Multidisciplinary care

discussion:
A man with advanced lung cancer
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. Wasulila: Metastatic adenocarcinoma

- IHC: +CK7, -CK20, +TTF-1 = compatible with primary non-small cell
lung cancer

. CT chest with upper abdomen: a 3 x 4 cm LLL mass, mediastinal LN
enlargement, multiple liver and bilateral adrenal glands metastasis

- CT brain: multiple brain metastasis (small lesions)
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Diagnosis

Advanced non-small cell lung cancer
(adenocarcinoma) with spinal cord

compression and multiple
brain/bone/liver/bilateral adrenal glands
metastasis
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. . ~ oy 2R
® Palliative care 130 MIUauUVszAULTZADI LD
Y1 zd' 1 9J) d'QJ 1
ﬂ”liﬂ!,mIZJJ‘]J’JEJ‘VI‘]J’JEJ@’Jﬂiﬁﬂﬂﬁﬂ‘]eﬂllmfi”IEJGUM!,LEWE)W

R AAa A ' 9 A A 9
PINFPITNENT IR ﬁi@ﬂ”)ﬂﬂ’)ﬂiiﬂm\llmﬂiuuﬂgﬂ’eNi]‘L!

[@IFINNN15A 1 UDUIAN




N1ALAllUY PALLIATIVE CARE

NMISNENIA WU WIAA

Ma g NI

alliative Care

a2 8

! = Aaa v ' % a AA T Y
FIINDINT Aianalsa %3100 GEER BINAINAN

a AAa
Y3 taNiele

AUANIAUAS?

<i:::::::; AUAKANa




Disease Physical care : Dlogice

Pain & other symptoms

ma nagement Function & Safety Al C
- Adverse events & complications Aids & Assist device Persona engths &
- Comorbidities Fluid & Nutrition gra
- Prognosis Wounds otions (anger, fea
- Communicating clinical depressed, anxie
information/treatment options ontrol, Dig
9]0 S

Loss & Grief .
- Grief and bereavement care Patlent SOCiaI care

& Fa m i Iy - Respect cultural values,

beliefs, practices

End of Life - Relationships & roles in
ca re/ Death

family, friends, community

| finished b 2 - Privacy & Intimacy
Completing unfinished businesses « o _ _ . ,
Saying “Good-bye” Spl rltual care Legal — patient’s proxy,

living will, goal(s) of care)

Gift giving (things, money, organ, - Meaning & values . .
thoughts) - Beliefs related to death & dying - Care family caregiver(s)
Preparation of expected death - Religious practices - Pets

Anticipatory guidance of last hours
Rites & Rituals

Death pronouncement/certification
Handling of the body

Funerals, memorial services

From “A Model to Guide Hospice Palliative Care: Based on National Principles and Norms of

Practice”, Ontario, Canada
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GAP between

“Bad News” = EXPECTATION
and REALITY



SPIKES

Setting

Perception: find out how much Pt. know

Invitation: find out how much pt. want

to know

Knowledge

Empathy

Summary and strategy

Buckman R. The S-P-I-K-E-S strategy for breaking bad news.



Kubler-Ross s Stages of Dying

Stage I :Shock & Denial

“No, not me” ﬁ
Stage II : Anger “Cn %

“Why me?”

Stage III : Bargaining

“Yes me, but..”

Stage IV: Depression
“Yes, me”

Stage V :Acceptance

“My time is very close
now, and it’s alright”

fannssa w Primary care medicine Il a.anefio: Andisnd



Use non-verbal

Keep in Simple
language:

language
Touching, Tissue gvag

Give information in

Small chunks

Get feedback/check

reception

Avoid early Be honest

reassurdance

Sometimes it is OK to Respectful & open
express your feelings relationship
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When to review goal(s) of care?
=

Significant change in health status

Worsening prognosis or unexpected recovery

Change in life expectancy

Advanced age or serious life-threatening illness

Change in setting of care

From hospital to nursing home or vice versa

Change in treatment preferences

Decide to discontinue dialysis or other therapies



“TRUTH"”
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Common themes on Goal(s) of Care
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Hope for the BEST, Prepare for
the WORST

_
o Physician’s skill: maintaining “Optimism” and

“Realism”
0 Steps:
Give equal discussion time to “Hoping” and “Preparing”
Align patient and physician hopes

Encourage but Do Not Impose the dual agenda of hoping

and preparing
Support the evolution of hope and preparation over time

RESPECT hopes and fears, and respond to emotions



Example of questions...
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Languages??
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Better language
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. Performance status (ECOG PS = 1)
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- Wihealasunissnriniaanalitindngns Carboplatin +
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Advanced NSCLC with
progressive disease

Plan of treatment: Best supportive care
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Suffering
Unfinished business
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Assessments

- Physical aspect

- Psychosocial aspect

. Spiritual aspect



Assessments

- Physical aspect

- Poor performance status (ECOG PS =4)
- PD in brain metastasis (drowsiness)
. Cancer pain
- PD in liver metastasis
- PD in multiple bone metastasis
- PD in chest symptoms
- Cancer anorexia and cachexia

- Neurogenic bladder



Assessments

Psychosocial aspect
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Assessments

. Spiritual aspect
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Symptom management




Cancer pain



Etiology of cancer pain

- Cancer itself

. Infiltrations

- Bone, Muscle, Soft tissue, Visceral organs

- Spinal cord, Roots, Plexus, peripheral nerves
- Occlusion of blood vessels

. Cancer treatment related®

- Unrelated to cancer

. |nfection
- Frailty



Cancer Treatment Related

- Post operation
- Post - thoracotomy syndrome
- Post - mastectomy syndrome
- Phantom pain

- Chemotherapy
- Peripheral neuropathy
- Mucositis

- Radiation

- Dermatitis
- Neuritis



Clinical implication of
pain intensity

. Pain assessment (severity)

- World Health Organization
(WHO) step ladder pattern for
pain management



WHO 3 - steps ladder

Opioid,
{(Morphine, Fentanyl, etc.)
=+ nmnon-opioid,

= adjuvant
Moderate to severe pain

"Opioid
(Codeine, Tramadol, etc.),
%= non-opioid,

X adjuvant

Non-opioid
[Acetaminophen (paracetamol),
aspirin, NSAID]

+ adjuvant

World Health Organization (1998). Cancer pain relief and palliative care in children. Geneva: WHO.



VS Hiin-”-mH
DYSPNEA

- Definition: A subjective sensation of difficulty
breathing; an abnormally uncomfortable
awareness of breathing

- Mechanism: mismatch between afferent
iInformation from various receptors and
respiratory motor activity



Causes of Dyspnea

-tracheal obstruction, asthma, COPD,
aspiration, diffuse primary or metastatic
cancer, lymphangitic metastases,
pneumonia, pleural effusion,
pneumothorax, pulmonary drug
reaction, radiation pneumonitis



VS Hiin-”-mH
DYSPNEA

Non-Drug Treatments
- Positioning - sitting up
- Bedside fan
- Humidified air
- Noninvasive positive pressure mask



VS Hiin-”-mH
DYSPNEA

- Treatment with Oxygen

- Think of oxygen as any other drug - not all dyspneic
patients benefit

- Pulse oximetry will generally not be of benefit in
decision-making for treating terminal dyspnea

- Masks and positive pressure devices are poorly
tolerated; use nasal cannula or nasal high flow

- For end of life, use 2-4 liters of oxygen; for continued

dyspnea use drug therapy rather than using higher flow
rates or face mask



VS Hiin-”-mH
DYSPNEA

-Drug therapy — mainstay Is opioids

- Acutely Increase exercise tolerance
- Reduce minute ventilation
- Reduce subjective sense of breathlessness

- Small doses can be effective:
5-10 mg of oral morphine in opioid naive patients; for severe dyspnea
or when patients are unable to swallow, 1-5 mg morphine IV g 10 minutes

- Other opioids are also useful for dyspnea



Morphine and Respiratory Depression

- Sedation precedes respiratory depression.

- Low dose opioids can be used in advanced COPD to enhance
qguality of life.

- Opioid dose can be titrated up at the end of life when needed for
symptom control.

- This IS not euthanasia or assisted suicide.

- Ethically, the use of these drugs is appropriate and essential, as
long as the intent is to relieve distress, rather than shorten life.

- There is no justification for withholding symPtomatic |
treatment to a dying patient out of fear of potential respiratory
depression.



L
Role of Anxiolytics

- Anxiolytics- benzodiazepines (e.g. lorazepam) may
help relieve the anxiety associated with dyspnea

- Possibly blunt ventilatory drive

-When combined with opioids, will produce additive
sedative/CNS depressant effects which may or
may not be desirable






