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A 51-year-old female with advanced breast cancer

stated that "There is no meaning to live”,

she hopes death come soon
How to provide psychospiritual and dignity

therapy for our palliative patients?
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Patient Identification
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¢ New case consultation from surgery




Patient History

Known case: Recurrent CA breast (dx 1/63)
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Patho: invasive carcinoma of no specified type (ductal, carcinoma, NOS)
S/P neoadjuvant 4AC then Rt MRM (18/5/63)

cT2N2MO, Luminol B, HER-2 2+ --> Start tamoxifen 6/63

S/P Taxol 8/8 complete 8/63

S/P RT 5000 cGy boost scar 600 cGy complete 11/63

CT chest 26/11/64: bilateral pleural effusion, lung/LN/liver/bone metastasis
CT WA 29/11/64: multiple liver metastasis, diffuse bone metastasis

Bone scan 8/12/64: multiple bone metastasis



Patient History

“sLast admit 23/11/63-22/12/64
1. Paraplegia due to multiple spinal metastatic breast cancer S/P decompressive
l@aminectomy T6, T10, T12 & posterior instrumentation T3-L3 1/12/64

Recurrent CA breast with liver and bone metastasis

Tumor burden, visceral crisis -> S/P paclitaxel 14/12/64, 21/12/64
Neurogenic bladder

Post renal AKI with hypercalcemia (Ca 13.7, Cr 4.13)
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Patient History

“*LAB 20/12/64
- CBC: Hb 9.7 Hct 30.9 WBC 7100 PMN 76% LY 15% Pt 308K PT 11 INR 1.0
- BUN7 Cr 0.4 eGFR 120 Na 137 K4.7 CO30.3 Cl 101 Ca 8.7 PO 25 Mg20
- LFT: Chol 189 TP 6.1 Alb 2.9 Glob 3.2 TB 0.8 DB 0.6 ALT 46 AST 104 ALP 243

¢ Current medications
- Aldactone (25) 1 tab po pc
- Tramol (50) 1 tab po g8 hr
- Vit Bcomplex 1 tab po tid pc
- Carvedilol (6.25) 1/4 tab po bid pc
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*»Palliative symptoms:
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**Advance care plan:
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OPD PC

**Management
- MST (10) 1 tab po g 12 hr
- MO IR (10) 0.5 tab po prn g 2 hr for pain/dyspnea
- Gabapentin (300) 1 cap po hs

- Unison enema rectal suppo g 3 day

% Plan @4 telemedicine sauUsLLIUDNASS



Notify Home Visit Team




15t Time of Telemedicine (7 Jan 2022)

di Y A a )% qzd?l’ o a
© GUING Aurlade 2-3 §1 Nl
Ensure 'l 1-2 Taw/dia NA®AIHT ka6
A A o A o Al P ' A
ldanaus LN Awele ikaalngy bl
ROULABDUNIDNIY LD LUDN WOBRAL LN
1 1@8% LUNMIRUEY URRINZ0aNGNY

g8 laUnd(Uszunas 1500 ml o)
¢ AALABIINIIZVIREITIIEDULTI WANAZLAI

PPS NA due to paraparesis ALadle hiluNanany



Assessment at 15t Telemedicine

Physical symptoms

1. Pain(Mixed pain): ionnmsthaenuaznasudnmiinnsa aanistaiu
snuauzeu q PS 8/10 nasdusudilivhea PS 0/10 luildAusn PRN wausil
3 MST (10) 1 tabpoq12h,MOIR (10) 0.5tabpoprng 2 h uax
Gabapentin(300) 1 cap po hs

2. Constipation: gilignsaaans: 4-5 fuudh uuah Igunauaaansvn 3 fu

3. Anorexia
4. Urinary retention on Foley's catheter with turbid urine

5. Insomnia

Perception and Psychospiritual
WU8sUSINTuNzSa s uNSzyving
Hihalisesnisun sw. 8n uaslfiasnmssusniadvntnsio

Advance Care Planning
FasmsauavszAulssaadiavaunsivhu



Management and Plan
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How would you manage in this patient?
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Dimension Of Care
Total suffering

o Social 4=  Spiritual

Grant E, Murray SA, Sheikh A. Spiritual dimensions of
dying in different cultures. BMJ 2010;341:4859



Home Visit Assessment
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Home Visit Assessment

MST (10) 1 tab po q

12 h “lafianunansazls
« MOIR (10) 0.5 tab po A a ¢ el see ”
i I S U UN S fazfizinadaaly
+ Gabapentin(300) 1 .
cap po hs “jialnvazaa”

« Unison enema 100 ml
RS q 3 day



Physical Examination

+ V/S: BT 37.0 C; RR 20/min, PR 90/min, BP 100/58 mmHg, SpO2 RA 98%

+ HEENT: mild pale conjunctivae, anicteric sclerae, no CLN lymphadenopathy

+ Lung: no retraction, no cyanosis, equal chest movement, decrease breath

sound of both lower lungs, no adventitious sound

s Heart: Normal S1 S2, no murmur

+ Abdomen: no distention, normoactive bowel sound, no hepatosplenomegaly,

no palpable mass

+ Extremities: no edema



Physical Examination

Neurological:

+ Motor power Rt.

+ Upper extremities 5 all

+ |liopsoas/ Gluteus medius/Quadriceps 1+/1+/0
+ Tibialis anterior/EHL 0/1

+» Sensation: Decreased PPS at left L3 dermatome, other intact

+ PR: loose sphincter tone

Lt.

5 all
1+/1+/0
a/3



Family Genogram
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ESAS (Edmonton Symptom Assessment System)
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Problem List
/ Disease \ / Symptom \ /Psychological and\

. Recurrent CA spiritual suffering
breast with * Anorexia 8/10 - Anxiety 10/10
multiple * Pain 2/10 - Well-being 9/10
metastasis +| . Fatigue 5/10 = . Depression

 Paraplegia due * Constipation 5/10
to multiple * Shortness of .- Insomnia
spinal breath 4/10 related
metastatic * Insomnia psychospiritual
breast cancer condition?
Neurogenic - “Thereis no
bladder meaning to live"
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Surgery

S/P Rt. MRM
w.A. 2563

Disease Management
Treatment options

=) v r \\\

Targeted therapy Radiation Chemotherapy  Hormonal therapy
PRI Sty S/P Paclitaxel

No boost scar 600 8/8 cycles

ety complete &.m.63

Compleiw.y.2563 l

Plan RT Oncologist: plan for
5/1/65 Pac weekly
Last dose 21/12/64

Start Tamoxifen
§1.6.2563



Pain
2/10

Fatigue
5/10

Constipation

Anorexia
8/10

Shortness of breath
4/10

Symptoms Management

Back pain: Spinal cord
compression
-Nociceptive pain
-Neuropathic pain

Disease progression

Psychological aspect
Reduce of ambulation

Opioid
Bowel and bladder involvement
Reduce of ambulation

Disease progression
Psychological aspect

Radiation-induced fibrosis at RUL
Bilateral pleural effusion

MST (10) 1tabpoq12h
MOIR (10) 0.5 tabpo prng 2 h
Gabapentin(300) 1 cap po hs

Psychological support

Promote ambulation and
physical activity

Unison enema 100 ml RS prn
for constipation q 3 days

Advice
Psychological support

Breathing exercise
MST (10) 1tabpoq12h
MOIR (10) 0.5tabpo prng 2 h



How do we assess psychological and spirituval in
palliative patient?

o




Psychological
Assessment

3

Mational

Wee'l Cancer

Network® Distress Management

comprehensive NCCN Guidelines Version 1.2022

NCCN Guideli
Table of Contents
Discussion

MCCN DISTRESS THERMOMETER

Distress is an unpleasant experience of a mental, physical,
social, or spiritual nature. It can affect the way you think,
feel, or act. Distress may make it harder to cope with having
cancer, its symptoms, or its treatment.

Instructions: Pleasa circle the number (0-10) that best
describes how much distress you have been experiencing in
the past week, including today.

r~——
Extreme distress 15‘_0_
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74 L
6 L
54
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PROEBLEM LIST

Have you had concerns about any

of the items below in the past

week, including today? (Mark all that apply)

Physical Concerns

d Pain

d Sleep

 Fatigua

 Tobacco use

< Substance use

2 Memory or concentration
J Sexual health
 Changes in eating

3 Loss or change of physical abilities

Emotional Concerns

3 Worry or anxiety

O Sadness or depression

O Loss of interest or enjoyment
Q Grief or loss

3 Fear

d Loneliness

2 Anger

< Changes in appearance

o Feelings of worthlessnass or being a

burden
Soclal Concerns

Practical Concerns

O Taking care of myself
O Taking care of others
O Work

O School

O Housing

O Finances

Q Insurance

O Transportation

O Child care

O Having enough food
O Access to medicine
O Treatment decisions

iritual lii c nm
0 Sense of meaning or purpose
O Changes in faith or beliefs
O Death, dying or afterlife

O Conflict between beliefs and
cancer treatments

O Relationship with the sacred
O Ritual or dietary needs

Other Concerns:

1 —

No distress o

'h-_-\J

O Relationship with spouse or partner
O Relationship with children

2 Relationship with family members

d Relationship with friends or coworkers
d Communication with haalth care team
2 Ability to have children

Mote: All recommendastions are category 24 unless otherwise indicated.
Clinizal Trials: NCCN belioves that the best management of any patient with cancer is in a clinical trisl, Participation in clinical trials is especially sncoursged,




Screening ftor Spiritual
sutfering

« Spiritual screening helps identify which patients may

benefit from an in-depth spiritual assessment
 Patients rarely voice spiritual concerns spontaneously
« Need guidelines and instrument assist in identifying

those patients who may have spiritual needs

1. Steinhauser, et al. Arch Intern Med. 2006 Jan 9;166(1):101-5.
2. Lo, B, et al, Discussing religious and spiritual issues at the end of life: a practical guide for physicians. Jama, 2002. 287(6): p. 749-54.



The following guidelines and
iInstrument assist in identifying

Are you at peace?
pnsaurv/ Fvaaue lew?

Do you have spiritual pain?
muwa.?mmmduwnv/ nnilalen?

How well are those resources working for you at this time?
ma.'kmduuwmﬁwumu/ mavmumwmu‘/umww?

1. Steinhauser et al. Arch Intern Med. 2006 Jan 9;166(1):101-5.
2. Puchaski et al. ournal of Palliative Medicine. 2009



The following guidelines and
iInstrument assist in identifying

Are there things we need to know about your
faith/spirituality/religion that would help us in caring for you? .
muwmwu’a/mqWf%m/mﬁmmwunamamnmuan?wwwaf‘lww 1Won
wwam:quuaopm?

Are there things we need to know about what is happening in your
heart that would help us in caring for you?

mmmaﬁﬂw%wamnmuanqu:uaf‘lww :wamwwan.nfwmuamw

Lo, B., et al., Discussing religious and spiritual issues at the end of life: a practical guide for
physicians. Jama, 2002. 287(6): p. 749-54.



Get to known the patient

Q: Truan brEWnsas 1@ muasy dw}mu&iéuﬂqmﬂumﬁmga wadlalns?
A: inasudand 63 ugads shwuses 9 Adanasen
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A: LERINING 3-4 e anfuaads aunauniawlile daldns vazlsldla
Q: mauffqmu&ijﬁﬂazhavl,sﬁwﬂ%'u?

A: Yy 1 q a 11
“amh:ﬁmwmnﬂazlsﬁazﬁ%amagmavlﬂtté’a”
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How do you think the patient feels?

Feeling about feeling

Perception

7\ Expectation /-
/&
Yearning




“There is no meaning to live”
What is your differential diagnosis?

o Physical
o Symptom burden
o Psychological
- Depression
- Adjustment disorder
- Suicidality
o Spiritual
- Demoralization (hopelessness/helplessness/meaningless)
- Loss of dignity



The Biopsychosocial-spiritual Model of Care

Re-evaluate

Biopsychosocial
screening

l _ Present
Biopsycho biopsycho Modified

social social Modified bi
_ 0 o lopsycho —
Patient [ Sp|r|tua| spiritual m—) Spll’ltual S%C)i/al
history State SENS

state

Spiritual Spiritual
screening intervention

1

Adapted: Gerontologist 2002;42(Spec 3):24-33 and Puchalski, Hanzo, Wintz, Bull, 2009
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Dignity Therapy

Recording Generativity

the story document
(Interviews)

Chochinov et al. J Clin Oncol 2005, 23:5520-5525



The protocol of dignity therapy questions

Tell me a little about your life history, particularly
the parts that you either remember most or think
are the most important? When did you feel most
alive?

Are there specific things that you would want
your family to know about you, and are there
particular things you would want them to
remember?

What are the most important roles you have
had in life (e.g., family roles, vocational roles,
community-service roles)?

u’w:a'n:amwnvonuv"mvamm Bw:awv.ﬁmw@mvﬂm
mnmmwrammww;ﬁ 1mna'r7wummmmnmfomm/
quvmanm?

:mraowmva.'k“lwmm@ruamn?mmauw%rmwnummu
nas :ua.'7mmuamn?wwomv'rmm%"lwm?

¢
-~~~ 0

a:Vs?%auwmnwmwwmmwwm?ui??mao@m (1% unuIn
ASDUASI UNUINDIVW ummmumm{w’w)?

Chochinov et al. J Clin Oncol 2005, 23:5520-5525



The protocol of dignity therapy questions

Why were they so important to you and what :wn%wwmuwwmmwnummmn
do you think you accomplished in those roles? uammmommds.xumv umm?wwmwmmwamﬁy

. . ) 3 -
What are your most important accomplishments, aﬂfﬁamwmlrﬁw
and what do you feel most proud of? Jgﬁ%mnh‘,fm?

Are there particular things that you feel still need WNU’N"?JV’ﬂwﬁm"Wmm"maﬂﬂumwmu% w0l
to be said to your loved ones or things that you Eﬁwuwmmamm 7mm7umywmanmﬁma‘7u7
would want to take the time to say once again?

What are your hopes and dreams for 2:1502M T INA A NEIVDIRDLTD A NARTN?
your loved ones?

AN ATOVOINDS 1AzD:ISARMLEAN

Chochinov et al. J Clin Oncol 2005, 23:5520-5525



The protocol of dignity therapy questions

What have you learned about life that you mnﬂm:ywm ‘7ymmnmrmwﬂmamno.mm?wmaumo?
would want to pass along to others? (unSoudiniovnrofiouu)

. . (4 [ ] (4 o -4' v [} ¢ Vo
What advice or words of guidance would you ™ uusmwramnuswﬂmm;mnpammma?wnuamm an
wish to pass along to your son, daughter, 719 @13 NS5V WoudN WSoMEDuY

husband, wife, parents, or other(s)?

Q (N []

v ¢
In creating this permanent record, are there Punrsvintiving 3iads NPOLTDINISIWINNNBNLT D i
other things that you would like included?

Chochinov et al. J Clin Oncol 2005, 23:5520-5525



Life Review Therapy

: : Integrating
Recalling Evaluating life
experiences

Trueman & Parker, 2006



Lite Review and Dignity therapy

29 Howme visit+ (17 Jan 2022)
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Case scenario
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Case scenario
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Case scenario
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Dignity Conserving Perspectives
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* 3n1P9unenNts (Maintenance of pride)

o iBupnaTicoRs winvsgnane: (Resilience)

* Andrgr10séng (Fighting $pm+)



Case scenario
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Case scenario
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Case scenario
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Case scenario
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Case scenario
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Case scenario
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Advance Care Planning

Goal of Care
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Comfort Care

No ETT

No CPR

No hospitalization

Place of death at home
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Psychological and Psychiatric Distress



Psychological and Psychiatric Distress

**The “normal” response

*¢*Shock and disbelief -> anxiety, irritability, lack of sleep and appetite and the
inability to concentrate and perform usual tasks of daily living

“*This period may last several days to weeks but is followed by adaptation

*» All patients -> experience psychological complications during their illnesses

*¢Clinical: fear, sadness, anxiety, anger and grief

**If severe and prolonged, they may cause major suffering

¢ Anxiety and depression

3%

The Pallium Palliative pocketbook. 2" ed, 2018



Psychological and Psychiatric Distress

¢ The spectrum of depressive symptoms: Transient, normal response to a crisis ->
adjustment disorder with depressed mood -> MDD -> Organic brain syndrome

s The spectrum of anxiety symptoms: “Normal anxiety” -> Adjustment disorder with
anxious mood -> Anxiety disorder -> Organic anxiety syndromes, drugs, drug withdrawal

% ~50% of palliative patients have an adjustment disorder X depressed and/or
anxious mood, requiring mainly supportive counselling.

* 1/3 of patients diagnosed with an adjustment disorder may later develop a major

depression

0 ~15%-25% of palliative patients develop a MDD 3

The Pallium Palliative pocketbook. 2" ed, 2018



1. Adjustment disorder

s About 50% of palliative patients

“*Maladaptive reaction to an identifiable psychosocial stressor (e.g. incurable
diagnosis, progression of disease) which occurs within 3 months of the onset of the

stressor and which does not persist for longer than 6 months (DSM-5 definition)
**Maladaptive reaction: Severe nervousness, worry, and jitteriness

¢ Others: Anger, withdrawal, insomnia, bitterness and blaming others

The Pallium Palliative pocketbook. 2" ed, 2018



1. Adjustment disorder

¢ Patients diagnosed with adjustment disorder generally do not have a history of

other psychiatric illnesses
¢ Could be depressed mood predominates, while in others it is anxiety or both

“* Symptoms out of proportion to the stress, persistence of symptoms for more than

2 weeks and disruption to normal functioning

“*In the case of an adjustment disorder, the anxiety or depression is usually mild to
moderate and fluctuates whereas with anxiety or depression disorder it is more

severe and pervasive

The Pallium Palliative pocketbook. 2" ed, 2018



1. Adjustment disorder

**Management: supportive counselling
Listen
Validate

- Empathize

- Explore feelings, fears, and goals

- ldentify strengths and coping strategies
- Reframe hope

- Dignity-conserving care

- Provide ongoing support

¢ Occasionally, short-acting anxiolytic benzodiazepines in the short term

The Pallium Palliative pocketbook. 2" ed, 2018



2. Major anxiety disorders

Generalized Anxiety Disorder (GAD):

“+Ongoing, unrealistic and excessive anxiety and worry out of proportion to the situation
“* It may be preceded by a major depressive episode
¢ Clinically, GAD presents as unrealistic worries and apprehension accompanied by
“*Restlessness and muscle tension
¢ Fatigcue
s Autonomic hyperactivity (shortness of breath, palpitations, sweating and dizziness)
s Hypervigilance (including feeling on edge and irritable)

3
* At least 6 months

The Pallium Palliative pocketbook. 2" ed, 2018



2. Major anxiety disorders

Panic Disorder: Discrete periods of intense fear or discomfort

s At least 4 symptoms develop abruptly and reach a peak within 10 minutes:

Palpitations or tachycardia - Trembling or shaking

Shortness of breath - Feeling of choking

Chest pain or discomfort - Feeling dizzy, lisht headed, unsteady or faint
Fear of dying - Fear of losing control or going crazy
Parasthesias - Derealization or depersonalization

Chills or hot flushes

¢ Panic attacks can occur in the context of several other psychiatric disorders

The Pallium Palliative pocketbook. 2" ed, 2018



2. Major anxiety disorders

Management

¢ Treat underlying medical conditions that could be contributing, e.g.:

Poor pain control, dyspnea, infection, electrolyte imbalance, delirium

Hypoxia, pulmonary embolism, hypoglycemia, heart failure, coronary ischemia

Anxiety producing drugs (e.g. corticosteroids, metoclopramide, haloperidol, BZP)

Substance withdrawal (e.g. alcohol, opioids, sedative/hypnotics)

¢ Supportive counselling

¢ Psychotherapy

“*Complementary therapies: meditation, relaxation therapy, aroma therapy, massage,

hypnosis, therapeutic touch, Reiki therapy, music therapy, art therapy and imagery

The Pallium Palliative pocketbook. 2" ed, 2018



3. Major depressive disorder (MDD)

¢ Diagnostic criteria (DSM-5): 5 or more symptoms during the same 2-week period

*»Depressed mood, anhedonia, weight change, sleep disturbance, psychomotor
problems (agitation or retardation), faticue, excessive inappropriate guilt (includes

feelings of worthlessness), poor concentration and suicidal ideation

At least 1 of the symptoms must be depressed mood or loss of interest or
pleasure (anhedonia) experienced most of the day nearly every day for the

duration of that 2-week period

**Must cause impairment in psychosocial functioning and are not due to the direct

effects of a substance or medical condition (e.g. hypothyroidism) 3

The Pallium Palliative pocketbook. 2" ed, 2018
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3. Major depressive disorder (MDD)

Screening

s Under-recognition and treatment of depression in palliative patients is common
“*All patients should be screened (adjustment disorder, depression, anxiety, delirium)
s»Every follow-up visit and during times of heightened stress

“*Simply asking “Are you depressed?” may improve the identification (screening) of

depression in this patient population, but is not a diagnostic tool

¢ The use of a Numerical Rating Scale (0-10) assessing level of sadness and anxiety

may be helpful but needs to be augmented by a more thorough interview

The Pallium Palliative pocketbook. 2" ed, 2018



3. Major depressive disorder (MDD)

Evaluation

“*Assessment of all psychological and physical symptoms (e.g. pain, nausea, anorexia).
s Effects of any treatments, including antidepressants.

“*Medications (current and past) (e.g. corticosteroids and interferon)

*¢Past medical history of psychiatric illnesses and their treatments

s Mental status examination

¢ |dentify potential risk factors for depression

¢ Physical examination

¢ Laboratory tests if necessary

The Pallium Palliative pocketbook. 2" ed, 2018



3. Major depressive disorder (MDD)

Risk factors for depression in palliative patients

¢ Depression at time of diagnosis of the incurable illness

s Poorly controlled pain and other symptoms

s Advanced stage of disease with increased physical impairment

¢ Additional concurrent life stressors, including lack of social supports and resources
¢ Pancreatic cancer

¢ History of depression (2 or more episodes in a lifetime)

¢ Family history of depression or suicide

¢ Previous suicide attempts 3%

¢ History of alcoholism or substance abuse

The Pallium Palliative pocketbook. 2" ed, 2018



3. Major depressive disorder (MDD)

Overall management

**Optimize the management of any psychiatric illness that pre-dates the palliative dx

A major depression should be treated with a combination of supportive

counselling, psychotherapy and antidepressant medications
¢ Psychotherapy: may need to be referred to a psychologist or psychiatrist

“*Other modalities such as Relaxation Therapy, Reiki and Therapeutic Touch may be

useful in select cases

The Pallium Palliative pocketbook. 2" ed, 2018
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Spiritvality in Palliative Care

What is spiritual?
Screening tool

Spiritual history taking
Spiritual assessment
Spiritual care intervention
for end of life




SPIRITUAL

“The aspect of humanity that refers
to the way individuals seek and
express meaning and purpose and
the way they experience their
connectedness to the moment, to
self, to others, to nature, and to the
significant or sacred”

Puchalski C, Ferrel B, Virani R, et al. Improving the quality of spiritual
care as a dimension of palliative care. J Palliat Med 2009;10:885-904.




What are spiritval +hings?

d




Yust as & candle canmot burn without fire

men cannot live without a spiritual life
-Buddh




Spiritval issve in PC

 Spirituality is recognized as a
factor that contributes to health
In many people and is an
Important component in the
care of patients with life-
threatening ilinesses

 Affect the way patients cope
with their illnesses, creating
distress and worsening the
burden of the illness

TEXTBOOK
OF PALLIATIVE
MEDICINE AND
SUPPORTIVE CARE &

THIRD EDITION
°

EDUARDO BRUERA
IRENE J. HIGGINSON
CHARLES F. VON GUNTEN
TATSUYA MORITA

@ CRC Press
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Association between spiritual pain and symptoms

m No spiritual pain O Spirttual pain
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PALLIATIVE
MEDICINE
Review Article

Palliative Medicine
The effects of spiritual care on quality of  creawo e

Reprints and permissions:

life and spiritual well-being among patients sescoudpournispemisionsray

DOI: 10.1177/02692163 18772267

. H H . H H journals.sagepub.com/home/pmj
with terminal illness: A systematic review SSAGE

* Not entitled to conclude that narrative spiritual interventions or
non-narrative spiritual interventions are more beneficial for
terminal patients, because the aims of these two types of spiritual
interventions are different

« [tis suggested that healthcare professionals integrate
spiritual care with usual care in palliative care




Palliative Medicine 2005; 19: 99-104

Effects of spiritual care training for palliative care

professionals

Maria Wasner Interdisciplinary Centre for Palliative Medicine, Ludwig-Maximilians-University, Munich,
Christine Longaker Education Director, Spiritual Care Program, London, Martin Johannes Fegg and
Gian Domenico Borasio Interdisciplinary Centre for Palliative Medicine, Ludwig-Maximilians-University, Munich

Table 2 Changes in attitudes towards work in palliative care

Before the After the Six months
training training later
(mean 4+-SD) {(mean +SD) (mean +SD)
Quality of life 71417 7.74+1.3* 7.441.4 (ns)
Compassion for 74414 7.941.2%* 7.941.3*
the dying
Compassion for 6.24+1.6 7.14+1.56%* 6.941.4*>
oneself
Attitude towards 7.2+1.5 7.941.3** 7.7+1.4%
one's family
Fear of dying 6.6+2.1 7.24+1.6* 68+1.7*
Fear of death 7.3+2.4 8.0+1.9%* 7.6+1.8 (ns)
Satisfaction with 72416 7.941.4%* 7.7+1.56*
work
Work meaningful 8.5+15 8.9+ 1.2%* 8.84+1.3(ns)
Attitude towards 7.5+1.4 7.94+1.3* 7.9+1.1*
colleagues
Work-related stress 6.6+23 7.941.7** 7.44+1.9*
Overall NRS score 71.8+10.6 78.44+9.4** 76.04+9.1**

Higher scores always reflect more positive attitudes
(e.g., higher compassion for oneself, less fear of death).
* P <0.05; ** P <0.01; ns =not significant.

SD =standard deviation.

Suggest that the spiritual care
training had a positive influence on
the spiritual well-being and the
attitudes of the participating
palliative care professionals which
was preserved over a six-month
period



Whewn spiritval needs and spiritual
distress are not addressed

. . 7k
- Patients are at risk of v@" World Health
depression 8% Organization
* Reduced sense of spiritual World Health Organization’s
meaning and peace emphasis on integrating spiritual
.. aspects of patient care as part of
* Loss of dlgmty its definition of palliative care

1. Pearce MJ, Coan AD, Herndon JE, Koenig HG, Abernethy
AP. Support Care Cancer 2011. 20(10):2269-76.

2.Thompson GN, Chochinov HM. Dignity-based approaches in
the care of terminally ill patients, Curr Opin Support Palliat Care
2008;2:49-53.



Clinical presentation of “spiritual” or “soul” pain

» Lack of response to pharmacological and other
Interventions

» Inability to find a nociceptive (physical) source for
physically experienced pain

* Profound feelings of emptiness, disconnection,
abandonment, disharmony, injustice,
hopelessness

» Feelings of separation from God or a deity

 Lack of meaning/feelings of hopelessness
and worthlessness

* Anxiety and fear of God

« Symptoms across the board of a symptom scale
such as ESAS-r are all rated very high

1. Kearney, M., Mortally wounded: stories of soul pain, death and healing.1996, New York: Scribner.
2. Kuhl, D., What dying people want. 2002, Toronto: Doubleday



Area of
assessment

Connection

Spiritual assessment tool

Related questions

Who are the persons or communities you look to
for support?
What role do they have in your care?

Has your life situation now affected your feelings
about yourself, your faith, or your relationships?
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Meaning and joy

What has been most important in your life?
What are you most thankful for?

What makes or has made you happy?
What do you feel the proudest of in your life?
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Strength and
comfort

Is there anything that is comforting to you now?
What helped you get through difficult times in the
past?

Who or what is your source of strength now?
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Hope and concerns

Is there anything that you hope for?
Is there anything that feels unfinished?
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Ferszt, G. et al. (2001). ‘Spiritual assessment tool' in Poor, B. and Poirrier, G. (Eds.). End of Life Nursing Care, pp. 175-187




Spiritual care intervention for end of life

a Demoralization e Meaning-centered group psychotherapy

a Psychotherapy Q Individualized meaning-based therapy

a Dignity therapy




Dignity therapy

 Dignity therapy is an evidence-
based and clinically effective
psychotherapeutic modality for
patients who are classified as
terminally ill

« That targets depression and
suffering along with enhancing
palliative patients' sense of
purpose, meaning, and will to live

Chochinov HM, Kristjanson L, Breitbart W, et al: Effect of dignity therapy on distress and end-of-life experience in terminally ill
patients: a randomised controlled trial. Lancet Oncol 2011; 12:753—-762



Definition of Dignity

Dignity appears to be something that is valued and needs to be

respected
Schuman, 2008

The quality of being worthy or honorable; worthiness, worth,

nobleness, excellence
Merriam Webster,201 7




Dignity Categories

MAJOR DIGNITY CATEGORIES, THEMES AND SUB-THEMES

lliness Related Concerns

Dignity Conserving Repertoire

Social Dignity Inventory

Level of Independence

Cognitive AcuityJ

Functional Capacity )

Symptom Distress

Physical Distress )

Psychological Distress)

e medical uncertainty
e death anxiety

Dignity Conserving
[ Perspectives J
continuity of self
role preservation
generativity/legacy
maintenance of pride

hopefulness

autonomy / control
acceptance

resilience / fighting spirit

Dignity Conserving
Practices

e living "in the moment"
e maintaining normalcy
e seeking spiritual comfort

(Privacy Boundaries )

( Social Support J

( Care Tenor )

( Burden to Others )

(Aftermath Concerns)

Chochinov HM, Hack T, McClement S, Kristjanson L, Harlos M. Dignity in the
terminally ill: a developing empirical model. Soc Sci Med. 2002,54:433—43.




Why do we need to focus on “patient dignity” ?
Reasons for requesting euthanasia

E‘m
|
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» Fears of burdening their families (47%) e Loss of dlgnlty (57%)
« Concern about becoming a financial - Pain (46%)

burden on their children or other : o
people as they grow older (60%) »  Unworthy dying (46%)

«  Would not want to continue living if - Being dependent on others (33%)
they were unable to perform most  Feeling tired of living (23%)
activities of daily living (12%)
Blendon RJ, Szalay US, Knox RA.dying? The public perspective. JAMA 1992;267:2658-2662.



Dignity Therapy: A Novel Psychotherapeutic
Intervention for Patients Near the End of Life

Harvey Max Chochinov, Thomas Hack, Thomas Hassard, Linda ]. Kristjanson, Susan McClement,
and Mike Harlos

« 76% reported a heightened sense of dignity

« 68% reported an increased sense of purpose

* 67% reported a heightened sense of meaning

« 47% reported an increased will to live

« 81% reported that it had been or would be of help to
their family

Chochinov et al. J Clin Oncol 2005, 23:56520-5525




« Standard definitions of these terms Stages of Psychosocial Development
have not been achieved

« There are many similar expressions
In use, such as life story, life history,
oral history, guided autobiography,
personal narrative

« The roots of life review lie in Erikson's
developmental theory, in which, at
the eighth stage, an individual tries to
achieve integrity

Older Adutt

Middie-age Adult

Young Adult

INTL. J. AGING AND HUMAN DEVELOPMENT, Vol. 63(2) 153-171, 2006



Life review is considered an
effective psychospiritual
intervention for people facing

death
(Leung et al., 2015)

Therapeutic life review may assist
people to cope with loss, guilt,
conflict, and defeat and may
enable them to discover meaning

In their accomplishments
(Haber, 2006)




META-ANALYSIS The Journal of Nursing Research m VOL. 28, NO. 2, APRIL 2020

OPEN

Effect of Life Review on Quality of Life in
Terminal Patients: A Systematic
Review and Meta-Analysis

Mei-Hua HUANG' « Ruey-Hsia WANG? « Hsiu-Hung WANG™*

 Six studies with 296 patients were included In the
review. The participants in the included studies were
from multiple countries

 Life review was found to affect quality of life
significantly (95% CI[0.147,0.668], Z = 3.062, p< .05)



Summary

 Patients experiencing life-threatening illnesses want
and need meaning, perhaps more than at any other
time In their lives

« World Health Organization emphasizes that the control
of pain, of other symptoms, and of psychological,
soclal, and spiritual problems

« Psychospiritual care is an aspect of palliative care that
must not be undervalued
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