Determining a ‘ceiling of care’

Participant briefing
It is lunch-time and your colleague in the resuscitation room has just handed over one of their patients to you while they go on break.

Anne Clarke (AC) 72 yr old 

· Known COPD/LVF sufferer

· Acutely unwell with shortness of breath and difficulty in breathing. 

· Diagnoses after a  thorough assessment,

· bilateral pneumonia

· Acute on chronic deterioration renal function. 

· Treatments given:

· Steroids, 

· IV antibiotics and fluids

· BIPAP

· Urinary Catheter

A second arterial blood gas has just been taken to assess AC’s response to her treatment. Your colleague has asked you to review the results and talk to the next-of-kin (son) when they arrive.

Faculty Briefing
‘Voice of the mannikin’ – ANNE CLARK

AC is extremely short of breath and currently has a BIPAP face mask on her face and is essentially unable to communicate other than intermittent coughing.

In-scenario personnel briefing

Next of kin – son (MR. Clark)

TIME: 11.55am
PATIENT NAME:
Mrs. Anne Clark (mother)

AGE: 72


RELIGION: Methodist
BACKGROUND INFORMATION

· You are 48 year old office manager

· Only child so still extremely close to mother
· Until recently, you were the main carer for you mother and lived with her
· 3 weeks ago, you were forced to finally make the decision to move her to a nursing home as you couldn’t cope anymore (you have a back problem and couldn’t lift her on your own)
· The decision has left you feeling extremely guilty that you were physically unable to continue to look after her.
EVENTS LEADING TO ATTENDING ED
· At 8am, you were contacted by the nursing home to inform you that your mother was unwell, had had a ‘bad night’ and was going to see the GP that morning.
· An hour later, a second call (from the nursing home) told you that her condition has deteriorated and an ambulance has been called.

· Since then, you have tried several times to call the Emergency department (ED) to see how she was. However, frustratingly, no-one was willing to talk about you mother on the phone (citing patient confidentiality) and instead suggested that you ought to make your way to the hospital.

· When you arrive at the ED, initially, no-one seems to know where your mother is. Eventually, a ward clerk locates your mother and takes you to the resuscitation room directly as the quiet room was full.

INITIAL ATTITUDE AND BEAHVIOUR

· Particularly anxious

· Irate/Irritated that no-one from either the nursing home or ED would tell you what is going on when you phoned

· When shown into the Resus room – you should appear extremely upset as no-one had explained to you about how ill she was/the tight fitting mask on her face.
RESPONSES & REACTIONS

· You feels ‘let down by the system’ particularly because no-one would explain what was wrong or how ill your mother was.  
· Until your concerns have been acknowledged you should remain anxious/upset/irritated about the lack of communication. 
· Only when you have been offered a sincere apology should you begin to de-escalate.
· If the recent transfer of your mother to a nursing home is insensitively dealt with, due to your guilt at having to place her, you should rapidly become defensive and difficult to communicate with.
INFORMATION TO GIVE FREELY:
· Mother 72 yr old and Life-long heavy  smoker (30-40/day since teenager)

· States no longer smokes (although her nails are freshly nicotine-stained!)

· Recently moved into a nursing home as you could no longer lift her alone

· Usually short of breath at rest: requires oxygen when attempting to mobilise.

· Poor mobility – deteriorating.  Effectively chair/bed bound, needing two carers to help her transfer from bed to chair and commode.

· Condition has  rapidly progressively  over the last 10 days and now requires oxygen almost 24 hours/day  

· Last week, her GP prescribed her a course of steroids and antibiotics for her chest but her condition hasn’t improved. 

· Usually prefers to sleep in her armchair

· Allergic to penicillin
INFORMATION TO GIVE IF SPECIFICALLY ASKED FOR:

You have a copy of your mother’s repeat prescription. 
Her past medical history:

· Bronchitis – was under care of respiratory team but discharged as no further options for treatment modification

· Heart attacks x2

· Angina

· Atrial fibrillation (irregular pulse often feels like palpitations or ‘missing occasional beat’)

· Chronic Kidney disease 

· High cholesterol

· Last admitted because of chest 4 weeks ago – required ‘the tight-fitting face mask’ or ‘BIPAP’. Should also mention poor tolerance and wish to ‘never have that again, even if I need it’.

· Allergic to penicillin

2. Resusciation room nurse

In this scenario, the role of the resuscitation room nurse/chaperone is essentially a passive/supportive one and can either be played by a participant,  member of the faculty or SP
Conduct of scenario




















PT HANDOVER, RESUS ROOM











Initial Settings


A: maintaining own, productive cough


B: RR30/min,  SpO2 81% Poor AE, diffuse creps


C:HR 125 (AF), BP95/55mmHg 


D: Anxious, struggling GCS E3V4M6


E: warm peripheries, temp 39.4





Expected Actions: ASSESSMENT


Read/compare ABG 1&2


Clinically reassess 


Check blood results & U/O


Confirmation of continued deterioration


Consider management changes








UNANNOUNCED ARRIVAL OF NOK














NOK – Son, Mr. Clark enters Resus room


No space in relatives room so brought straight to Resus room


Unaware of situation


Unhappy with phone communication





Expected Actions: DE-ESCALATION


Introduce 


Offer apology/explanation


Move to quiet area to discuss care


Arrange nurse to act as chaperone








RELATIVES’/QUIET ROOM 














With nurse chaperone and Mr.Clark








Unhappy with approach/poor rapport development


Becomes increasing irritated/angry


Disagrees with ‘ceiling of care’ / DNACPR, requesting 2nd opinion











HIGH DIFFICULTY











Son is calmed by the approach taken.


Amenable to discussing the ‘ceiling of care’ / futility of intubation/CPR


Assents to the DNACPR status











LOW DIFFICULTY











Son remains anxious / upset


If poor communication, challenges diagnosis /futility of treatment escalation        but…


 Eventually accepts the situation











NORMAL DIFFICULTY








Expected Actions: INFORMATION GATHERING/ DECISION-MAKING


Listens carefully to the son’s ‘story’


Appropriate use of pauses/non-verbal queues  


Summarisation of events 


Allows son to react, ask questions and/or express his concerns


Empathise/validate son’s emotional response


Explains rationale for supporting treatment and ‘ceiling of care’


Broaches subject of DNACPR in event of cardiac arrest


Establishes continued availability to discuss  further questions 


Arranges for son to spend time with mother


Sensitive closure of discussion.











Resolution:


NOK accepts futility of treatment.


Asks to spend time with mother





Results/Other information:





If the participant is struggling, a ‘timeout’ may be called, allowing the SP to enunciate their feelings/concerns. This also gives the candidate the opportunity to alter their approach to mum.








