PALLIATIVE CARE CASE CONFERENCE
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A 40-year-old Thai man was hit by a car while he was driving a
motorcycle. The driver of the car was his Father.

He had a severe traumatic brain injury, and he has been in a comatose state
since the accident. His Father Felt extremely guilty, and Family members
were very sad. The Family wanted to get the patient to withdraw life
support at home, while the Father was being prosecuted by law.

How would you provide care for their grief?

Is it possible to withdraw life support in a patient with legal issue?
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Patient identification
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Chief complaint
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o Presentillness
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A B C pass, D E1V1IM3, pupil Rt 2 mmRTL/Lt 3 mmfixed, Motor Rt. grade 2,
Motor Lt. grade 3+, Lt. scalp hematoma —» on ETT
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« Past history

History of Amphetamine induced phychosis, chronic alcohol drinking




Physical examination (SNH)

A 40-year-old Thai comatose man

Primary survey

Airway and C-spine protection : on ETT no. 7.5 depth 22 cm, on hard collar

Breathing and ventilation : equal and normal breath sound both lungs

Circulation : full pulse, no active bleeding/deformity

Disability : E1VtM3, pupil Rt. 2 mmSRTL/Lt. 5 mmSRTL, PR-yellow, loose sphincter tone

Adjuncts to primary survey

V/S BP 195/105 mmHg, PR 112/min, RR 24/min, BT 37 °c, Sp0O2 100%
ECG-sinus tachycardia

CXR-not seen rib fracture/pneumothorax

eFAST-negative, on urethral cath-yellow, clear




Investigation

CT brain NC include c-spine:

® Acute SDH at left cerebral convexity (1.3 cm in thickness) causing;
- 1.2-cm rightward subfalcine herniation
- Descending transtentorial herniation
- Diffuse brain swelling
- Scalp contusion at left parietooccipital region, 1.3 cm.
- No evidence of displaced skull fracture or cervical spine fracture.
- Suspected non-displaced left scapular fracture.
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Severe acute brain injury

e Challenging facing patients, their families and
clinicians.

o Sudden, unexpected, and devastating
neurologic insult

o The treatment decisions must be made
quickly

o Conversations about goals of care have
to occur between clinicians and
surrogate decision-malkers, rather than
with the patient themselves.




Incidence of Traumatic Brain Injury
by WHO Region
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Traumatic brain injury

TBI affects an estimated 69 million people per year worldwide and contributes to
global death and disability more than any other traumatic injury

Worldwide TBI Burden
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Traumatic brain injury

e Following severe TBI, many patients experience coma — an unresponsive state
lacking wakefulness or awareness.

e Coma usually ends within two weeks, and patients may become awake but still
not aware of themselves or surroundings

Vegetative state
Disorders of
Consciousness
(DoC) Minimally
Conscious
State

e Recovery of awareness is unpredictable, returning within weeks, years, or never.
e Clinical decision making at the intensive care unit (ICU) remains challenging

O’Donnell JC, Browne KD, Kilbaugh TJ, Chen HI, Whyte J, Cullen DK, Challenges and Demand for Modeling
Disorders of Consciousness following Traumatic Brain Injury, Neuroscience and Biobehavioral Reviews (2018)
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Neuropalliative Care : A Guide to Improving the
Lives of Patients and Families Affected by
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Key supporting elements of
neuroprognostication
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Prognostication in TBI

IMPACT
Marshall prognosis Stockholm
classification calculator CT score
(1991) (2007) (2010)
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(2008)




Prognostication in TBI

Marshall classification

Rotterdam classification

Diffuse
injury class

CT findings

I

No visible intracranial pathology on CT

II Cisterns present with 0-5 mm midline shift
and/or lesion densities present
No high or mixed density lesion >25 ml,
including bone fragments or foreign bodies
I Cisterns compressed or absent with 0-5 mm
midline shift
No high or mixed density lesion >25 mL
v Midline shift >5 mm
No high or mixed density lesion >25 mL
v Any lesion surgically evacuated
VI High or mixed density lesion >25 mL

Lesions not surgically evacuated

In this case

CT findings Score
Basal cisterns
Normal 0
Compressed
Absent 2
Midline shift
No shift or shift <5 mm 0
Shift >5 mm
Epidural mass lesion
Present 0
Absent
Intraventricular blood or subarachnoid hemorrhage
Absent 0
Present 1
Sum score add 1

Marshall classification = IV

Rotterdam score =5

Elkbuli A, Shaikh S, McKenney K, Shanahan H, McKenney M, McKenney K. Utility of the Marshall &
Rotterdam Classification Scores in Predicting Outcomes in Trauma Patients. J Surg Res. 2021;264:194-198.
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Utility of the Marshall & Rotterdam Classification
Scores in Predicting Outcomes in Trauma Patients ©
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Conclusion

e Higher Marshall and Rotterdam
scores are are associated with
increased odds of death in adults
with a coma from severe TBI after
blunt injury

e A cutoff score of < 4 is associated
with better survival chances

Predicting in-hospital mortality for

patients in coma with severe TBI
(Patients > 18 years of age with blunt TBI + GCS 3-5)

Rotterdam vs Marshall Mortality Rate by Score
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Rotterdam Mortality Rate ™ Marshal Mortality Rate

indicate a higher
chance the injury
could lead to death

In this case Marshall score = 4

Rotterdam score = 5

Elkbuli A, Shaikh S, McKenney K, Shanahan H, McKenney M, McKenney K.
Utility of the Marshall & Rotterdam Classification Scores in Predicting Outcomes
in Trauma Patients. J Surg Res. 2021;264:194-198.



Prognostication in TBI

CRASH prognosis calculator

Head injury prognosis CRA% o , World Neurosurgery

N
X 3 ————&'41" Volume 137, May 2020, Pages e159-e165
These prognostic models may be used as an aid to estimate mortalit s and death

and severe disability at six months in patients with traumatic brain ir
are based on the average outcome in adult patients with Glasgov
less, within 8 hours of injury, and can only support - not replace - clinical gment. Although

individual names of countries can be selected in the models, the estimat; re based on two

alternative sets of models (high income countries or low & middle income countries). Original Art

v Comparison of the CRASH Score-

S e Predicted and Real Outcome of
T = Traumatic Brain Injury in a

e Retrospective Analysis of 417 Patients
ke - > Good ability to predict 14-day mortality with

high accuracy (AUC of 92.1%) and 6-month
Prediction outcomes (AUC of 90.7%)

Prognostic ; :

Risk of 14 day mortality (95% CI) 53.9% (47.4 - 60.3) '|4-dqy

resultin .
this case Risk of unfavourable outcome at 6 months 81.1% (76.7 - 84.9) mortc|||ty

CRASH score < 31.5% = high chance of surviving
14 days (sensitivity 0.823, specificity 0.895)

Hudia

6-month 5 CRASH score 2 55.75% = high chance of severe
outcome disability at 6 months (sensitivity 0.793,
specificity 0.830)

— CRASH Head Injury Prognosis Calculator
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Prognostication in TBI

IMPACT prognosis calculator

Prediction models for 6 month cutcome after TBI Prognostlc resultin this case

Admission Characteristics Value ty. Core model: 28%

‘ e The IMPACT model had
S the greatest accuracy in
Both readling v -~ predicting
T e | e 6-month
Diftse Injury 1V x n 51 Ouftcome unfavourable
et = 4 outcome
(AUC 0.864;
= — 95% C1 0.819 - 0.909)
Calculate Reset [ ] 6_m0nth mOI’tG“ty

(AUC 0.902; 95% CI
0.862 - 0.943)

c

I Un Outcome (Mortality/VVegetative state/Severe disability
I tontain * Accurate in different settings, including
° ”V”:)ACT Head Iniurv PI’OQHOSiS Calculator low-income and middle-income countries

Charry JD, Navarro-Parra S, Solano J, Moscote-Salazar LR. Outcomes of traumatic brain injury: the prognostic
accuracy of various scores and models. Neurologia i Neurochirurgia Polska. 2019;53(1):55-60.
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Prognostication in TBI

Helsinki CT score

Observed 6-month mortality

® Predicted
80%

TABLE 6. The Helsinki Computerized Tomography Score Chart

70%

Variable Score

60%

Mass lesion type(s)

']
40%
| Subdural hematoma 2 |

30%

Intracerebral hematoma
20%

Epidural hematoma -3
10%

Mass lesion size > 25 cm? Y TN I
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Intraventricular hemorrhage
Suprasellar cisterns

Six-month mortality

N
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Helsinki CT score

Normal 0 T 6-month unfavorable outcome
Compressed 1 il —
| Obliterated 5 | g ‘
Sum score -3t014 L B
° A new way to look at CT scans to guess how a person : W
with a head injury might recover -
e  Better at predicting long-term outcomes for TBI A
patients than older systems % a1 I I I

Helsinki CT score

In this case Helsinki score =7

FIGURE 8. Concordance between observed and predicted outcome for the Helsinki computerized tomography (CT) score. Top, concordance between
observed and predicted G-month mortality. Bottom, concordance between observed and predicted 6-month unfavorable outcome.

Raj R, Siironen J, Skrifvars MB, Hernesniemi J, Kivisaari R. Predicting outcome in traumatic brain injury: development of a novel
computerized tomography classification system (Helsinki computerized tomography score). Neurosurgery. 2014;75(6):632-647.
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Original Article

Comparison of the predictive value of the Helsinki, Rotterdam, and Stockholm CT
scores in predicting 6-month outcomes in patients with blunt traumatic brain
injuries
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Conclusion
> Rotterdam scoring system was
best at predicting death
> Helsinki scoring system was best at

predicting 6-month outcomes

Sensitivity
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Prognostication in TBI

IMPACT - Long-term

Marshall prognosis mortality and Stockholm - Long-term
classification ) calculator outcomes CT score mortality and
(1991) - mortality (2007) (2010) outcomes
N N N N N’ -
Rotterdam CRASH Helsinki
classification prognosis CT score

(2005) > mortality calculator (2014)
(2008)

- Long-term
- 14-day mortality outcomes
- 6-month outcomes




Neurosurgeon
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¢ Plan for conservative treatment

Neurosurgeon
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Palliative care assessment

Disease : Severe traumatic brain injury with comatose state

> Plan for conservative treatment




Palliative care assessment
8/11/66 (3-day after the admission)

A Thai man in comatose state
V/s BP 114/81 mmHg, PR 96/min, RR 20/min, BT 38.3 °c, Sp0O2 99%
->on PCV mode IP 12, RR 14, PEEP 5, FiO, 0.4

HEENT - not pale conjunctivae, LW 1 cm at Lt. temporal region with scalp
contusion 5*5 cm

Lung — no retraction, equal breath sound, coarse crepitation both lower lungs
Heart — regular, no murmur

Abdomen — normal contour, normoactive bowel sound, no guarding

Neuro — EIVtM3, pupil Rt. 2 mmRTL/Lt. 4mmRTL, positive gag reflex, no BBK sign
Extremities — LW at Rt. Foot 3 cm in diameter with no active bleeding, AW both
knee 3*4 cm, no deformity




Palliative care assessment

e Symptoms

Pain — CPOT 1 (mild pain)
Dyspnea — RDOS 3 (mild respiratory distress)
Agitation and sedation — RASS -4 (no response to voice, but movement
to physical stimulation)

o Seizure - fisz¥iidn Generalized clonic/tonic seizure [Wuadvar 5-10 sec
LAIEALDY




Palliative care assessment

e Current medication

- Phenytoin 1000 mg iv drip in 1 hour then 100 mg iv q 8 hour

- Transamine 1 gm iv OD

- Thiamine 100 mg iv OD

- Paracetamol(500) 1tab oral prn q 4-6 hour

- Levetiracetam 1000 mg iv drip 1 hour then 500 mg iv g 12 hour
- Omeprazole 40 mg iv OD

- Diazepam 10 mg iv prn for seizure (max 4 doses/day)

- Labetelol(1:1) iv 5 mi/hr, keep BP <140/90 mmHg




Issues in this case

e Withdrawal life support




Is it possible to withdraw life support
in a patient with legal issue?




Issues in this case

e Grief




Palliative care assessment

o Psychosocial assessment

o Spiritual assessment
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Coping and perception : 1st telephone assess 8 Nov 2023
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Backgound and
Social Assessment
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Famlly meeting and grief work
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Grief reaction
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How would you assess and provide care
for their grief?




Understanding of grief and
bereavement

LOSS

The state of being
deprived or
separated from
someone or
something

GRIEF

The “normal”
response to the
loss-
Psychological,
emotional,
physical, social,
spiritual, and
community

MOURNING  BEREAVEMENT

the process of The experience of
adjusting to life loss

after a loss. It is

influenced by your

society, culture,

and religion.



-

/ .
/ Normal grief

+The “normal” response to the loss -
Psychological, emotional, physical, social,
spiritual, and community

+Not a disorder

«Not a linear process

*No timeframes

—

} Type of Grief I

Complicated grief N\

+Grief reactions that significantly affect the ability
to function socially and professionally for a
prolonged period of time

«+/- severe symptoms and problems
*»Psychiatric conditions that accompany grief include clinical
»Depression
rAnxiety disorders
»Alcohol abuse or other substance abuse and dependence
»Psychotic disorders

»Post-traumatic stress
4

Anticipatory grief

«Occur before the loss when someone is
diagnosed with a serious or terminal iliness or is
leaving for a military deployment

+Grieving the loss of experiences, possibility, or
imagined future

Disfranchised grief

+The “Silent grief”
A loss that is not or cannot be openly
acknowledged, socially sanctioned, or publicly

mourned




Interconnections of the 6 domains

Anomalous emotion

Dysfunctional cognition
Separation distress

Traumatic responses _
Adjustment challenges

Physical symptoms




Grief Assessment

STAGES OF GRIEF My experience
Loss-Hurt Adlt:::nm Loss-Hurt bl ' ' 7 wl.. ustment
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=S . Y p 2 4 (anticipatory grief)
Anger s 3. A TenAaung (complicated grief)
Strengths |
g - 4. i dnfisiastnta (disenfranchised)
Searchings Rolationships
Disorganization ool
Panlc Depression
Loneliness




Brief Grief Questionnaire
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Complicated bereavement risk assessment tool (CBRAT)

(**it is acknowledged that protective factors and resilience may outweigh apparent risk factors)

Client Characteristics (Bereaved client) [J Previous Mental Health liness

L] Under18 O Cumrent Mental Health liiness

O Was atwin O Other Significant Health Issues

O Young Spouse 0 Migrant/Refugee

[ Elderly Spouse

[ Isolated Relationship with Deceased

O Lacks Meaningful Social Support 00 Profound Lifelong Partner

[ Dissatisfied with help available during [J Highly Dependant

illness O  Antagonistic _

. New to Financial Independence O Ambivalent Score — 3

0 New to Decision Making 0 Deeply Connected Moderate R|Sk
O Cuilturally Defined

Deceased lliness
[0 Inherited Disorder

O stigmatised Disease in the Risk factors scores
Family/Community 0-2 Low
[0 Lengthy and Burdensome 35  Moderate
5+ High
Death All persons scoring moderate to high
@ sudden or Unexpected presume fo be af risk™
Traumatic Circumstances Associated
with Death

O Ssignificant Cultural/Social Burdens as a
result of Death

History of Loss (Bereaved Client)

[J Cumulative Multiple Losses

Bereavement Risk Screening and Management Guidelines,
Gippsland Region Palliative Care Consortium Clinical Practice
Group



Stepped bereavement care based on assessment

High risk—at risk of complex grief
issues. May need referral to mental

6.4% (10%
© (10%) health professionals

Moderate risk—in need of some *
additional support, e.g., peer

support/volunteer led group

35.2% (30%)

J
N

Low risk—majority of individuals
deal with grief with support of

58.4% (60%) family & friends

Abel, ]1., Kellehear, A., & Aoun, S. (2023). Bereavement care
reimagined. Annals Of Palliative Medicine, 12(4), 816-825.
doi:10.21037/apm-23-24



Bereavement care plan

(GRPCC, 2016)

m

6 months
post death

Around 12
months
post death




Dual process model of coping with bereavement

Everyday life
-, experience

..
R

§  Loss- % _—— " ‘Restoration,
: oriented i {  oriented
. 5 .:.:::: :.  attending to .
: grief work ™ : life changes H
_ intrusion of grief - '? - e ‘3 dalng hew things :
: e — - & distraction from grief ;
0 breaklr gbonds/ ;-7 % deniallavoidance
% ties/relocation : B of grief .

% denial/avoidance o~ new roles/ &

..of restoration D ﬁ;. identities/
s, CAnges T ~yelationships’
o.....-.".‘o vﬁ"’".i‘ '.....-.-.‘.0
FIGURE 1 A dual process model of coping with bereavement.

Stroebe M, Schut H. The dual process model of coping with bereavement: rationale and description
Death Stud. 1999 Apr-May;23(3):197-224. doi: 10.1080/074811899201046. PMID: 10848151.



'‘GROWING AROUND GRIEF"
(LOIS TONKIN, 1996)
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Tear model of grief

TEAR Model of Grief

of grief

T =To accept the reality of
the loss

E = Experience the pain of the loss

A = Adjust to the new environment
without the lost person

R = Reinvest in the new
reality

Based upon Worden’s (1991) tasks of mourning:
Worden, J. W. (1991). Grief Counselling and grief therapy: A handbook
for the mental health practitioner (2nd edition). London: Springer




Working with Guilt

Self-blame underlies guilt

Done something that one believed shouldn't have been done

Didn't do something that one believed should have been done

Burdening and regrets often come with guilt

Guilt is an excessive expectation that is unmet a unbalanced emotions

May manifest as self-punishment or punishment of others

May become a motivation to do good (e.g. suicidally bereaved parents starting
an advocacy campaign)

Working with guilt
e Work towards self-forgiveness and self-compassion
e Critical appraisal of the blame
e Empty chair technique to work on some regrets (e.g. unfinished conversation-
didn't have the chance to say goodbye)




Spiritual assessment ’
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PC management
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ARAULEYNDINIS
Post family meetingday 1:12/11/66

e GCSE1VTMA4 pupil 3
mm + both eye on
ventilator PCV mode
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ARMULEINDINS Post family meetingday 2:13/11/66

« /iU GCS E3-4VTM6 pupil 2 mmRTL BE on ETT c CPAP PS 10 Peep5 FI02 0.4 lsinau louss Continue
close suction

“BP ngﬂﬁaﬂ try wean labeteral (1:1) Nag 2 cc/hr. ‘Uﬂuz‘i‘i rate 9 cc/hr. Keep SBP < 1.40 mmHg.
. Plan off ETT W'i\‘lu

! ﬂ’iﬁ)Uﬂi’J‘iﬁﬂGﬂ,‘{l Taden o1nsHARTeAeaIE WiusU. AuR vieanuuen %Y 2 dalg
vialullddey L‘IJ%N‘\]’]ﬂVL‘U‘VI’]S’iuLaﬂﬁ’liﬂiuﬂ‘w"l
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Progress case

' 10/11/66 ' 12/11/66 ’ 14/11/66 ’ 19/11/66

. E2VtM3 . E4AVtM6 . E4AVtMé6 . E4AV2M4
: : pupil 3 mmRTLBE | Successful . HAPsau2->
! ! start feed BD ! weaning off ETT ! start tazosin
| | Start ! ->on HHFNC ' 45gmivq6
| i antihypertensive |  hrs
| ,  drugoral | |
| | | |
—e ® ® ® ® ® ® ® >

1

1

| *deescalate ATB
: to ceftriaxone

I -re,f%r back sW%.

| Tnadnu continue
| ATB +

E3VtM5 E4V4AMé6 E4V2M5 i rehabilitation

‘11/11/66 ‘17/11/66 ‘18/11/66 ‘21/11/66




