

Danish cifizens ensuring complee
and valid hinkage of data.
Follow-up time was defined as
ume from smady inchuion (Inclu-
sion period: | November 2013 o 1
June 2015) ro death or 1 November
20186, whichever came firss, A log-
rank test for the squalicy of survver
funcrions and a Kaplan-Meier plos
were performed A Wald resc was
used to sssess searistical signif-
cance berweeen the two groups. The
level of significance was defined a3
p=0.05 and analysis was performed
by intention-to-rrear. (For thorough
description of method, see ouline
supplensentary fila 1)

RESULTS

In roral, 394 parients were assessed
for elighility and 205 pasients
were randomised; 102 patients
in the intervention group (52
patients with malignant disease and
50 parients with non-malignant
diseases), and 103 in the comtrol
group (51 patients with malignane
disesse and 52 pasients with non-
maligam disesses). Baseline char-
acteristics were equally diseributed
berween groups with no signib-
cant differences, but patients in the
incervention group were followed

for a longer period than patients in
the conmrol group.*
analysis of overall survival

(57% vs 73%, p=0.020) (figure n

When saanfyng for

(cancer vs non-cancer), the ngmﬁ

cant difference in survival persisced

in the group of patients with non-
it diseases (67% w3 90“«

p=0.004), whereas no

cane difference was found among

pasients with cancer (47% v3 56%,

p=0.922).

DISCUSSION
In the post hoc analysis of this RCT
of 205 temunally ill pacients with
both malignant and non-malignant
diagnoses, ACP was significantly
associated with an improved 1.
survival rare. This was most evident
among patienss with non-malignant
diseases.

To our knowledge, this smudy is
the finst RCT wial indicanng that
ACP alone may potensially improve
survival. Inceresningly, the effect was
most promounced among panents
with non-malignant diagnoses, who
also benefited from ACP i other
scudies with respect to knowledge
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”Skal jeg dg af min
kraeftsygdom?”

"Vil jeg fa ulidelige
symptomer?”

S8
THE (BON VIVANT) ELEPHANT IN THE ROOM




Hvordan far vi bedre forlgb?

1. Afdaekke patientens / familiens behov og ressourcer
— Systematisk, tidligt og lebende

2. Uddanne alle sundhedsprofessionelle (Speciale)
— Lindring af symptomer / problemstillinger
— Have den palliative tankegang med tidligt i forlgbet

3. Tale tidligt om patientens / familiens bekymringer og
gnsker



DANSKE KRAFTFORSKNINGSDAGE 2022

Hvad kan vi opna med rettidig palliativ
indsats i de forskellige sektorer?

Mette Asbjorn Neergaard
. Palliative Care Klinisk professor, overlaege, PhD
Research Aarhus
Enhed for Lindrende Behandling
& Bgrn og Unge Team for Lindrende Behandling
#DKDZOZZ. Aarhus University Hospita Kreeftafdelingen, Aarhus Universitetshospital
#SamarbejdeOmKraeft S @MetteNeergaard @PalliativAarhus




