Palliative care case conference
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A 63-year-old man with schizophrenia, debilitated
and became bed bounded after a fall. Presented
with hypoglycemia, severe infection, septic shock
and multiple infected pressure ulcers.

He lived with an elderly mother and younger sister who was
diagnosed with schizophrenia.

He had no capacity to make decision.

How would we manage this case? (

=
AugnIsusSay |
Karunruk palliative |

Suwsi 25 aalAu 2566 1Da1 12.00-13.30 u
care center

vaissuGyAnauls ssuuanwasuissuius:1GunisquanUrous:Auus:Aav
Wi1un1v zoom meeting ID :935 4821 7598 Passcode: 1234




Interesting casce
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Patient identification

nlhevelng 81y 63 U
A0IUNN : LAR

AU QINIA VOULNU
ANTNITINYN : UNTND
Admission date : 14/9/66
Attending date : 2/10/66

ADL. : 0

Status before admission : ADL O.




Patient history
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Patient history

25/5/66-13/6/66 1st admission

1 wk PTARUVNAN Asuenseunnifins dusaiidsus duauil 4 iy Suueufnifes deadautiengsgn

3 d PTA wndullusfestin ensdnamiiuen antuanlity duliils vengaanse Jaanglils unafiviniivues
By §lvga u

V/S BT 38.3, RR26, PR 130, BP 77/61 sat 96% RA

GA: An elderly man with drowsiness

Ext: no edema, Lt. big toe minimal oozing

NS : E4V5M6 , motor power upper at least grade IV, lower at least grade Il (can perfrom frog leg)

Hilm C spine ,TL spine : no Fx , CT brain : no ICH

d91 Diagnosis : infected DM foot with sepsis



Patient history

25/6/66 -20/8/66. 2"% admission

1 wk PTA viasandutnuuaudunasn arumnaulirsesises il uaudnmesedual luliuseindrdn Aulaves
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V/S BT 39, RR26, PR 130, BP 77/61 sat 96% RA

GA: An elderly man with drowsiness

Ext: no edema, Lt. big toe minimal oozing , Bedsore ¢r 3 at coccyx

NS : EAVAM5  motor power upper at least grade IV



Patient his‘[()ry 25/6/66 -20/8/66. 2" admission
25/6/66 10/7/66

« Urine C/S (25/6/66): 10/A5 .
Yeast, not C.albican

« H/C (25/6/606): Bacillus
species (bottle 1) +
S.haemolyticus (bottle 2)

e U/C(15/6/66): A.Baum
CRAB PXDR S=sitafloxacin
|I=Colistin

16 ATB colistin + sulperazone

Septic shock @1 3 septic
encephalopathy on ETT
« 14/7/66 set OR DB

e on ATB Fosfo + colistin

- D/C

- Status @ilgifiau D/C bed bounded a1na

pali1 Aadaisla liduau

MR ULELINTNWVINLNALAE PCU 2i393U%el6

TeuBvinaatay LSeuviNanalnadl

g51 Dx nau D/C

- Adrenal insufficiency
- Infected DM foot

- DM poor control

- UTI with septic shock with infected bedsore U/C : A.baum PXDR

- Schizophrenia on Risperidone 4 ml po hs




Patient history

* 28/8/66 wraiiruasinduwmsiu seen decubitus ulcer 41815339 OPD

1.or 3 at left intertrochanteric region with pus

2.9r 3 at coccyx
3.0r 3 at right leg x2

4.or 3 at left leg x1

Wound dressing + oral ATB.
® 5/9/66 F/U Psychi gyn@ixunu
- vidsnduthuflonnmsweanduanduasa 4 wavuaufe lifoinimiaseing
- IUDUAALREN
- SuUsemuenaiale
- on Risperidone 4 ml po hs
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Chief complaint. (14/9/66)
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Present
illness
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grleRriuunaan Wasanneihladnauaesnenlsarnentd

30 min PTA eyn@iwugileyaandusi fuusa laivinanudnda

Sm insulin 6 u ARLLEL + Windigalainnugin

EMS aansu DTX 57 13 50% glucose 50 ml iv push, RLS 300 ml iv load




Physical examination

V/S BT 35 HR 76 BP 74/47 RR 24 O2Zsat 100%

GA : confusion, EAVAM5 pupil 2 mm RTLBE
HEENT: mark pale ,no jx

[ \
\
Heart: normal s1s2 regular rhythm no murmur Q
_ung : clear , equal both lung “
q AGL

Abd: soft, not tender, liver and spleen no palpable

I
:'
/

Ext: no edema , JC
<ie{
Skin: Bed sore ¢r. lll at buttock coccyx no pus good granulation tissue ,Bed {O

sore ¢or lll at both intertrochanteric region with pus , infected bed sore gr

I at rt knee with pus .

PR: Brown feces no melena



Investigation

CBC

Hb
Hct

WBC

Platelet

14/9/66

/.5

21

11,600

82.6

13

240,000

21/9/66

6.9

19.7

15,900

63.7

30.3

2/10/66

7.5

22

8,780

84.8

12.3

3/10/66

17.5

6,900

81.6

16.2




Investigation

BUN

Cr

Na

Cl

CO2

14/9/66 3/10/66

9.3 26.3
0.6 1.27
130 144
2.7 3.2
102 112

19.6 21

Ca2+

PO4

14/9/66

1.6

2.5

3/10/66

3.6

1.4



Investigation

LFT 14/9/66 20/9/66 26/9/66
Alb 1.5 1.9 2.4
Glob 3.6 2.9 2.4
TB 0.4 0.3 0.3
DB 0.3 0.2 0.3
AST 70 264 28
ALT 82 376 17

ALP 216 278
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Hospital course

BP drop septic shock start lUagu ATB meropenam
levophed (4:250) 10 ml /hr Drip alb
titrate 019 15 mU/hr

Admit sei3es hypoglycemia

Set OR DB wound rt knee BP drop septic shock
with septic shock Wean off levophed Load IV
Start ATB : colistin , sulbactam Drip alb Drip alb

&1 Schizophrenia Start levophed

: risperidone 4 ml po hs

Conscious T4 aN@1 LU IUATES



Hospital course

OFf ET tube Diarrhea {4y C diff

Off levophed infection add vancomycin

On oxygen canular 3 LPM

22/9 24/9 25/9 29/9 30/9
On ET tube BP drop ID UL 1n0Y source
Levophed 8:125 rate 15 Start levophed infection 31nUKa bedsore
add ATB meropenam Drip alb UT
+colistin + sulperazone Levophed Ao

-UGIB



Hospital course

Psychi : 499 mix delirium LHa337103 fluctuation VB3
917115 UNYWURBULA awareness f co operate la%99
141 response AU hypoactive delirium suggest

correct cause lilausuen

Consult PC , Psychi sauuseiiiu

R/O negative symptom off schizophrenia
- drip Alb

- 11 hyposglycemia

- Gross hematuria 600 ml

- Active Bleed bedsore at coccyx



Psychiatric note
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* MSE : GA ftheme gnifneguuiies vimumddlitis

®* Speech : mostly relevant with short answer , loud volume

®* Mood : irritable

* Affect : appropriate

®* Though ,Perception , suicidal idea can’t evaluate

*  1nH991n15910 mix delirium due to multiple etiology

a <

*  @ARDNPINTITIN active schizophrenia UaY
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Current medication

- Colistin 150 mg iv g 12 hr day 2. - Levophed (8:125) rate 2 ml/hr
- Risperidone 4 ml po hs - thyroxine (100) 1*1 ac

- hydrocortisone 200 mg iv 24 hr - SDM (300) 4*4 po pc

- Vit D2 (20000) 2 cap po weekly - RI'4 u sc premeal

- BD via NG




PC consultation 2/10/66
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How would PC team assess
and management this

patient ?




Problem list

. Symptomatic hypogslycemia (improved)
UTI with septic shock with septic encephalopathy

Important Elements of Palliative Care

Infected bedsore or 4 P—
Chronic tubulopathy suspected from colistin
. Acute transaminitis suspected from DIL|
Overt DIC suspected form sepsis

DM type 2

Disease - Psychosocial and
management spiritual care

Schizophrenia

O P N oA W N e

. Mix delirium
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PC symptoms

-Pain BP5=3/12
-Dyspnea RDOS= 2
-No N/V

-No constipation




Family genogram

F@en U 54 ang

63 U DM ,
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Psychosocial
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Psychosocial

Perception
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Family meeting

UHUNBDU family meeting
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Psychosocial

VBYAINUNHIANAWATIEN

UANANIUNIFTLIY

11aq1iuATaLATININY IANANNIAINRULNUIYAZIBINITAT ABUAT 12,000 LW
ARuanannsailaenistintinuldifunandeyiu 4a1uau 200,000 1 1E35HaU
”Lﬂf%"@mslgﬁumﬁﬁ’ﬂmi (11970 11 1B 99A B SN A AT ER N0 LN

AANTLE)




Psychosocial
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Psychosocial
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Psychosocial
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Family meeting

IRNNTINTNTALAEURIENVBHUIY  ATBUATITUNTIUAILIALALPrognosis
nUrgupulsaneuIaseuliinnzinonsneslienujTiusdugena 4 i, dalinne

malnutrition {JugUieUs12U1901INNNTUTNNaNadaNaIeg 9T e lisus

Y

novauasenisiuierlsay Wienillemaiiiiisazsenanmsindediosnnmnsenainnis
Anigoldftlonanduufndelvsidn.
UsaUgkIHeneUand1eeInge 13 PC Lalawe Lidn1an1siny 2 119 Ag

1. SnwidniiansldasemesinpnaguagUasagyndnsanu

2 5nwdseRuuseaasligndnniseinsiiUlvguauns Asaundl YaLasnnIsINEILUY
UseAUUTEADS

PC plan :A8 primary S0IATB LLagfmLLmuﬁ]gé’J’ﬂ&Jﬁﬂ’MUﬁﬂﬂa.?/l o end of life care



PC plan
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End of life care in schizophrenia




Palliative care for people with
schizophrenia: a qualitative study of an
under-serviced group in need

Beverley McNamara' @, Anne Same', Lorna Rosenwax' and Brian Kelly~
Y

® Schizophrenia is a complex disease with level of disability, duration of illness and social costs
all contributing to economic costs.
®* A 10 to 20 year shortened survival has been reported for this group.

®* Multifactorial explanations for the cap include reduced access to medical care

: medication side effects, increased prevalence of comorbid illness
®* People with schizophrenia are socially marginalised , may experience socio-economic

deprivation, stisma, homelessness, and violence and face premature death from preventable

conditions




End of life care in schizophrenia

®* Many patients with schizophrenia struggle to report pain or related symptomatology, even
with advanced illness and receive less opioid analgesia than other patients.

®* Many patients with schizophrenia retain capacity for medical decision making, especially
when supported by trusted caregivers they are less likely to engage in advance care planning

* Life limiting illness at the end of life have limited options for care

®* The vulnerability of patients with schizophrenia must be recognised in palliative care

settings so that the care is inclusive and universally accessible




End of life care in schizophrenia

Individual factors that may affect people with schizophrenia at the end of life

®* the end of life varies dependent upon individual factors

- personal history, a fluctuating mental state
- may be influenced by a progressive illness and co-morbidities, compliance with
medication and the side effects of changing medications.

- Many patients with chronic schizophrenia take Clozapine : Pharmacological complex




End of life care in schizophrenia

Social factors that may affect people with schizophrenia at the end of life

At the end of life are vulnerable due to social isolation and marginalisation.
The most important factor in receiving sood end of life support for people with
schizophrenia many participants answered ‘strong social support’

Those most at risk may be homeless or Living on their own in a boarding house type of

accommodation.




End of life care in schizophrenia

Health care factors that may affect people with schizophrenia at the end of life

® Late diagnosis of a life limiting physical disease

®* Avoid going to the doctor based upon their previous experiences which they may perceive as

unsatisfactory

Adequate care and referral to a palliative care team is based upon the presence or absence

of a strong advocate




End of life care in schizophrenia

The interrelationship between factors that affect people with schizophrenia at the
end of life

* Alienating prior experiences with the health care system

* limited cognitive capacity, escalating physical symptoms, social and self-stisma, and

assumptions made by health professionals who may lack education, sympathy and resources

®* lead to people with schizophrenia being ‘lost in the mainstream system’



Individual Factors

Fluctuating mental state
Progressive illness related to comorbidities
Difficulties with treatment adherence
Side-effects from changed medications

Poor information processing and
communication

Poor personal care and insight into personal
safety

Person
‘lost in the

system’

Social Factors Health Care Factors

i1 and self sti Late diagnosis of life limiting disease due to
Social and selr stigma reluctance to present to hospital or doctor
Lack of strong social support and fractured

family relationships

Alientating prior experiences in the health care
system

Lack of a strong advocate Lack of educated and sympathetic health

Homeless, living alone or in boarding house professionals

accommodation Under-resourced health care

Fig. 1 The interrelationship between factors that may affect people with schizophrenia at the end of life



End of life care in schizophrenia

Barriers and facilitators to people with schizophrenia receiving palliative care

®* acknowledged that being referred to palliative care and receiving palliative services was not

straichtforward

®* people with schizophrenia were ‘lost in the system’, without a strong advocate or without a

secure place to live

® Early referral to palliative care is very important for this sroup



End of life care in schizophrenia

Recognising declining health, communication and planning

® confirm any declining health issues or their health status...so whether it’s loss of appetite or
weight loss or just through the medical investigation that might warrant a palliative care
approach

®* communicated with a multi-disciplinary team and in particular our palliative care link team

® Decisions involve advanced health care.directives, enduring powers of guardianship, enduring
powers of attorney, wills and funeral arrangements

® Place of care and desired place of death are also important topics of discussion

* Key to all of these processes is the presence of a strong advocate, in the form of a family

member, friend, health professional



Progress
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Progress

9/10/66 193U ATB asu Tuiflld SremedteUseduisaes Semnisduau Juneanniu nxdunsedne
active problem

- multiple pressure sore

- Schizophrenia

- Delirium

- DM poor control
Management : renotity psychi

- MO IR (10) 0.5 tab po g 6 hr, MO IR (10) 0.5 tab po g 2 hr for dyspnea and pain

- Senokort 2 tab po hs
- Fentanyl 25 mg iv NaUyILKG 5 119



Progress

9/10/66 Psychi 1nuUsziily

- Agitate u# verbal clam down @
- Disorientation to time place person delirium
- Inattention / loss awareness |

- Deny delution

|
|
|
|
|
|
|
|
| Stereotype oral and tongue movement. >>. R/O tardive dyskinesia
| Plan am Antipsychotic , benzodiazepine
: an risperidone (1 mg/ml) 2 ml po hs. , risperidone 0.5 ml po prn for agitation
|

@ 10/10/66 Endocrine step feeding
- metronidazole 1 amp YU gauze Mg OD



Progress

11/10/66.

It hyposlycemia Audum, mmauﬁﬁaqwa q AN BrenasAuliuey e risperidone 1
a%s TWi iy 100 ml DTX 55 >> 63
- 50% glucose 50 ml iv push DTX %189 push 102

- L%Mﬁﬂ@%ﬁ BP drop 60/38 melaveumiosanniy mase mela air hunger
- Feansfiunseundh 1NsAwazTiada
- 197 ICP
- morphine 10 mg + midazolam 10 mg + buscopan 80 mg + NSS up to 24 ml [V/SC drip
rate 1 ml/ hr
- morphine 2 mg IV/Sc prn for dyspnea g 2 hr , Midazolam 2.5 meg IV /SC prn for agitation g 2 hr
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I'he end



