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A 28-YEAR-OLD MALE WITH RECURRENT SCCA ON THE
RIGHT SIDE OF TONGUE.

He presented this time with rapid growth of right neck mass which was unresectable.
CT neckrevealed a 9x5x8 cm mass at right pre-tracheal region, abut the
Rt. common carotid artery. The only treatment option left was radiotherapy

scared." AN /6-5
Upper airway obstruction
Carotid blow out syndrome
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BEST CAREFORHIM?"
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what to do.
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BASIC INFORMATION

e wUoouvglne 01y 28 U
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e AnSA1SSAW : dnSUszAaudunwadukul UC

e New case IPD consultation from oncology
e Admission date : 28 avkiAU 2566

e Consultation date : 29 avkiAU 2566



PATIENT HISTORY

e Present with Rt lateral tongue mass
o 1/8/65 punch biopsy = squamous cell carcinoma
o 15/9/65 s/p Right hemiglossectomy + Rt.MRND +Lt.RFFF + Lt.STSG
= Patho : squamous cell carcinoma well differentiated size 3 cm,
DOl 12 mm, WPOI 1, LVI +, PNI -
= CLN positive 1 node at level 5 Rt no ENE (1/38 nodes)
e s/p CCRT (CMT 7 cycles + RT asu 27/12/65)

e 23/3/66 CT outsource
o post right partial glossectomy , no detectable recurrent tumor or
metastasis



PATIENT HISTORY

e 23/5/66
o mass at midline lower neck 2 cm, nearly tip of surgical scar, fixed,
not tender
o FNA = metastatic squamous cell carcinoma

e 31/5/66 CT neck
o Newly detected mass at pretracheal region
of right lower cervical region with
Intrathoracic extension, measured about
3.9x4.6x4.0 cm in APxWxH dimension.
This lesion abuts to right common carotid artery.







PATIENT HISTORY

e 2/6/66 Tumor conference
o CT chest + upper abdomen for complete staging /
If no metastasis ONCO plan TPF
o |F tumor shrink aulu involve carotid fasia /
ENT plan OR for salvage surgery

e 9/6/66 CT chest+whole abdomen
o no lung/liver/bone metastasis



PATIENT HISTORY
e 19/6/66 start TPF (docetaxel, cisplatin, 5-FU) Cycle 1

e 12/7/66 f/u ct neck
o Increased size of mass measured about cm in 9.8x5.3x8.5 cm dimension
(previously 3.9x4.6x4.0 cm). This lesion abuts to right common carotid artery.
e 20/7/66
o consult CVT role of excision pretracheal node Aax a1Kk1A sx d:=tkao Residual tumor
o ENT evaluation --> inoperable

e 23/7/66 TPF C2
e 12/8/66 TPF C3
o hold due to tumor wound infection

e 28/8/66 admit for TPF C3



CHIEF COMPLAINT
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TPF cycle3




PRESENT ILLNESS
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PERSONAL HISTORY

e No alcohol drinking
e No smoking



PERSONAL HISTORY
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PERSONAL HISTORY
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FAMILY GENOGRAM
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PHYSICAL EXAMINATION

e GA alert good consciousness

e Vital sign BT 37.8 BP 125/77 PR 110 RR18

e BW 51.8 Ht 175 BMI 16.91

e Heart: normal S 1S 2, No murmur

e Lungs: normal breath sound, no adventitious sound

e Abdomen: no distension abdomen, no surgical scar, soft,
not tender,

e Ext: no pitting edema both legs

e Neuro: grossly intact, alert, E4 V5 M6



PHYSICAL EXAMINATION

e Neck : cauliflower mass ant neck
mass at cervical level 6 size 8*6 cm,
firm consistency, fixed, warmth and
redness with contact bleeding and
pus oozing, warmth and redness with
contact bleeding and pus o00zing




INVESTIGATIONS

e Hb 9.0 g/dl, Hct 27.6 %, WBC 15240 ul, Plt . 355 K/ ul, NE 76.2%,
LY11.2%

e BUN 14.1 mg/dL, Cr 1.14 mg/dL, eGFR 87 ml/min/ 1.73 m?2
e Na 138 mmol/L , K 4.0 mmol/L, HCO 3 25.2 mmol/L, Cl 101 mmol/L

e Albumin 3.7 g/dL , TB 0.3 mg/dL, DB 0.2 mg/dL, ALT 8 U/L, AST 9 U/L,
ALP 78 U/L

e Lactate 13.3 mg/dL

e Urinalysis RBC 1-2/HP, WBC 1-2/HP, SQ-Epi 0-1/HP




CHEST X-RAY 28 /8 /66




CT NECK 12/7 /66




CT NECK 12/7 /66

e Increased size of lobulated heterogenous enhancing mass
at pretracheal region of right lower cervical region with
intrathoracic extension (9.8x5.3x8.5 cm). This lesion abuts
to right common carotid artery (less than 180 degree),
pressure thyroid gland and branchiocephalic vein. Adjacent
soft tissue swelling and fat stranding. No encasement
vessel. No adjacent bony destruction; suggested increased
size of metastatic soft tissue lesion or metastatic lymph
node.

e Post operative change without gross residual tumor at
surgical bed.



CURRENT MEDICATION

e MST (10) 1 tab po q 8 hr

e MOIR (10) 0.5 tab po prn for severe pain g 2 hr
e Senokot 2 tab po hs

e Tazocin 4.5 gV statthen 4.5gIV q6 hr

e Paracetamol (500) 1 tab po prn for fever q 6 hr



PALLIATIVE CARE CONSULTATION
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"HOW SHOULD WE
ASSESS FOR THIS
PATIENT??"




PC VISIT

e Juusansuusav WwdsaluAraawa muAInUAM [Uaum



EDMONTON SYMPTOM ASSESSMENT SYSTEM (ESAS)
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"HOW SHOULD WE
ASSESS AND
MANAGE PAIN IN
THIS PATIENT?"




Anxiety
Co-morbid causes

TOTAL PAIN

Fear of suffering

Caused by treatment Depression

Past
experience

Caused by cancer Psychological of illness

Total
Pain

Loss of role and

Fig. 2 Total pain social status

(International Association
for the Study of Pain 2009).
This image 1s taken from the
Total Pain Factsheet and has
been reproduced with the
permission of the
International Association
for the Study of Pain®
(IASP). The image may not
be reproduced for any other
purpose without permission

Loss of job Spiritual i:'tlﬁeé s;[i fate/anger

Financial concerns Loss of faith

Worries about future of Finding meaning
family

Dependency Fear of the unknown




PROBLEM LIST

e Recurrent SCCA T4bN3bMO stage IVDb

e Pain
o physical
o psychological
o social
o spiritual

e Infected tumor wound
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PAIN ASSESSMENT

Pair
Pair
(Noc

2-3/10 at rest

6-7/10 when dressing wound

iceptive pain/ Predictable)

e MST (10) 1tab po g 8 hr

e MOIR (10) 1 tab po prn for severe pain g 2 hr
e« Morphine 3 mg iv Asuriiuwa 15 uin



Breakthrough Cancer Pain
el \a
Spontaneous Pain Incident Pain

(No apparent trigger) (Trigger is known)
End of

dose failure

v
Persistent background pain

Controlled by around-the-clock analgesia

Palliative Care Formulary 2020 - 2023, NHS foundation trust



ITWO DIFFERENT TYPES OF BREAKTHROUGH PAINS (BTPS)
AND THEIR "MATCHING" OPIOID TREATMENT.

—
Pain
Intensity —| ROBTP
~——BTPs >—|R00
GOBTP)| — —
—
=-|RO
Background Pain }CRO

CRO - Controlled Release Opioid Time

GOBTP - Gradual onset breakthrough Pain

IRO - Immediate Release Opioid

ROBTP - Rapid onset breakthrough pain

ROO - Rapid Onset Opioid

Smith HS. Rapid onset opioids in palliative medicine. Ann Palli at Med 2012




OPIOID ANALGESICS

Starting Dose
(Adults > 50 Kg)

Drug # (cont) Onset Peak

Duration Metabolism | Half Life

Morphine

MS Contin®

10-15mgg3-4hr

15 min

1% - 2hr

4 hr

Liver

15-2hr

4-10mgqg3-4hr

15 - 60 min

30 - 60 min

4 hr

Z-dmaaZ-4hr

2 -5 min

20 min

3-4hr

4-10mgqg3-4hr

15mgq 12 hr

15 - 30 min

MNIA

30 - 60 min

MNIA

4-Thr

8-12hr

Fentanyl

Example: Duragesic®

Trans-
dermal

omeg/Kgag1-2hr
0.25- 1 mcg/Kg as
needed

25 meg/hr

-8 min
Immediate

12-24 hr

American Pain Society (2008).
treatment of acute pain and cancer pain (6th ed.) Glenview, IL

1-2hr
30 - 60 min

48 - 12 hr

Principles of analgesic use in the



WOUND CARE

e 1. Sucralfate (1 gm) 1 tab ua
o + Metronidazole (200) 1 tab ua
o + KY jelly
o Wauau apply on tumor surface

e 2. NSS- soaked gauze

e 3. Dry top gauze



WHAT
POTENTIALLY
AWAITS HIM 7




Oncology
Research and

Oncol Res Treat 2016;39:186-192 Received: February 09 , 2016
Treatment DOI: 10.1159/000445307 __Accepted: March 09, 2016

Original Article

Symptoms and Needs of Head and Neck Cancer
Patients at Diagnosis of Incurability -

Prevalences, Clinical Implications, and Feasibility of a
Prospective Longitudinal Multicenter Cohort Study

Bernd Alt-Epping? Wiebke Seidel® Jeannette Vogt® Anja Mehnertd Michael Thomas®
Birgitt van Oorschot’ Hendrik Wolff® Henning Schliephake® Martin Canis™ Leif H. Droge’
Friedemann Nauck? Florian Lordick® on behalf of the Arbeitsgemeinschaft Palliativmedizin
(APM) of the German Cancer Society (DKG)

e Pain

e Oral care and mucositis

e Sialorrhoea and secretion management

e Wound care and major bleeding (including ‘carotid blowout’)
e Airway obstruction and tracheostomy management

e Nutritional support and difficulty swallowing

e Psychological distress and social isolation.




Box 14.11.3 ‘Carotid blowout’ definition

e Threatened: evidence on physical or radiological examination that
haemorrhage will occur if no immediate action is taken (e.g. directly
exposed artery)

e Impending: episode of bleeding, ‘sentinel bleed’ often caused by a
pseudo-aneurysm that either resolves itself or with packing/pressure ,

e Acute: haemorrhage that cannot be stopped by packing or pressure. " _J |

g

Source data from Kozin, E. et al. (2072). Carotid blowout management #251. J Palliat
Med. 15(3): 360-1. https://doi.org/10.1089/jpm.2012.9604.

Infection

Tissue compromise
(radiation/wound)

Carcinomatous invasion



Vol. 38 No. 6 December 2009 Journal of Pain and Symptom Management 913

Review Article

Management of Terminal Hemorrhage
in Patients With Advanced Cancer:
A Systematic Literature Review

Dylan G. Harris, MBBCh (Hons), MRCP, DipPallMed,

and Simon [.R. Noble, MBBS, FRCP, PGCE
Department of Palliative Medicine (D.G.H.), Velindre Hospital, Cardiff; Department of Palliative
Medicine (S.I.R.N), Cardiff University School of Medicine, Cardiff, Wales, United Kingdom

The reported incidence of significant bleeding in patients with advanced cancer
IS 6% - 14% and incidence of terminal hemorrhage 3% - 12%

Current suggestions for managing terminal hemorrhage in this context include

e Use of dark towels
e use of suction when possible
e Use of sedative “crisis” medication, which may involve midazolam,

diamorphine/morphine, or ketamine by subcutaneous, intramuscular, or IV
administration



Identify Patients at Risk

-Thrombocytlopema

-Myelodysplasia

(General Risk Factors

-Large head and neck carcinomas
-Large centrally-located lung cancers
-Refractory acute and chronic leukemia

-Metastatic hver disease and deranged cloting

-Radiotherapy

malnourishment

Specific Risk Factors for Carotid Artery Rupture
=Surgery (e.g.. radical neck dissection)

=Poor post-operative healing

-Visible arterial pulsation

=Pharyngo-cutaneous histula

-Fungating tumors

-systemuc factors, e.g., diabetes, age over 50 years, 10-
15% loss body weight, immunodeficiency,

|

Multidisciplinary Team Discussion

Factors to consuder:
-Patient’ s prognosis

May include oncologist, surgeon, nursing staff, pharmacist, chaplain
Proactive preparation and advance planning

-Patient’s performance status
-Patient’s perceived guality of life and preferences

!

Discussion with Patient and Family

Level of discussion may depend upon:
-How likely the MDT feels that terminal hemorrhage may occur

-Patient and families knowledge and acceptance of diagnosis and prognosis
-How much information the patient and carer want to receive
-Patient and family’s desired level of participation in decisions about their care
-Patient’s and family’s coping strategies

!

In event of hemorrhage, use measures to a level appropriate to the individual patient

General Supportive Measures,
c.g.,

-Call for assistance

-Ensure a nurse stays with the
pahent

-Provide psychological support
-Apply pressure if bleeding
externally visible

=Use of dark towels to
camouflage blood loss

-Use of suction if possible

-Use of sedative medication:
currently no consensus regarding
drug, dose or route (see Table 2)

General Resuscitative Measures,
eg.,

Volume and fluid replacement with
colloid flmd or blood products

Specific Intervention to Stop the
Bleeding, ¢z,

Surgical ligation of an artery

!

After the Event

Debrief and support for relatives/carers AND staff after the event

Consider whether counseling 15 needed

Fig. 1. Summary: management of terminal hemorrhage in patients with advanced cancer.




Identify Patients at Risk

General Risk Factors Specific Risk Factors for Carotid Artery Rupture

-Thrombocytopenia -Surgery (e.g., radical neck dissection)

-Large head and neck carcinomas -Radiotherapy

-Large centrally-located lung cancers -Poor post-operative healing

-Refractory acute and chronic leukemia -Visible arterial pulsation

-Myelodysplasia -Pharyngo-cutaneous fistula

-Metastatic liver disease and deranged clotting -Fungating tumors
-Systemic factors, e.g., diabetes, age over 50 years, 10-
15% loss body weight, immunodeficiency,
malnourishment

1

Multidisciplinary Team Discussion
May include oncologist, surgeon, nursing staff, pharmacist, chaplain
Proactive preparation and advance planning
Factors to consider:
-Patient’s prognosis
-Patient’s performance status
-Patient’s perceived quality of life and preferences




w

Discussion with Patient and Family

Level of discussion may depend upon:
-How likely the MDT {feels that terminal hemorrhage may occur

-Patient and families knowledge and acceptance of diagnosis and prognosis
-How much information the patient and carer want to receive
-Patient and famly’s desired level of participation in decisions about their care
-Patient’s and family’s coping strategies

1

In event of hemorrhage, use measures to a level appropriate to the individual patient

General Supportive Measures,
e.g.,

-Call for assistance

-Ensure a nurse stays with the
patient

-Provide psychological support
-Apply pressure if bleeding
externally visible

-Use of dark towels to
camoutlage blood loss

-Use of suction 1f possible

-Use of sedative medication:
currently no consensus regarding
drug, dose or route (see Table 2)

General Resuscitative Measures,
e.g.,

Volume and fluid replacement with
colloid fluid or blood products

Specific Intervention to Stop the
Bleeding, ¢.g.,
Surgical ligation of an artery

L

After the Event

Debrief and support for relatives/carers AND staff after the event

Consider whether cnunseling 1s needed




REVIEW

The role of surgery in the palliation of head and
neck cancer

Nicholas J. Roland® and Patrick J. Bradley®

e |t may be used at the time of other palliative
interventions or in patients with stridor and acute
airway obstruction.

e |f possible, the decision should not be made in the acute
situation, and it should rather be part of a structured
care plan.

e Furthermore, a tracheostomy does not guarantee airway
natency and in the presence of uncontrolled disease in

the laryngeal region, problems occur with occlusion of

the tracheal lumen by tumor or secretions.




UPPER AIRWAY OBSTRUCTION

Symptoms
e Severe Dyspnea
e Restless( ns=duns:aig )

Physical examination
e Stidor (high pitched, vibrating sound, +- retraction of
suprasternal notch)



EMERGENCY PLAN OF MANAGEMEN'T

Palliative sedation

e Midazolam 5 mg iv stat then prn g 15 min
e Morphine 5 mg Iv stat



PERCEPTION
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"HOW CAN WE PROVIDE
PSYCHOLOGICAL,
SOCIAL, AND
SPIRITUAL SUPPORT ?°




PC VISIT
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PC VISIT

* Negative emotional e Grief reaction : e Spiritual: asking “why”
e Cognitive: rumination, » questions, change in

low self-esteem, impaired beliefs & values

thinking planing * Social: people treat me
e Behavior: isolation, sleep differently

disturbance

e Anticipatory griel effects
to grief reaction

e Coping



SATIR THERAPEUTIC BELIEF

e People
o Most people do the best they can at any given time
o Feeling belong to us; we all have them and can learn to be in charge of them
o Healthy human relationship are built on equality of value.

e Coping
o The problem is not a problem, but coping is a problem.
o We all have the internal resources we need in order to cope successfully and to grow.

« Change
o Internal change is always possible; even if external change is limited
o We cannot change the past events, but we can change the impact that have on us.
o Hope is a significant component for change



SATIR CONGRUEN LIVING

context
Terminal illness



- k0NKLIKVDY WIIMILAST KUITD walios AQuIU QBUKLYY
- uoulukau Aaun WoaaIK1S

- 1ASY F9(D NounN KUQADIUKIL AvIa

ADWSAN (Feeling) - lav(d

ADIWSANCIDADIUSAN - Iass [usou
(Feeling of Feeling)

ms's'ué;z?fod‘mq (Perception)

ADWAIQKIDY (Expectation)

ADWUSISOUNNUNDSY (Yearning)

aoau (Self)




Greif reaction
STAGES OF GRIEF view grief as dynamic- a person oscillates

between distress (grief) & avoidance (life)

Shock / Denial Acceptance
Disorder Withdrawal D REALITY
Anger Loneliness Shock Acceptance
Denial Guilt
. s _» ) Depression Disorder
Guilt & Bargaining Depression S P
Withdrawal Depression
Distress Disorder Acceptance
Grief is linear process o o
p Distress Loneliness

Griefis a predictable process Guil Distress

Loneliness @ SECOND

WIND



Grief Work

"Grief work” hypothesis

View of grief that individuals must
do the “work” of grief by talking
about their loss and their feelings,
and if a bereaved person did not
do this, it was assumed that
something was wrong with that
individual. Also indicates that the
goal of grief is to help the
bereaved individual to “let go” of
their loved one in order to move
forward in life.

Dacry L. Harris and Howard R. Winokuer.
Principle and Practice of Grief Counseling
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Thailand, Vol. 57 No. 3 July - September2012

Who is he?



ITHE BASICS OF GRIEF COUNSELING

o Attending skills—Body language, eye contact, tone and volume of voice, use of language, and
nonverbal cues

 Advanced empathy—Moments when the counselor is deeply attuned to the client and has
an intuitive knowing about something that the client may not have stated openly

e Open gquestions—Cannot be answered briefly, and they often require some thought or
expression of feeling

e Observational skills — assist in reading nonverbal cues and filling in details about the
client’s story and situation

e Immediacy— The ability of the counselor to use the immediate situation within the session

e Resistance—The situation in which a client withholds disclosure or engagement in the
therapeutic relationship or session, often due to the client feeling threatened or
uncomfortable for some reason

o Self-disclosure—Involves the counselor sharing his or her own story and own personhood at
appropriate times in the process

Dacry L. Harris and Howard R. Winokuer. Principle and Practice of Grief Counseling



ACTIVE LISTENING

* Give your full attention

e Be patient with the bereaved, and with yourself

e Don’t give advice

 Don’t overthink your responses, your presence is often enough

e [f you don’t know what to say or do to help them, it is ok to say something
like “I don’t know what to say, but I am here and I care”

e Ask open questions “would you like to tell me about that?”

Death Literacy Institute



PC VISIT
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DIGNITY CATEGORIES

MAJOR DIGNITY CATEGORIES, THEMES AND SUB-THEMES

[liness Related Concerns

Dignity Conserving Repertoire

Social Dignity Inventory

Level of Independence

—( Cognitive Acuity )

| Functional Capacity |
Symptom Distress

Physical Distress )

Psychological Distress

e medical uncertainty
e death anxiety

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.

Dignity Conserving
Perspectives

e continuity of self

e role preservation

e generativity/legacy

e maintenance of pride

e hopefulness
e autonomy / control

e resilience / fighting spirit

[ Dignity Conserving J

Practices

na "in the
e maintaining normalcy
= ¢ 1 Uc \J J

(Privacy Boundaries )

‘ Social Support )
( Care Tenor J

Burden to Others

( Aftermath Concerns)
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DIGNITY

e The word dignity is derived from the Latin dignitas meaning
“‘worthy”

e Synonyms for dignity include words like self-respect,
selfesteem, poise, and pride

e “an individual’s ability to feel important and valuable in
relation to others, communicate this to others, and be
treated as such by others in contexts which are perceived
as threatening”

e notions of maintenance of self-respect and self-esteem
and appreciation of what dignity means to the individual



DIGNITY

The basic tenets of palliative care, including

e Symptom management
e Spiritual and psychological well-being
e Care of the family unit

May all be summarized under the goal of helping patients
die with dignity



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
randomized controlled trial. Lancet Oncol 2011; 12:753-762
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ACP : No ETT/Tracheostomy
No CPR , No Inotrope

( UAO ' Carotid Blowout

stridor K19{d310U1A sSOUAU
As:duns:=als KSo
ludidgvwauinaiau

gé (6 Gauze 3x3 WU 2 ASD
nalunaa Bleed a:
Mx. -Morphine 5 mg iv stat I/

-Midazolam 5 mg iv stat then prn ¢ 15-20 min
for agitation/sulfering

N

[ns Notify ENT
a: Fellow PC

ns Notifv ENT i
Ist Call - 50

Ins Notify
Fellow PC
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THANK YOU
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