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“ Exploring the Complexities of Palliative Care
in Severe Traumatic Brain Injury ”

A 41-year-old Myanmar man was involved in an accident where
he was hit by a pickup truck, resulting in severe traumatic brain
injury, facing language barriers, ethical dilemmas, and end-of-life

decision-making.
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Patient profile
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Chief complaint

At Emergency room SNH 10 FEB 2025
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A: Amount blood per mouse and nose, stridor O2sat 92%

=) ON ETT protect airway

B:Clear and equal both lungs

C:No active bleeding, BP 162/80 mmHg

D:E1VTM1, pupil 3 mm fixed both eyes

E: Avulsion wound LT. frontotemporal area expose bone,
Lt. scalp hematoma and Lt. hand swelling .

* On OG > old blood >irrigate 300 ml >clear

* Yellow urine




* On ETT no.7.5 dept 22 cm.

* E1VIM1 pupil Rt. 3 mm SRTL, Lt. 4 mm SRTL

* /S :BP 125/89 mmHg, HR 87 bpm, RR 16/min, O2 sat 99%
* FAST 21.00u.: Negative

* Chest X-ray : No hemopneumothorax ,not seen ribs fracture.

* Film pelvis :Close fracture Rt. femoral neck .

* 79 CT brain non contrast with C-spine with facial bone.




= Imaging investigation

Portable Chest X-ray Film pelvic AP




« CTBrain p—————————

* Multistage SDH bilateral FTP convexity 1.3 cm in thickness

* Contusional hemorrhage left temporal base 0.9x0.8x1.0 cm, volume 0.4 ml

* Diffuse SAH bilateral FTP,1.2 cm leftward midline shifting, subfalcine herniation
* Deformed shape supra cellar cistern, central herniation

* Impending tonsillar hernia

* Multi skull fracture : bilateral parietal bone, occipital bone, temporal bone
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m CT neck with facial

* Displace fracture Zygomatic arch with TMJ subluxation

* Lt pterygoid plate fracture

* Ltlateral wall of orbit fracture

* Soft tissue hematoma at left PT region 1.4 cm

* Fracture anterior arch extending to left lateral mass of C1

* Fracture spinous process 12 and T3
Left scapula fracture
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Head to toe examination

* Head-neck: Palpable stepping Lt temporal with avulsion wound 4 cm with
minimal bleeding, scalp hematoma at Lt. occiput, Lt. eye swelling.

* Heart-lung: normal
* Abdomen-pelvic: normal
* Extremities: Lt. arm swelling
* Pre-rectal exam: normal
* Neurologic: E1VIM1,
pupil Rt. 3 mm SRTL Lt. 4mm SRTL
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« A form of acquired brain injury, occurs when
a sudden trauma causes damage to the brain.

Traumatic Brain Injury (TBI)

« Severe TBI is one of the cause of severe acute brain injury (SABI).

Leading Causes Of Traumatic Brain Injury

Classification System For Traumatic Brain Injury

Classification Duration of Glasgow Coma | Post-Traumatic
Unconsciousness Scale Amnesia
Mild <30 Minutes 13-15 <24 Hours
Moderate 30 Minutes-24 Hours 9-12 1-7 Days
Severe >24 Hours 3-8 >7 Days

* msTBIl 182.7 cases :100000 population (Huiming zhong.2019)

* sTBI: Mortality rate 30 - 50%, while 30% of
survivors suffer significant neurological deficit. (Adrina Habipzadeh,20

%

Assault



Severe Traumatic Brain Injury (TBI) '

= Most patients experience coma : An unresponsive state lacking wakefulness or
awareness.

= Coma usually end withing two weeks, and patients may become awake but
still not aware of themselves or surroundings

= Recovery of awareness is unpredictable, returning within weeks, years, or never.

= GCS = 8 is associated with
= Mortality > 50% (Marmarou et al,1991)
= Long term neurological disability (Maas et al.2005)

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.
Neurosci Biobehav Rev. 2019;98:336-346. doi:10.1016/j.neubiorev.2018.12.015.



h a l l e n g i n g facing patient, their families and physicians

* Sudden, unexpected, and devastating g, Severe acute brain injury

neurological insult.

 The treatment decision must be made
qguickly.

Function

* Conversations about goal of care
L

Q

° ° ° w
have to occur between clinicians and

. . Time
surrogate decision-makers, rather than

With th e pati e nt th e m Se lveS° Springer International Publishing AG. Neuro-palliative Care. Cham:

Springer Nature Switzerland AG; 2019. p. 11-20. ISBN: 978-3-319-93214-9.
Available from: https://doi.org/10.1007/978-3-319-93215-6



https://doi.org/10.1007/978-3-319-93215-6

Prognostic indicators

Clinical Indicators Age> 60 yr ,Low GCS, pupillary response, Hypotension, Hypoxia
,sepsis, multiple organ failure, comorbid

Radiological Indicators Brainstem compression & midbrain shift, Midline Shift = 5 mm, Tonsillar or uncal
herniation, DAI, Bilateral Contusions or Hemorrhagic Lesions.

hyperglycemia and coagulopathy, high lactate .

Cerebral Hypoxia & Infarction, bilateral cerebral infarction, brainstem
Pathological indicators infarction ,absent brainstem reflexes, Apnea Test Positive




Prognostication in TBI

“How long?” and “How well?”
: Family want to know the likelihood of

survival, extent of functional
recovery and quality of life after sTBI

IMPACT - Long-term

Marshall prognosis mortality and Stockholm - Long-term
classification ) calculator outcomes CT score mortality and
(1991) - mortality (2007) (2010) outcomes

Rotterdam CRASH Helsinki
classification prognosis CT score
(2005) > mortality calculator (2014)
(2008)

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

1.Marshall LF, Marshall SB, Klauber MR, et al. A new classification of head injury based on computerized tomography. Special Supplements. 1991;75:S14-S20.
2. Maas Al, Hukkelhoven CW, Marshall LF, et al. Prediction of outcome in traumatic brain injury with computed tomographic characteristics: a comparison between the computed tomographic classification and combinations of computed tomographic predictors. Neurosurgery. 2005;57(6):1173-1182.
3. McHugh GS, Engel DC, Butcher I, et al. Prognostic Value of Secondary Insults in Traumatic Brain Injury: Results from The IMPACT Study. Journal of Neurotrauma. 2007;24(2):287-293.

5. David WN, Harriet N, Robert MM, et al. Extended Analysis of Early Computed Tomography Scans of Traumatic Brain Injured Patients and Relations to Outcome. Journal of Neurotrauma. Jan 2010.



Prognostication in TBI

Marshall classification

Catepory
Dnffuse Injury 1

Dnffuse Injury 11

Diffuse Injury 111

Diffuse Injury IV

Definition
no visible intracramal pathology seen on CT

cisterns are present with midline shift 0-5mm and/or lesion densities present no high- or mixed-density

lesion > 25mL; may include bone fragments and foreign bodies

cisterns compressed or absent with midline shift 0-5mm, no high- or mixed-density lesion = 25mL

midline shift = 5 mm, no high- or mixed-density lesion = 25mL

Dnffuse Injury ¥V
(Evacnated Mass Lesion)

any lesion surgically evacuated

Dnffuse Injury VI
(Non- Evacuated Mass
Lesion)

high- or mixed-density lesion > 25mL, not surgically evacuated

Marshall cla

ss=5




Prognostication in TBI

Rotterdam CT classification

TABLE 1. Rotterdam Computed Tomography Classification®
Predictor Score
Basal cisterns TABLE 3. Rotterdam Computed Tomography Score vs Mortality
Normal 0 and Unfavorable Outcome”
Compressed 1 Rotterdam No. of Mortality, Unfavorable
ADSEnT y CT Score Patients No. (%) Outcome, No. (%)
Midline shift 2 6 0 (0) 1(16.7)
_No shift or shift =5 mm 0 3 13 1(Z7) 4 (30 8)
Shift =5 mm ] 4 25 5 (20.0) 11 (44.0)
Epriuratmassteston 5 47 11 (23.4) 29 (61.7)
Present 0 6 36 24 (66.7) 33 (91.7)
Absent 1 “CT, computed tomography.
Intraventricular blood or subarachnoid hemorrhage
Absent 0
Present 1] Rotterdum score = 4
Sum score +1




Prognostication in TBI

Predicting in-hospital mortality for patients in coma with severe TBI

Available online at www.sciencedirect.com

ScienceDirect o Rotterdam vs Marshall Mortality Rate by Score

FI.SEVIER journal homepage: www.elsevier.com/locate/YJSRE

Association for Academic Surgery

Utility of the Marshall & Rotterdam Classification = |[® onecrforwpaates
Scores in Predicting Outcomes in Trauma Patients ~ 4

Adel Elkbuli, MD, MPH,%* Saamia Shaikh, DO, JD,* Kelly McKenney,® 3
Hunter Shanahan,® Mark McKenney, MD, MBA, FACS,*" and
Kimberly McKenney, MD,*"

#Department of Surgery, Division of Trauma and Acute Care Surgery, Kendall Regional Medical Center, Miami,
Florida

hDEpﬂﬂ‘.‘mEﬂt ufSuryEry, University of South Florida, Tampa, Florida

conc I u Sio n: 0% 10%% 200 0% 40%, 50% 60% TO0% B0%a 0% 100%

. H|gher scores on the Marshall CT-based Rotterdam Mortality Rate ~ ®Marshal Mortality Rate
classification system and the Rotterdam CT-based

scoring system are associated with increased odds _
of death in blunt trauma patients who arrive in Marshall class = 5 - Increase a higher chance

coma from traumatic brain injury. The injury could lead to
A cut-off score of < 4 was associated with improved
survival.

Rotterdum score = 4 death



Prognostication in TBI

CRASH prognosis calculator

g World Neurosurgery
ELSEVIER
Volume 137, May 2020, Pages €155-e165

Original Article

Comparison of the CRASH Score-Predicted
and Real Outcome of Traumatic Brain Injury
in a Retrospective Analysis of 417 Patients

vtrarts nf thic warl T i b,

Good ability to predict 14-day mortality with
high accuracy (AUC 92.1%) and 6-month
outcome (AUC of 90.7%)

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

CRASH score = 55.75% = high chance of severe

disability at 6 months (sensitivity 0.793

,specificity 0.830)

Head injury prognosis CRA“

These prognostic models may be used as an aid to estimate mortality at 14 days and death
and severe disability at six months in patients with traumatic brain injury (TBI). The predictions
are based on the average outcome in adult patients with Glasgow coma score (GCS) of 14 or
less, within 8 hours of injury, and can only support - not replace - clinical judgment. Although
individual names of countries can be selected in the models, the estimates are based on two
alternative sets of models (high income countries or low & middle income countries).

Country | Thailand V|
Age, years
Glasgow coma score
Pupils react to light

Major extra-cranial injury? gy

CT scan available?

Presence of petechial haemorrhages Mo e
Obliteration of the third ventricle or basal cisterns Yes ~
Subarachnoid bleeding Yes e
Midline shift Yes ~
Non-evacuated haematoma Mo ~

Prediction

Risk of 14 day mortality (95% CI) 60.3% (53.5 - 66.8)

Risk of unfavourable outcome at 6 months 87.9% (84.6 - 90.6)



Prognostication in TBI

IM PACT Head Injury Prognosis Calculator Prognostic Results:

Predicted probability of 6 month mortality: Core model: 21%
Predicted probability of 6 month unfavourable outcome: Core model: 38%

Prediction models for 6 month outcome after TBI Predicted probability of 6 month mortality: Core+GT model: 50%

o o Predicted probability of 6 month unfavourable outcome: Core+CT model: 71%
Admission Characteristics Value

Core Predicted probability of 6 month mortality: Core+C T+ ab model: 59%

Age (14-99 years) | Y | Predicted probability of 6 month unfavourable outcome: Core+CT+Lab model: 80%
Motor Score | Normal Flexion v

Puplls | Both reacting v | IMPACT model had

CITERET the greatest accuracy

lypoxia in predicting

Hypotension Yes w

CT Classification | Evacuated Mass Lesion * 6-month unfavorable

tSAH on CT outcome (AUC 0.864
Epidural mass on CT No v 95%CI 0.819-0.909)
Core+CT+HL ab .

Glucose (54-360mg/dl)  [126 [mgial_v| * 6-month gnortallty (AUC

b 647 ) o2 @a ] 0.902 95%CI 0.862-0.943)

Core Core+CT Core+CT+Lab
I Unfavourable Outcome (Mortality/Vegetative state/Severe disability)
| Mortaiity




Prognostication in TBI

Helsinki CT Score

100%% |
Observed

e
W Predicted

8% T

T 7

TABLE 6. The Helsinki Computerized Tomography Score Chart

Six-month mortality

] 6-month mortality ) B
Variable Score I " l .
Mass lesion type(s) ™ | I ] I
Subdural hematoma 2 . -,J__J,J,_l__l_]._ JACH R R R R R R

Intracerebral hematoma ;
Epidural hematoma -3 o

P

Helsinki CT score

T R e S 9 6-month unfavorable outcome
Intraventricular hemorrhage 3 g - l
Suprasellar cisterns ; 6:
Normal 0 | .
Compressed 1 e il
Obliterated 5 ; o
Sum score —3to 14 o |

3 2 -1 0 1 2 3 4 5 [ 7 & 9 [ 1 12 14
Helsinki CT score

FIGURE 8. Concordince between observed and predicted owicome for the Helsinki computerized tomagraphy (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.
doi:10.1227/NEU.0000000000000533




Prognosis assessment

Very early —hour-1days Unresponse with intubation and mechanical ventilator

* S/P Craniectomy > GCS : E1VTMS3 pupil both SLRT

Serioys illness

. . ’1: 0]
Risk of 14 days motility rate 60.3% Conversation triggers

* high-risk unfavorable outcome at 6 month
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' Palliative Care management in sTBI

= Symptom management

= Caregiver support

= Estimating and communication prognosis
= Serious illness Conversation triggers

= Establishing goals of care

» Shared decision-Marking

® Fnd-of-life care




Palliative Assessment

Biological assessment

® Unresponsive (E1VTM4) lumu ldnipngda lufannisdn

InFaRnszdunszdnadnilay
® On ventilator PAC mode
® On OG : BD feed fula
® Palliative symptom
® Mild agitation

® Behavioral pain scale = 4-5

®* RDOS =2

/ Current medication \

* OnDilantin 100 mgivqg 8 hr

* On nicardipine(1:5) ivrate 5 ml/hr
keep BP <140/90 mmHg

* Oncefazolin1gmivqg6 hr

* Onomeprazole 40 mgiv od

* Fentanyl(10:1) ivrate 5 ml/hr

& * Amlodipine (10) 1x1 po pc via NG tube /




' Palliative Assessment

Psychosocial assessment

Q/ 1

* flnadnymanan ivieundsdnaauliy dszmelnenn 4-5 1 wlasuuiadngllzase dauniniyineun
Ts991unsza e 1-2 IhaunNaugNAREan NAIAHLEINNIUNTINW I MUisde N uRIuLAY sl

Tudagsalilvineu usdszauaiimanau neuniandsainaigadnialesaaasilavnnansislalsaze

=

* nesenreggtlaeant 34 U anselidneanu IIN9un1suLuenl AangnAnean AawiiEesaslinneu

1 =

AnaEnuazldannnan wfiloanntlszauaiiFmana Ngnatamaai 1 Auane 11 191 AFUNIagiAae

9 l

1 £ 1
1A o A

dezanns 1 T wdn 99.711ud190y iulsFauimiaaunuanau filoatAudanTe LA NEILNaAI A1

P~ dl v 1 1 (%4 Y v dl v
aaauLluNauiu luautensf RN b




) Family exploration
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Family genogram
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D Family meeting 14/2/68
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D Family meeting 14/2/68

* gpuziipn ldaneuagetlae Uszanns 170,000 aeilaanndsziua@asnld 150,000
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® ACP : withhold life support, no inotrope 98ALALIANIIL WAL AN9IAITAINIS
lElenen YN lAdanNANEL LR LAY NINATALATIAZAARLA[FAY withdraw life
support anNAT







'Psychosocial Considerations

= Wife (34 yr old) unemployed, struggling = Language and communication barriers
financially = Family hopes for compensation from the
= 11-year-old daughter recently moved to liable party
Thailand = Unreachable peaceful death at preferred
= Expired passport, legal concerns? place
= No close relatives except a sister in Korat - Bedrldc.len conditions cause significant stress
for family.

= Medical expenses: 170,000 THB = Unrealistic family expectation regarding

* Life insurance: 150,000 THB patient recovery
* Accidentinsurance: 30,000 THB
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Principle medical ethics

THE PILLAR OF THE PILLAR OF
BENEFICENCE NON-MALEFICENCE

2 2

THE PILLAR OF THE PILLAR OF
AUTONOMY JUSTICE

= L




Ethical Considerations &

b

Autonomy * Can the patient make their own decisions?
: Autonomy gives patients the

L .
freadom to make their own * |sthere a surrogate decision-maker?
choices about their health. It's * Canthey really understand the illness?

about respecting each person's * Respect right of self government?
right to decide what happens to

their body.

» Lack of decision-making capacity
» Proxy-decision making with language barrier
» Difficult in determining patient preferent



Ethical Considerations

Beneficence (Doing good)

: Beneficence means doing what’s best for *  Will treatment realistically improve recovery?
the patient. It's about making sure that the e Should we consider Neuro-Palliative Care?
actions of doctors and nurses are aimed at

helping the patient as much as possible.

Non-maleficence (Do no harm) : Non- » Will the treatment prolong dying rather than
maleficence is a fancy way of saying ‘do no improve quality of life?

harm’. Healthcare providers have a duty to * Avoid interventions causing unnecessary
suffering.

avoid hurting the patient.




Ethical Considerations Benefiosnce (Dolnggood]

patient. It's about making sure that the actions

of doctors and nurses are aimed at helping the
patient as much as possible.

Non-maleficence (Do no harm):
Non-maleficence is a fancy way of saying ‘do
no harm’. Healthcare providers have a duty to
avoid hurting the patient.

Pros cons




Ethical Considerations Benefiosnce (Dolnggood]

patient. It's about making sure that the actions
of doctors and nurses are aimed at helping the
patient as much as possible.

Non-maleficence (Do no harm):
Non-maleficence is a fancy way of saying ‘do
no harm’. Healthcare providers have a duty to

Home-base avoid hurting the patient.

end-of-life care

Lack of appropriated care
High hospital cost

Ca regiver stress

Earl It palliati Intensive
arly consult palliative care coUree Hospital infection
iti ' ' rehabilitation ) :
Al IS EE R prolonged hospital course @ Lack of family resource

Facial bone reconstruction Jj Tracheostomy Intra/post operative complication
Re-neurosurgery @ ORIF of neck of femur Hight risk mortality/ long-term severe dependence




Justice : Justiceis all

about treating everyone
fairly in healthcare. It care ?

means making sure * Isresource allocation justified for this case ?
everyone gets the care they

need, without any bias.

* Do the patient have access to appropriated

Providing standard medication. * Equitable distribution

Providing essential resources. » 1CUbed, Ventilator
* Workforce

* Balancing curative and palliative care

Addressing healthcare disparity.
Equal access to Palliative care « Ethical considerations
service.
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populations

& Health Disparities

Socio- | 4
economic t ull p-22-3 ° . . . . .
factors EdiciNon: dob: Fundyoclel,  Intoine  CORVRGNRY * Preventable difference in burden of disease injury
ot il o i o violence or opportunity to achieve optimal health
2,2 . . . c
Health ._\5 ‘ !. ‘ 5is * Experienced by socially disadvantage population
behaviors Tobacco  Diet & Alcohol Sleep Social
use exercise use habits connectedness
e e e e e
et 2 i Disparities of Palliative Care
care Access Quality
o of:care * Unnecessary suffering: symptoms and futile
Physical C:-, ﬁ treatment . . .
environment Airiwater Housing/ * Unmet psychosocial spiritual
quality transit

* Less patient/family —orientated care
* Financial burden from frequent hospital visit

“those that are wounded by social forces placing them and admission
at a disadvantage for their health” « Unreachable peaceful death at preferred place

https://viva.pressbooks.pub/communityhealthnursing/chapter/chapter-three-social-determinants-of-health-and-vulnerable-populations/




Vulnerable

populations [Fessi:

Characteristics

Limited Access to Healthcare : Financial constraints, lack
of insurance, or geographic barriers.

Higher Disease Burden: Increased prevalence of chronic
diseases, mental health issues, or infectious diseases.
Social and Economic Disparities : Poverty,
homelessness, unemployment, and low education levels.
Language and Cultural Barriers : Limited health literacy,
mistrust in the healthcare system.

Discrimination and Stigma :Based on race, ethnicity,
gender identity, disability, or immigration status.

| Examples of Vulnerable Groups

Elderly individuals

Low-income families

People with disabilities

Racial and ethnic minorities
Homeless individuals

Refugees and undocumented
Immigrants

Individuals with chronic diseases
or mental health disorders
LGBTQ+ communities




Vulnerable

po p U | ati on Underserved

Marginalized

® Universal Declaration of Human Rights (UDHR) (1948): dfjeyaunannadnmne@nanyeesi Inagudszaiaia (UN)
NIRFT 25: FLYINMNAUNANT NINTFIUNITATDITNTLNENNE TANDIN1TAUARUNIN bidnazitlug@siavise
TENNQITG TG RTEIaTREN

® International Labour Organization (ILO) Conventions U#&55N1U1DIBNANITHINUILUINLTLINA

ILO Convention No. 97 & 143 — 1130989 5UDIUINIUTINTNE 99NDINTIENDINTIAUARTNIN
Sustainable Development Goals (SDGs) (2030 Agenda) {INUANNEN1TNMUINEE U188zt 5

*  SDG 3: Good Health and Well-being — wiulsinnauidnninisquagunniaelinislaslddneuas

(Universal Health Coverage)

*  naNTZUNN U FadeuariuinNTg AvslasuniguanLLllssAusraasnilaniness



Vulnerable

populations [Fessi:

®* WHO Resolution on Palliative Care (WHA 67.19) (2014) NAzesaqAn1saunsizlaniieaiu Palliative Care
*  Fu3eadn naguanuLLlsvAuLszAeg (Palliative Care) luANEIuNUg1uavEtaannay
o atuayuliwazilssmanmunulaunaliasaungunenguilsnzing by aduuazusudngIa
® The UN Refugee Convention (1951) & The Global Compact on Refugees (2018) ﬂiéﬁ’ﬂ;ﬂal’]d’]ﬁ'm
ADTUNIWEALI B2
9/d9/u/ Y VX% dl = v K . .
* JafuAaglATUNIIALARUNINNUNIZAN $9NDNNN9LENDN Palliative Care

® Global Compact on Refugees (2018) wuliilszimardnninguaguningasis Inaanizlunguniniog
191z1n9




Common barriers to quality

palliative care for under-served
population groups

Australian Government De

artment of Health. Exploratory analysis of barriers to palliative care:
summary policy paper. Me

bourne: Australian Healthcare Associates; 2019. p. 19-32.

CONSUMER-SIDE

Lack of comfort
discussing death and dying

Lack of understanding/awareness
of palliative care

Fear and mistrust
(e.g. of Western medicine, health care

services, perceived authority)
History of trauma

Social/family breakdown, isolation

Delayed diagnosis/presentation
to healthcare services

SERVICE-SIDE

Lack of relevant
cultural awareness/competency
within available services

Lack of health worker skills/experience
(in palliative care and/or
working with people from
under-served population groups)

Lack of available services and support
to facilitate dying in setting of choice

Referral issues

(lack of/late referral to specialist services)

Language and communication barriers

Mismatching cultural understandings and preferences

Fear/perception of

stigma/discrimination/racism

Financial constraints

Actual

stigma/discrimination/racism

Insufficient funding/
funding model issues




CONSUMER-SIDE

Lack of comfort
discussing death and dying

Lack of understanding/awareness
of palliative care

Fear and mistrust
(e.g. of Western medicine, health care
services, perceived authority)

History of trauma

Social/family breakdown, isolation

SERVICE-SIDE

Lack of relevant
cultural awareness/competency
within available services

Lack of health worker skills/experience
(in palliative care and/or
working with people from
under-served population groups)

Lack of available services and support
to facilitate dying in setting of choice

Delayed diagnosis/presentation
to healthcare services

Referral issues
(lack of/late referral to specialist services)

Language and communication barriers

Mismatching cultural understandings and preferences

Fear/perception of
stigma/discrimination/racism

Financial constraints

Actual
stigma/discrimination/racism

Insufficient funding/

funding model issues

Common barriers to quality

palliative care for under-served
population groups

Barrier issues in this case

Consumer-side

-Language and communication barriers**
-Financial constraints

-Fear and mistrust

-Social/family isolation

-Mismatching cultural understanding and
preferences

-Fear/perception and discrimination/racing
Service-side

-Language and communication**
-Mismatching cultural understanding and
preferences

-Referral issue

Australian Government DeFartment of Health. Exploratory analysis of barriers to palllatlve care:
summary policy paper. Melbourne: Australian Healthcare Associates; 2019. p. 19-3



_ Strategies for optimal care

* Coordinating care: less fragmented , more integrated

* Adeqguate communication: interpreters, HCP’s bias, time,
techniques

* Health insurance/charity funds
* Inclusivity and equality
* Network: medical, non-medical, volunteers,

* Culture competency




Team meetinsg

Multidisciplinary team : PC team, Surgeon team,
ward team ,social worker, insurant agent

Team assessment:
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Family meeting,

di o L 2 o‘ai a 1
. @@@W?ﬂﬂﬂ??ﬂﬂ@ﬂﬂﬂ LAIADIUNITEUNFTIATIIN

€€ ¥ 1 = < dl o Y o | Y Y |
QﬂQﬂN@WﬂW?UWQL@UVl@N@Q NIZANUIUN ﬂ?%@lﬂiﬂﬁuﬂﬁﬂﬂﬁmﬂiﬁﬂﬂﬁiﬁ

anzienglianuig Huualinganaziflumilasnimes ”

= 7y Palliative Care wnenadenlunsguanaslinnadeniaaiunisndeagilssi
1. w1zAs HFRNsEAN LLmLﬂTf]@jmzmum@ﬁuﬁLﬁ@m?mmmzﬁ”ﬂﬂqmﬁﬁm
2. nasviadoaviglaniNnszuaunnsIananne nnainisutias axliinisldviadaamalavisaianzaadn wiunis
aualfquaLng sensuns@edinnusssuana hiteion
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______Caregiver/Family,supporing
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Family meeting tWa&gluaun1s5nen

Plan off ETT AMdN3EUIUNNT
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Admit SICU due to
severe TBI

E1VTM4

-unstable hemodynamic
-on inotrope

14/2/68
wWUswdie ICU
PC consult

EIVTM4
V/S stable
No inotrope

PC symptom
-Mild agitation
-Pain (BPS 4-5)
-Dyspnea RDOS =2
PC Mx:
-Add Morphine,Midazolam PRN

19/2/68
duuindu

E3-4VTM4
V/S stable

PC symptom

-Mild agitation

-Pain (BPS=2)

-Dyspnea RDOS5 =4

PC Mx:

-add Mol1:1) IV/SC drip rate 0.5
ml/hr + PRN q 2 hr

10/3/68

Successful waening ETT
> on HFNT>Mask with

bag

E4V1iMA6
V/S stable

PC plan énadnUs=Auds=aan

11/3/68

drokagUdaus:AuUs:AY




e 2l001ESS,CASE

Clinical (neu off ETT : Cuff leak test: positive, try wean T-piece 4)
e Off ETT smwunszuaums

(= Y 1 =Y Y = 1 o 1 9
* uliomsneumities anvizuyu Usuawn diheleussd uadveen lile

« GCS:E4VIM6

* RR 22-24 /min on mask with bag 10 LPM > 02 sat 100%
Palliative care planning
o Heindsziulszasuiiequun rfunazed sunasiinmsaua Home care

* Rehabilitation
* Psychosocial and financial support : l¥Runesnusiaiaeniesian
Useavlsenes, sramastusiamey woua 4,000 v1n*inen*6 wou




14917/3/68 At Palliat)

Clinical (neu off ETT : Cuff leak test: positive, try wean T-piece 4)

o Ahelemsveumilosuaziaunsiiuinnin 1§ Mo ez Mida prn vaieass
* CXR:Increase lung infiltration
 CBC:Showed Infection

12/3/68 fiheuas veumilesinniu saudu Desaturation > Deteriorate to dying stage
* 1903501 A1I00A00sRY LAZAIAIINENGNIZUIUMTITETIA

. @umﬁammqwma l¥mnsansemsiiie control symptom
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Family Spiritual
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Burmese cultu
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https://web.sut.ac.th/cia/ASEANInformation/Culture/ASEAN's-funeral-myanmar-quarter4-2558.pdf
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