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Breaking Bad News:
A 3-Step Approach

Pornpisut Dejsaeng MD.
Diploma Thai Board of Family Medicine
Huaiyot Hospital Trang

Email: Pornpisutd@gsmail.com

Abstract

The quality of breaking bad news creates satisfaction for patients and their
families. It is necessary to learn and practice the skills of breaking bad news. In
addition, having a protocol or guidelines for breaking bad news will also help improve
the quality of breaking bad news. Currently, there are many popular methods for
breaking bad news, such as SPIKES, ABCDE, BREAKS. This article presents a 3-Step
Approach for breaking bad news, including: 1. Before breaking bad news 2. Delivering
bad news 3. After breaking bad news. This 3-Step Approach can be remembered and

used easily.

Keywords : Breaking bad news, Communication skill
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The Signs and Symptoms
of Impending Death
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Abstract

The signs and symptoms of impending death are warning signs for physicians to
communicate with relatives and family. For joint planning of terminal care for patients,
if the doctors lack knowledge and awareness of the signs and symptoms of the patient’s
near-death condition, they may not be able to provide good end-of-life care. Therefore,
the signs and symptoms of impending death were reviewed by searching through the
Medline database, manuals, and books about palliative care and terminal care. Common
impending death symptoms are pain, dyspnea, confusion, and death rattle. Symptoms
specific to impending death, indicate that patients will have the likelihood to die within
three days. These symptoms include the following: 1. Non-reactive pupil 2. Decreased
response to verbal stimuli 3. Decreased response to visual stimuli 4. Inability to close
eyelids 5. Drooping of the nasolabial fold 6. Hyperextension of the neck 7. Grunting of

vocal cords 8. Upper gastrointestinal bleeding.

Keywords: Impending death, palliative care, end of life care.
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Social Media and Palliative Care
Challenge in Rural Primary Care

Phamonrut Sritharathikun, MD
Department of Social Medicine
Maesod General Hospital

E-mail: pamornrut.mu@gmail.com

Abstract:

Palliative care for people near the end of life needs close holistic medical care which
includes access to opioid medication. This case study demonstrates care for a 19-year-old
Thai man, Karen ethnicity, living in a rural area, suffering from not only the pain and discomfort
from his disease but poverty. Through this suffering the family also experienced loss and grief.
The Family Care Team used an online technology (LINE application) called FCT line group and
established a network of care involving health and local authorities to improve access to care,
successfully providing end of life care at home. This case study suggests that a family physician
has a key role in strengthening the capacity of local health professionals supporting end of life

care at home.

Keywords: Palliative Care, online technology, rural area
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Abstract

Objective: To study the continuity care index in chronic non-communicable diseases of those who are
treated in a Chronic Non-Communicable Disease Clinic at a Community Hospital.

Study Method: This study was a descriptive research model at a specific time. The population was
service recipients at a Chronic Non-Communicable Disease Clinic aged over 35 years. Data were collected
from electronic medical records, HosOs program, June 2018 - June 2019. The Continuity of Care Index (COCI)
was calculated according to the ranking. Data were analyzed using descriptive statistics such as mean, per-
centage, exact binomial, and T-test based on the variable type. The confidence value was 95% to show he
range of data.

Result: The medical records from 395 patients were evaluated with an average age of 61.7 years, 62%
female. The average number of chronic diseases was 3.1 diseases with 4.8 service visits per year. The mean
continuity of care index was 0.17 + 0.2 which was a low level. The patients who received continuity of care
at a high level were 3.3% (95% Cl 2.0-5.0), moderate level 5.3% (95% ClI 3.0-8.0) and low level 91.4% (95%
Cl 89.0- 94.0).

Conclusion: The continuity of care by using the CCOIl in chronic non-communicable diseases in a
Chronic Non-Communicable Disease Clinic at a Community Hospital was a low level. Therefore, in the context

of community hospitals, it is important to promote continuity of care.

Keywords: Continuity of care, Chronic Non-Communicable Disease Clinic, Continuity of care index, Primary

health system, Family medicine principles
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15199 1 Characteristics of the studied population (N=395)

Patient characteristics Mean or % 95% Confidence Interval
Age, years (arithmetic mean) 61.7 60.5 - 62.9
BMI, kg/m2 (arithmetic mean) 24.7 24.0 - 25.4

Systolic blood pressure, mmHg

1145

112.2-116.8

Diastolic blood pressure, mmHg

Female

102.2

62.0%

24.8 - 179.8

52.0-71.0

Male

38.0%

29.0 - 48.0

Government officer 12.0% 6.0-19.0

Social security scheme 3.5% 0.0-7.0

Universal coverage scheme 84.3% 77.0-91.0
Current medication, type (arithmetic mean) 3.2 3.0-33
Number of underlying diseases (arithmetic mean) 3.1 30-32
Average number of visits 48+ 1.6

Current alcohol drinking

Hypertension 91.4% 86.0 - 96.0
Diabetic mellitus 44.6% 35.0 - 54.0
Dyslipidemia 56.2% 46.0 - 66.0
Cerebrovascular disease* 6.8% 2.0-12.0
Cardiovascular disease** 4.3% 1.0-9.0

Chronic kidney disease*** 46.6% 37.0 - 56.0

9.1%

4.0-150

Current smoking

3.0%

0.0-7.0

*Ischemic stroke and Hemorrhagic stroke **Ischemic heart disease ***Chronic kidney disease Stage 1-3




15199 2 Characteristics of the studied population classified by laboratory baseline (N=395)

Patient characteristics Mean or % 95% Confidence Interval

HbAlc (%) 8.3 8.0 -8.6

Fasting plasma glucose (mg %) 129.8 1239 -135.3

Lipid profile (mg %)

LDL 123.9 119.9 - 1279

HDL 45.8 44.6 - 47.0
Triglyceride 139.5 133.3-145.8
Cholesterol 197.6 193.4 - 201.8

15199 3 Characteristics of the studied population classified by medications (N=395)

Medications prescribed per visit % 95% confidence interval

Antihypertensive drug
Calcium channel blocker 50.9% 41.0 - 61.0
Angiotensin converting enzyme inhibitor 44.6% 35.0 - 54.0
Angiotensin Il receptor antagonist 19.7% 12.0 - 28.0
Beta blocker 9.4% 4.0-15.0
Vasodilator (Hydralazine) 55% 2.0-10.0
Diuretic 10.8% 55-17.0
Antidiabetic drug

Biguanide 30.9% 22.0 - 40.0

Sulfonylurea 22.4% 15.0 - 31.0

Thiazolidinedione 4.3% 1.0-9.0

Insulin 2.3% 1.0-9.0
Antihyperlipidemic drug

Statin 53.1% 43.0 - 63.0

Fibrate 4.9% 1.0-9.0

Aspirin 19.3% 12.0-27.0
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A151991 4 Continuity of Care Index in the hospital (N=395)

Continuity of Care Index Meanz+ SD % 95% confident interval
COCI Average 0.17+ 0.21
High (0.8<x<1) 1.00 3.3% 20-50
Moderate (0.43<x<0.8) 0.6+0.1 5.3% 3.0-8.0
Low (0<x<0.43) 0.1+0.1 91.4% 89.0 - 94.0
Total 100%
Reference
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Abstract

Background: Diabetic neuropathy (DN) is a complication of type 2 diabetes mellitus (T2DM). It has
major impacts on the health of the affected patient and is a leading cause of falls. This study aimed to
explore the relationship between DN and risk of falls, and other risk factors among patients with T2DM.

Methods: In this cross-sectional study we enrolled, according to consecutive cases, 120 patients with
T2DM aged 18 years or older who visited the outpatient clinic, Pramongkutklao Hospital from February -May
2019. Data were recorded on a form. The presence of DN was evaluated using the Michigan Neuropathy
Screening Instrument. The balance impairment and the risk of falls were evaluated using two tools: Timed
Up and Go Test (TUG) and Single Leg Stand Test (SLS). The relationship between DN among patients with
T2DM and other factors on balance and risk of falls was analyzed using multivariate analysis (p-value < 0.05).

Results: The presence of DN was significantly associated with balance and risk of falls SLS (adjusted
OR: 23.1; 95% Cl 2.09 - 255.22; p = 0.01) and TUG (adjusted OR: 41.304; 95% Cl 9.83 — 173.62; p < 0.001).
The patients’ sex, vision problems, fear of falling, using hypnotic drugs, age, and duration of T2DM were
significant predictors for the risk of falls among patients with T2DM.

Conclusion: The presence of DN among patients with T2DM is associated with impaired balance and
risk of falls. Patients with T2DM and DN should be evaluated for balance and risk of falls.

Keywords: Diabetic Neuropathy; Type 2 Diabetics Mellitus; Balance; Risk of falls
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Background

The prevalence of diabetes mellitus (DM) is
higher among Asians, while type 2 diabetes accounts
for 909% to 95% of all diabetes cases “; 425 million
people have diabetes globally. Over 4,208,600
cases of diabetes were reported in Thailand in
2017%. Complications of DM account for increased
morbidity, disability, and mortality. Atherosclerosis
is a macrovascular complication of DM. Diabetic
nephropathy, neuropathy (DN), and retinopathy are
the main microvascular complications . Diabetic
polyneuropathy, presenting a prevalence of
approximately 50%, is the most common diabetic

“ DN is a complication of patients

complication
with DM is 2.4% in public hospitals in Bangkok . DN
is a leading cause of disability due to foot ulceration
and amputation, gait disturbance, and falLing(‘”. A
person with DM who is older than 65 is 17 times
more likely to fall than a younger man or woman
who does not have the disease. Chronically
elevated glucose has a large impact on the longest
nerves in bodies. The resulting loss of sensation and
muscle tone is often worse in the feet and ankles,
which can make it harder to stand up and walk .
As there are few of these kinds of studies in Thailand,
we undertook this study to show the importance
between DN and balance and the risk of falls.

This study aimed to evaluate the association
between DN on balance impairment and the risk of
falls among patients with T2DM. The secondary
objective was to assess other risk factors of falls
among patients with T2DM.

The author hypothesized that the presence
of DN may impair the balance of patients with T2DM.
The risk of falls continues to increase among T2DM

patients with DN.

Materials and Methods

Study Design and Subjects

Approval was obtained from the Ethics
Committee Board of the Institutional Review Board
of the Royal Thai Army Medical Department (IRBTA).
In this cross-sectional study we enrolled, according
to a consecutive-case, 120 patients with T2DM aged
18 years or older who visited in the outpatient
clinic, Pramongkutklao Hospital from February to
May 2019. All patients provided written informed
consent. The patients were followed up regarding
the study at their next visit. The following were
considered inclusion criteria: participants with T2DM
aged 18 years or older. Exclusion criteria included
the inability to provide informed consent, balance
assessment, or accurate medical history data, prior
history of DN, and major cardiovascular events three

months before screening.

Clinical, Anthropometric and Laboratory Data
The patient’s data: age, body mass index,
diabetes duration, HBA1C, history of diabetes
treatment, history of diabetic retinopathy, diabetic
nephropathy, DN, osteoarthritis, cataract, smoking,
alcohol consumption history and underlying
diseases including dyslipidemia, cardiovascular
disease, chronic kidney disease were collected from
the patients’ medical records. The use of hypnotic
drugs, and vision and balance problems were
collected from the patients’ questionnaires. The
Fall Efficacy Scale in Thai version ® was used to
evaluate the fear of falling. Orthostatic hypotension
measurements were taken using the standard
method; a systolic blood pressure decrease of at
least 20 mmHg or a diastolic blood pressure
decrease of at least 10 mm Hg within three minutes

of standing was noted “?.



Diabetic Neuropathy Assessment
The Michigan Neuropathy Screening
Instrument (MNSI), a validated score instrument for
DN, was used to diagnose DN. The Thai version of
MNSI consists of two parts: a 15-item self-adminis-
tered questionnaire scored by summing abnormal
answers provided by the patient and a lower
extremity examination performed by the author
including inspecting and evaluating ankle reflexes
and vibration perception at the great toe. The MNSI
has both high sensitivity and specificity; a self-
administered questionnaire scoring 7 or above, or a
clinical examination score of 2.5 or above provided

a positive diagnosis of DN .

Balance Assessment

Balance impairment was evaluated using
two components: The Single Leg Stand Test (SLS)
and Timed Up and Go Test (TUG) and using the Thai
version of the Fall Efficacy Scale ©.

The TUG comprises a reliable and valid test.
The TUG test is quick, does not require any special
equipment, and can easily be included as part of a
routine medical examination ®. The patient was
asked to sit in a chair, stand up, walk ten feet, turn
around, walk back to the chair, and sit down. A time
of 12 seconds or greater indicates an increased risk
of falls 7.

SLS tests static balance and records the time
a participant can stand on one leg unassisted. The
subjects were free to choose which leg they
preferred to lift. The initial position was standing
relaxed with eyes open and weight evenly
distributed between both feet. Then the subjects
were instructed to stand on one leg for as long as
possible and interrupted the test after 30 seconds
by auditory clue, or if the subject touched the floor
with the lifted leg. The subject was instructed to
keep his or her arms along the side of the body. To
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prevent falls or injuries, the author stood close to
the subject throughout the session. Three trials were
performed. Standing for less than five seconds
indicates an impairment of static balance and an

increased risk of falls V.

Data Analysis

Data were collected and analyzed using
SPSS, Version 23, statistical software package and
are presented as average =+ standard deviation
(SD), compared between two groups using the
independent sample t-test. Categorical variables
were compared between two groups using the
Chi-Square test. Multivariate analysis (p-value < 0.05)
was conducted to identify the risk of falls among
patients with T2DM and was adjusted for sex, vision
problems, fear of falling, DN, using hypnotic drugs,
age, and duration of T2DM. The prevalence of DN
was analyzed by percentage, and P < 0.05 was

considered statistically significant.

Results

Patient demographics and clinical data are
shown in Table 1. No significant differences between
the DN and non-DN groups in respect of gender,
HbAlc, HTN, DLP, CVS, CKD, stroke, OA,
cataract, osteoporosis, hypoglycemia, DR, Diabetic
nephropathy, history of DN, smoking, alcohol, and
BMI. Age, status, and duration of diabetes were
significantly different between the two groups (p <
0.05).

Neuropathy and Neuropathy-Related Associa-
tions

In this study, the prevalence of DN, as
diagnosed according to the MNSI criteria was 35%
(42 cases). The presence of overt neuropathy was
associated with increased age (65.3 vs. 58.7 years;

p < 0.001) and diabetes duration (9.1 vs. 6.1 years;
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p = 0.028). The differences in the other studied
parameters had no significant differences between
the groups: HbAlc, hypertension, dyslipidemia,
cardiovascular disease, chronic kidney disease,
stroke, osteoarthritis, hypoglycemia, diabetic
retinopathy, diabetic nephropathy, the prevalence

of smoking, alcohol consumption and BMI (Table 1).

Neuropathy Impact on Balance Parameters

In this study, the presence of overt neurop-
athy, diagnosed as presented in the Method section
based on the MNSI score, was associated with SLS
(adjusted OR: 23.01; 95% Cl 2.09 - 255.22; p = 0.01)
and TUG (adjusted OR: 41.3; 95% Cl 9.83-173.62,
p< 0.001). These results are significant indicating the
negative impact of DN on the patient’s balance
parameters (Table 2), leading indirectly, to an
increased risk of falls.

Using multivariate analysis, we observed that
patient’s sex, vision problems, fear of falling, use of
hypnotic drugs, age, and duration of T2DM were
significant predictors for risk of falls in patients with
T2DM

Discussion

The results revealed that the presence of
DN was significantly associated with impairment of
balance and risk of falls and observed that patient’s
sex, vision problems, fear of falling, use of hypnotic
drugs, age and duration of T2DM were significant
predictors for the risk of falls among patients with
T2DM.

Falls are one of the greatest health
challenges, particularly among diabetic adults. The
consequences of falls, such as fractures, poorer
rehabilitation, an increased number of falls were
said to be more severe among the elderly with
diabetes ", However, one related study demon-

strated that balance impairment and the risk

of falls, many times were underestimated and
under-screened, as a frequent condition among
patients having DN. Therefore, patients with T2DM
and DN should be evaluated regarding balance and
risk of falls "

Patients with T2DM and DN need to have
their balance parameters evaluated. When impair-
ments are found, these patients should be included
in a rehabilitation program. Rehabilitation can
decrease the risk of falls with an aim to improve
their balance and walking stability.

This study found an elevated risk of falling
among older women with diabetes. Related studies
of falls and diabetes have produced mixed results.
In the Third National Health and Nutrition Examina-
tion Survey, diabetes was one risk factor for falls
among older women. However, the Rotterdam Study
found no association among women aged 55 years.
An increased risk of serious injury due to a fall was
reported among diabetic adults. The prospective
cohort study suggested that poor balance is a factor
in the pathway between diabetes and increased risk
of falling. Notably, a poor balance has been previ-
ously identified as a risk factor for falls among
older women .

In this study, visual problems were a risk
factor for falls among patients with T2DM. Confirm-
ing earlier studies, visual impairment is a risk factor
for falls, on average, approximately doubling falls
risk in a wide variety of studies. Falls risk increases
as visual impairment worsens ae),

This study found fear of falling is a risk
factor for falls among patients with T2DM. Confirm-
ing earlier studies, T2DM is associated with increased
fear of falling and fear-associated activity restriction,
and the risk of falls even in the face of increased
fall risk factors including worsened mobility. Related
prospective cohort studies revealed that using

nonbenzodiazepine sedative-hypnotics is associated



with an increased risk of falls. Nonpharmacologic
approaches to sleep disturbances may represent
the safest approach to sleep difficulties among
older adults."® In this study, patients with T2DM
who reported using hypnotic drugs had a risk of falls,
so the type of hypnotic drug should be clarified in
a future study.

Another risk factor for falls among patients
with T2DM is age. We found patients with increased
age had increased risk of falls. Falls are a major
concern for elderly adults with DM."” The high
prevalence of falls among elderly individuals with
DM has been well established with reported annual
incidence rates of 39% among those over 65 years
“9and 35% among those over 55 years.*" In addition
to the reported high incidence of falls in this
population, it has been established that individuals
with DM are at a higher risk for falls.””

This study’s subjects had long term duration
of T2DM, which was significantly longer in the group
of patients with T2DM who presented balance
impairment in the TUGT (median duration 9.08) and
SLS (median duration 2.79). The median T2DM
duration of one related study was 11 years @
confirming the long-term duration of diabetes and

DPN was significantly longer in the fall group.

Conclusion

The presence of DN among patients with
T2DM was associated with impaired balance and
increase the risk of falls. In addition to our findings,
patients with T2DM are associated with an excessive
risk of falls. Patients with T2DM and DN should have
their balance parameters evaluated. When impair-
ments are found, these patients should be included
in a rehabilitation program, to improve their balance

and walking stability.
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Strengths

The strengths of this study are emphasized
by the patient’s consecutive enrollment principle
which comprises a heterogeneous study having the
baseline characteristics matching the characteristics
of the T2DM general population, containing both
patients with overt DM and patients without any
signs of DN.

This study demonstrated the need for using
tests to evaluate the risk of falls among patients
with DPN and suggested that DPN is a specific
entity for planning prevention programs. DN is a
common complication of T2DM, so detecting DN
using appropriate tools is important. Using simple
screening tools including MNSI, TUGT, and SLS to
identify DN and evaluate balance impairment can
be applied in primary care.

Tools to identify patients at risk of having
DN, i.e., the MNSI, are inexpensive and easy to use
in outpatient and community settings.”” The
sample size was another strong point of this study,
providing enough statistical power to make solid

conclusions.

Study limitations

One limitation of this study was the small
number of patients. Some questions (use of
hypnotic drugs and vision and balance problems)
were used in self-report questionnaires. The data
might have been under- or overestimated especially
the effect of diabetes concerning the risk of falls.

This study employed a cross-sectional
design, indicating its relation to the association
between DN and inadequate glycemic control. The
development of DN is a well-known long-term
process and cross-sectional evaluation of glycemic
control. In this study, the value of HbAlc an indicator,

which may have reflected glycemic control for no
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longer than three months, may not always be
associated with the development of T2DM
complications. However, this weak point of the
study did not interfere with the study’s aim. Further
studies incorporating a larger sample size,
longitudinal follow-up, and multicenter study

should be conducted.
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Table 1 Patient Demographics Data

Characteristics

Age (years) 58.7+9.2 653+ 9.2 61+9.7 < 0.001*b
Male, n (%) 36 (72) 14 (28) 50 (41.7) 0.174a
Single, n (%) 10 (83.3) 2 (16.7) 12 (10) 0.013*a
Married, n (%) 56 (70.9) 23 (29.1) 79 (65.8)

Separated, n (%) 6 (50) 6 (50) 12 (10)

Widowed, n (%) 6 (35.3) 11 (64.7) 17 (14.2)

T2DM duration (years) 6.1 £53 9.1+78 7.2 +64 0.028*b
HbA1c (%) 7T+12 7.1+1.1 7.1+12 0.782b
Hypertension, n (%) 52(59.8) 35(40.2) 87 (72.5) 0.051a
Dyslipidemia, n (%) 67 (63.2) 39 (36.8) 106 (88.3) 0.257a
CVD, n (%) 2 (66.7) 1(33.3) 3(2.5) 0.951a
CKD, n (%) 6 (50) 6 (50) 12 (10) 0.251a
Stroke, n (%) 1(25) 3 (75) 4(3.3) 0.088a
Osteoarthritis, n (%) 9 (64.3) 5 (35.7) 14 (11.7) 0.952a
Cataract, n (%) 14 (53.8) 12 (46.2) 26 (21.7) 0.178a
Osteoporosis, n (%) 2 (100) 0 (0) 2(1.7) 0.295a
Hypoglycemia, n (%) 2 (50) 2 (50) 4(3.3) 0.522a
DR, n (%) 2 (50) 2 (50) 4(3.3) 0.522a
DN, n (%) 78 (65) 42 (35) 120 (100) NA
Smoke, n (%)

No 48 (64) 27 (36) 75 (62.5) 0.205a
Quit 21 (60) 14 (40) 35(29.2)

Yes 9 (90) 1(10) 10 (8.3)

Alcohol, n (%)

No 33 (60) 22 (40) 55 (45.8) 0.274a
Quit 29 (64.4) 16 (35.6) 45 (37.5)

Yes 16 (80) 4(20) 20 (16.7)

BMI (kg/m2) 26.13 + 3.98 27.56 + 4.28 26.63 + 4.13 0.070a

Notes: a. Chi-square test, b. Independent sample t-test. Abbreviations: HbAlc, Hemosglobin Alc; CVD, Cardiovascular
disease; CKD, chronic kidney disease; DR, Diabetic retinopathy; DN, Diabetic neuropathy BMI, Body mass index
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Table 2. Comparison of the Multivariate Risk Factors Between Positive and Negative Groups

Positive Negative Adjusted Positive Negative Adjusted
0, 0, (o) 0,
n (%) n (%) 0dds 95% . n (%) n (%) Odds 95% o
ratio Cl value ratio Cl value

Gender

Male 34 (68) 16 (32) 46 (92) 4 (8)

Female 26 (37.1) | 44 (62.9) 5.2 1.66- | 0.008* | 60 (85.7) | 10 (14.3) 1.9 0.56- 0.29
16.3 6.50

Dyslipidemia

No 33 (56.9) | 25 (43.1) 13(929)| 1(7.1)

Yes 27 (43.5) | 35 (56.5) 1.7 0.83- 0.14 |93(87.7)| 13(12.3) 1.8 0.22- 0.58
3.52 15.07

CKD

No 56 (51.9) | 52 (48.1) 97 (89.8) | 11 (10.2)

Yes 4(33.3) | 8(66.7) 2.2 0.61- 0.23 9 (75) 3 (25) 2.9 0.69- 0.14
7.58 12.50

Osteoarthritis

No 56 (52.8) | 50 (47.2) 48 (51.1) | 46 (48.9)

Yes 4(28.6) | 10 (71.4) 2.8 0.83- 0.09 9 (34.6) | 17 (65.4) 1.9 0.79- | 0.141
9.49 4.86

Cataract

No 48 (51.1) | 46 (48.9) 82 (87.2) | 12 (12.8)

Yes 9 (34.6) | 17 (65.4) 1.9 0.79- 0.14 |24 (92.3)| 2(7.7) 0.6 0.12- 0.48
4.86 2.72

Smoke

No 32 (42.7) | 43 (57.3) 50(90.9) | 5(9.1)

Quit 21 (60) 14 (40) 0.5 0.22- 0.09 | 37(82.2)|8(17.8)
1.12

Yes 7 (70) 3 (30) 0.3 0.07- 0.12 19 (95) 1(5) 0.5 0.05- 0.57
1.33 4.80

Alcohol

No 23 (41.8) | 32 (58.2) 50(90.9) | 5(9.1)

Quit 25 (55.6) | 20 (44.4) 0.6 0.26- 0.17 |37(82.2)| 8(17.8) 2.2 0.65- 0.20
1.27 7.14

Yes 12 (60) 8 (40) 0.5 1.16- 0.16 19 (95) 1(5) 0.53 0.05- | 0.569
1.35 4.80
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Positive Negative Adjusted Positive Negative Adjusted

(o) [v)
Odds 95% p- i () 0 (&) Odds 95% p-

ratio Cl value ratio Cl value

n (%) n (%)

OH

No 49 (48.5) | 52 (51.5) 48 (47.5) | 53 (52.5)

Yes 11 (57.9)| 8(42.1) | 0.7 0.25- | 0.455 | 9(47.4) | 10(52.6) 1.0 0.37- | 0.99
1.84 2.68

Hypnotic drug

No 53 (55.8) | 42 (44.2) 89(93.7) | 6(6.3)

Yes 7(28) 18 (72) 3.2 1.24- | 0.01 17 (68) 8 (32) 22.4 2.52- | 0.005*
8.49 198.93

Vision problem

No 54 (58.7) | 38 (41.3) 88 (95.7) | 4(4.3)

Yes 6(21.4) | 22(78.6) 4.0 1.07- | 0.038* | 18 (64.3) | 10 (35.7) 23.0 2.49- | 0.006*
15.04 213.13

Fear of falling

No 58 (54.7) | 48 (45.3) 98 (92.5) | 8 (7.5)

Yes 2(14.3) | 12(85.7) 8.1 1.13- | 0.037* | 8 (57.1) 6(42.9) 9.2 2.55- | 0.010*
57.07 33.06

Age (years) 578+ | 643+ 1.1 1.03- | 0.001 | 60 +9.8 | 68 +5.0 1.1 1.00- | 0.049*

10.2 8.1 1.13 1.28
T2DM 53+ 9.1+ 1.1 1.04- | 0.002 6.4 + 128 + 1.1 1.02- | 0.016*
duration 4.4 7.5 1.19 5.9 7.6 1.27

(years)

HbA1c (%) 7T+£12 [ 71+x11 1.1 0.79- 0.59 T+11 | 72+£14 1.2 0.72- 0.54

1.48 1.83
BMI (kg/m?) 259 + 27.3 + 1.1 0.99- 0.06 26.6 £ 26.7 £ 1.0 0.87- 0.96
39 4.2 1.19 4.2 39 1.14
Medication 41+ | 47+17 1.2 0.97- 0.08 43+ |53+18 1.3 0.99- 0.05
1.9 1.46 1.8 1.80
DN*
No 57(73.1) | 21 (26.9) 76 (97.4) | 2(2.6)
Yes 3(7.1) | 39(92.9) 41.3 9.83- < 30 (71.4) | 12 (28.6) 23.1 2.09- | 0.01*
173.62 | 0.001* 255.22

Notes: CKD - Chronic kidney disease, OH — Orthostatic hypotension, BMI — Body mass index, DN - Diabetic neuropathy
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Abstract

Objective: To investigate the risk factors associated with provider’s delay of diagnosis among
pulmonary tuberculosis patients (TB) in Chiang Rai Prachanukroh Hospital, Muang District, Chiang Rai.

Materials and Methods: This cross-sectional analytical study aimed to investigate the risk factors
associated with the provider’s delay of diagnosis among pulmonary tuberculosis patients in Chiang Rai
Prachanukroh Hospital Muang District Chiang Rai. Data of TB patients, who registered at the Tuberculosis
Clinic from July 1, 2018 to April 30, 2019. The data were analyzed using descriptive statistics (percentages,
means, standard deviations, median, 1stquatile, 3rdquatile) and multiple logistic regression, in calculating the
odds ratio (OR) and Adjusted OR with 95% Confidence Intervals were applied.

Results: The results show that, in a total of 293 pulmonary tuberculosis patients, 196 were
smear-negative pulmonary (66.89%). 37.54% experienced provider’s delays longer than 7 days (95% Cl =
32-43.4). In the multivariate analysis, the factors significantly associated with provider’s delays are first
diagnosis not associated with pulmonary tuberculosis (Adjusted OR 11.254, 95% Cl = 4.67-39.50), patients
followed-up at the Tuberculosis Clinic (Adjusted OR 0.212, 95%Cl: 0.18-0.52).

Conclusions: This study showed that the provider’s delays of diagnosis were associated with the
accuracy of the diagnosis of pulmonary tuberculosis at first contact. So, there is a need to improve the
quality of sputum collection to increased sensitivity bacterial laboratory and developing guidelines for the
diagnosis of pulmonary tuberculosis using both clinical features and chest x-ray. In addition to this,

improving patients’ following up at Tuberculosis clinic is essential.

Keyword: Pulmonary Tuberculosis, Provider’s delay, Diagnosis
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Abstract

Objective: The study aimed to explore the attitudes and needs toward being a caregiver for pallia-
tive care of patients with cancer.

Design: The study employed a concurrent mixed-method design.

Materials and Methods: Data were collected from 25 caregivers of patients with cancer using
semi-structured interviews from March to May 2019. Three aspects were explored: (1) attitudes of caregivers
in palliative care of patients with cancer (2) problems and needs in palliative care of patients with cancer,
and (3) problem solvings of caregivers. Data were gathered until saturation was reached then coded and
analyzed. The problems and needs in palliative care by caregivers were analyzed using bivariate analysis. The
results of problems and resolutions were analyzed, coded, and interpreted using qualitative analytic
techniques to arrive at several common overarching themes.

Results: The mean age of caregivers was 52.45 years. An average caregiving role was 3.45 years with
more than one half giving care > 12 hours daily. From interviews, variable problems were identified. The most
common problems were fear regarding the future, distressing symptoms, pain, and emotional problems.
Moreover, the problem solving of caregivers involved themselves and others, knowledge, attitude, activities,
assistance, and psycholosgical support.

Conclusion: The care of patients with cancer presents a series of problems for caregivers many of
which remain undetected. Additionally, the problem solving of caregivers involved themselves and others,

resilience, coping, knowledge, attitude, activities, assistance, and psychological support.

Keywords: palliative, caregivers, needs, problems



Introduction

Patients with cancer are increasing globally.
In 2008, 12.7 million new cancer cases emerged and
7.6 million cases died from cancer.! In 2018, 9.6
million died from cancer.? In Thailand, 61,082° died
from cancer in 2011 and the trend increases every
year.” The many treatments include surgery,
chemotherapy, and radiotherapy, or a combination
of treatments. Palliative care is specialized medical
care for people living with an incurable disease,
active, progressive, advanced disease, who have
little or no prospect of cure and are expected to
die. The goal is to improve the quality of life for
both the patient and the family.

In palliative care, attention is usually
concentrated on the patient and the family stays in
the background.” The spouse, who is closest to the
patient, usually bears most of the caregiving burden.
From the patient’s perspective, family caregivers are
“fellow sufferers”® and rightfully so. In recent years,
the World Health Organization has included the
health and well-being of family members and
caregivers working with a patient in their concept of
palliative care.® A formal caregiver usually refers to
paid care services provided by a healthcare institu-
tion or individual for a person in need. Informal care
refers to unpaid care provided by family, close
relatives, friends, and neighbors. Both forms of
caregiving involve a spectrum of tasks, but informal
caregivers seldom receive enough training for these
tasks. Formal caregivers are trained in the field.’
Caregivers in Thailand are often family members or
informal caregivers.® Family members play an
important role in the care of patients with cancer
and are often unprepared for the combination
of physiological and mental changes’ such as
depression, anxiety, fatigue, and sleeping disorder.
When caregivers are inflexible and cannot adapt to

the patient, the burden of the caregivers will affect
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their emotional health, and the quality of care.”
The caregivers’ burden of patients with cancer is
associated with several poor health outcomes,
including increased depression and anxiety, poorer
health behavior and increased mortality.""™
Spouses of patients with Alzheimer’s disease
reported poorer mental and physical health than
the general population.” Understanding the factors
associated with increased caregiver burdens in this
group would allow clinicians to more easily identify
and target these caregivers for interventions to
address caregiver problems, needs coping skills

reducing the related risk of poor health outcomes.

Materials and Methods

This study employed a concurrent
mixed-method design. The present study was
undertaken in the Oncology Clinic of Phramongkut-
klao Hospital from March to May of 2019 after
obtaining approval from the Ethics Committee Board
of the Institutional Review Board of the Royal Thai
Army Medical Department (IRBTA).

This study took place in a tertiary care
setting. The research participants comprised
caregivers of patients with cancer, who were able
to understand the items of the questionnaire;
Problems and Needs in Palliative Care Question-
naire-Caregiver Form (PNPC-c) and did not receive
earnings from caring. They were also well informed
and provided their consent to be included. The
sample size was adequate to reach a sufficient
level of “saturation”, a term describing a point
beyond which no new concepts will arise as a result
of further interviews.

Interviews averaging 30 minutes, were
conducted over three months. Sixty-seven questions
divided into 11 items represented the most
important issues of the problems and needs of

caregivers in providing palliative care for a cancer



PCFM Vol2 No3 Sep - Dec 2019

patient. The Problems and Needs in Palliative Care
Questionnaire-Caregiver Form (PNPC-0)*® was utilized
for patients and caregivers to comprehend and
answer in about 15 minutes. The PNPC-c constitutes
a checklist designed to present a comprehensive
picture of the problems experienced by caregivers
and their perceived subsequent needs for care. The
instruments were translated to Thai by Suphasiri
Chiangta."” The reliability of the instrument is 0.93
and 0.95. The validity is 1 and 0.95.° There are 3
levels of scores in each question; 3 is a problem
and needs, 2 is sometimes, 1 is not a problem, and
no needs. Higher scores indicated a higher need for
help.

All basic characteristics of data and PNPC-c
questionnaires were collected from caregivers, and
all interviews were recorded by audiotape. For
qualitative data, Open codes were created and
analyzed using the investigator triangulation method.
The codes were purely data driven. After that, the
codes were discussed, modified, and merged by all
authors, and final revised codes were developed
afterwards. Emerging concepts were extracted and
analyzed using a thematic analysis approach. After
demographic data collection, three aspects were
explored: (1) attitude of caregivers in palliative care
of patients with cancer, (2) problems and needs in
palliative care of patients with cancer, and (3)
problem solving of caregivers. Data were gathered

until saturation was reached.

Results

1. Descriptive Statistics: Demographic
Characteristics

Twenty-five caregivers of patients with
cancer were involved and participated in this study.
The mean age of caregivers was 52.45 years (range,
30 to 67 years) and 80% were women. The majority

of caregivers in this study were the primary caregivers

for their parents (n = 11, 44%) followed by spouse
(n =7, 28%) and grandchildren (n = 4, 16%). Approx-
imately one half (52%) of the caregivers were single,
ten (40%) were married and two (8%) were separated.
Twenty-one caregivers (84%) held a bachelor’s
degree and above. An average caregiving role totaled
3.45 years and more than one half spent >12 hours

giving care daily.

2. Problems and Needs of Caregivers

The most frequent problems experienced
by 80% of caregivers are listed in a ““top 20’ (Table
2). One issue stood out from the rest: Fear of an
unpredictable future. Accepting the patient’s disease
(76%), The meaning of death (54%), and the
caregiver’s physical symptoms: Muscle pains or
painful joints (52%) and Fatigue (76%): were further
common problems. The other issues in this top 20
list were reported to be “‘somewhat of a problem’’

by many caregivers.

3. Thematic Analysis

Attitude and caregivers’ needs in palliative
care of patients with cancer could be divided into
two major themes: 1) Resilience and coping
strategies to provide a caregiving role; and (2)

methods of problem solvings.

Resilience and Coping Strategies to Continue in
the Caregiving Role

Long term care of patients with cancer
entails challenging behaviors which were always
problematic when managing care including related
physical and mental problems. When no way could
be found to deal with the problem, the caregivers
experienced exhaustion leading to using costly
hospital and emergency services. The interviews
revealed that maintaining positive reasons and

attitudes in the caring role, reframing, acceptance



and intentional activities of resilience and coping
strategies by the caregivers helped them to continue
in their role.

Most caregivers identified themselves as
family members, parents, spouse, children and
grandchildren. These participants enjoyed close
relationships with their patients and gave their
reasons for caring as affection, gratitude and
reciprocity. This made the caregivers more willing
to continue in their caregiving role. Moreover, their
relationship encompassed positive reinforcement
towards the caregiving role and strengthened their
relationships to be better able to face with problems
for their beloved patients. They explained as
described below.

“That’s the way it is in our families. It’s like,
if you can do it (care for a sick parent), then you
do it. If you can’t, then you’re going to leave your
job, or whatever. But our family comes first. Our
parents come first.”

“On top of all is keeping them comfortable,
keeping the whole family comfortable on what
exactly is going on with them and what we can do
to make them feel better in their last days”

In addition, the reason given for nonrelative
acting as caregivers to maintain their role is love.
The long relationship occurring in Thai society also
links these patient-caregiver relationships as
relatives.

“I have taken care of him for a long time;
it’s a bond we have with each other.”

When asked about problems and needs
towards being a caregiver, most participants said
that they now can cope with the problems they
experienced. A lack of understanding of the disease
caused problems at first when they did not
understand the symptoms and how to handle them.
However, once they understood and accepted the

signs and symptoms, they could reframe their

PCFM Vol2 No3 Sep - Dec 2019

perception and become able to care for the patient.

“I'don’t know how you do it, but if somehow
in the medical profession could explain to the
public better what palliative care entails, it would
take away some of the fear and the stigma.”

“It is the physician who should at least
inform parents about advanced directives and why
it is important to plan. | would dare not initiate the
discussion with - my parents. When the physician

tells them, they may consider it.”

Methods of Problem Solving

One of the most consistent themes that
emerged during the interviews was the notion that
quality of life, the make-up of which varied among
patients, was more important than prolonging life.

The concern for caregivers’ problems was
expressed and indicated a real need for services,
including regular assistance with patient care, pain
and medication management advice, psychological
support, and respite care.

“I feel that the caregivers themselves
deserve a break. | feel my sister carried the entire
burden for about 2 or 3 years now. So that’s what
I wanted to speak on. The people that are the
caregivers, where do they get a break? When you
want to scream, where do you g¢o?”

God, religion, and spirituality were spoken
of as essential components of the coping process
for patients and families throughout every phase of
life and death. The state of a person’s relationship
with God was seen as a mediator of personal distress
or peace.

“I have been meditating and praying for an
hour every night. It makes my mind calm and
cheerful.”

Whether representing a means to adapt to
a difficult situation or a continued pattern of the

previous observance, it did not appear that religion
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or spirituality affected treatment choices or how
aggressive patients, or caregivers were with their
illness. In most respects, spirituality was seen more
as a means towards understanding, rather than
guidance.

“The soul never dies. The body is just like
the jacket you are putting on.”

Some participants had no time for self-care
that caused stress in the caregiving role, so they
reorganize their time to pay attention to activities
other than patient care.

“When I’'m tired or discouraged, | try to live
happily. | have a dog as a friend, | play with it, |

grow trees; it helps me to relax.”

Discussion

This study demonstrated that caregivers
were the closest contact of the patients with cancer,
constantly responsible for the care of the patient,
a fact that has also been reported in other studies.™
Caregivers’ problems most frequently concerned
they are coping with the situation mentally, their
fears, and existential/spiritual questions. These came
together with stress-related physical symptoms.
Other researchers found that caregivers had a
greater prevalence of affective disorders than
patients."” %

One requirement of caregivers and patients
at home is pain alleviation. The majority of
caregivers noted that their patients suffered mainly
from pain and they faced difficulty managing it.
Such difficulty has also been confirmed by other
studies.” Recent studies”” have evaluated the
administration of strong opioids among patients
with cancer and concluded that fentanyl in the
transdermal patch formulation can be used
effectively and safely for pain management among
patients with cancer while additionally being easy

for caregivers to use.

Fear concerning the patient’s future was the
most frequent spiritual problem caregivers encoun-
tered. Most caregivers managed to solve their prob-
lems, such as lack of autonomy and bad mood,
which they developed during the period they cared
for the patient with cancer, by themselves.

Caregivers also indicated a wish for more
professional attention to problems in the quality of
care: coordinating care, accessing care provision, and
having the opportunity to consult another doctor.
Many caregivers would like more information to be
given in writing. Caregivers are confronted with a
new and emotionally challenging situation, which
makes asking the right questions on the spot difficult.
The situation also reduces a caregiver’s capability
to process new information, and it may be necessary
to offer information several times before the family
can understand and assimilate it.**

The findings of the present study agree with
those presented in the literature® reporting that
anxiety and depression were common among pa-
tients and their caregivers. These feelings might
represent a reaction to the disease, or they might
result from it. These feelings are effectively managed
with psychopharmacologic and psychotherapeutic
approaches. Modern antidepressants and sleeping
pills are better tolerated and might be safely
administered or be withdrawn when the symptoms
regress.”®

Another issue that is scarcely reported in
the literature is the presence of spiritual or religious
problems.” Questionnaires measuring the quality of
life usually focus on the medical problems that
caregivers face and it would be generally unusual
to discuss spiritual issues between researchers,
patients, and caregivers.

The findings demonstrated that reframing
and accepting the illness, adaptability dealing with

stress use of intentional activities were effective



ways to reduce the burden of care and maintain the
care for patients exhibiting mental deterioration.
Religion and spirituality are significant resources in
adapting to stressful life events. Moreover, assistance
from family members, health care services, and
social support are keys to caring for patients. The
support of the family members in terms of assisting
the care, emotional support, and financial resources
also reduces the burden of care. Medical service
support can also help caregivers gain knowledge,
experience, trust in caregiving, and encourage them
in the caregiving role. The knowledge and under-
standing gained from caring for these patients also
produced positive effects on the caregivers
themselves as they could share with others in the

community.

Conclusion

The care of patients with cancer presents a
series of problems for caregivers as many remain
undetected: fear of an unpredictable future,
accepting the patient’s disease, fatigue, depressed
mood, difficulty in showing emotion. The diagnosis
and acknowledgement of these problems by health
workers might contribute to offering practical help
and finding solutions to assist with the difficult tasks
of these caregivers. Illness and death are and will
be an inevitable and integral part of human life.
How we recognize and manage the needs of patients
experiencing a terminal disease and those of their
family members demonstrates the degree of
society’s maturity. The difference in duration of

caregiving maybe affects the attitudes of caregivers
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Table 1. Basic Characteristics

Characteristics N (%)

Caregivers

Age, mean 52.45 years

Gender
Women 20 (80.0)
Men 5 (20.0)

Relationship to patient

Son/daughter 5/6 (44)
Spouse 7(28)
Grandchildren 4 (16)
Daughter-in-law 3(12)
Others 0 (0)

Marital status

Single 13 (52)
Married 10 (40)
Separated 2(8)

Education level

Primary school 3(12)
Secondary school 1(4)
Bachelor degree 19 (76)
Higher than a bachelor’s degree 2(8)

Health status

Healthy 8(32)
I 13 (52)
Never checked 4 (16)

Time spent caregiving per day (hours)

<8 6 (24)
8-12 4(16)
>12 15 (60)

Duration of caregiving, mean 3.45 years

Care assistant

Yes 19 (76)

No 7 (28)

Sleep time (hours)




Characteristics N (%)

<6 6 (24)
6-8 13 (52)
>8 6 (24)

Table 2. Top 20 Problems and Needs for Palliative Care (N = 25)

Top 20 Problems

(‘‘yes’’ and‘‘somewhat’’)

Top 20 Needs for More Attention

do for others

Fear of an unpredictable future 20 80 Knowing what physical signs | should notice 17 68

Accepting the patient’s disease 19 76 Fear of an unpredictable future 15 60

Fatisue 19 76 How I should handle the patient’s pain? 15 60

Depressed mood 17 68 Lack of information in writing (inability to 15 60
reread information)

Difficulty in showing emotion 16 64 Difficulty in coordinating the care of differ- 14 56
ent professionals

Hope for the future 16 64 Extra expenditure because of the disease 14 56

How | should handle the 16 64 Difficulty in getting access to help from 13 52

patient’s pain? agencies/professional organizations

Anxiety for my health 15 60 Difficulty in getting a second opinion from 13 52
another doctor

The meaning of death 14 56 Insufficient adjustment of hospital care to 13 52
the home situation

Activities to relax 14 56 The possibility of choosing another care 11 a4
provider

Knowing what physical signs, 13 52 Changing tasks and responsibilities in the 11

| should notice family a4

Not wanting to leave the 13 52 Hope for the future 11 a4

patient alone

Muscle pains or painful joints 13 52 Difficulty in showing emotion 11 a4

Sleeping problems 12 48 Anxiety for my health 10 40

Asking for help 12 48 Activities to relax 10 40

Making decisions 12 48 How | can help the patient to fill the days? 9 36

Experiencing difficulty in 12 48 Accepting the patient’s disease 9 36

remembering what | was told

Difficulty in coordinating the 11 44 | The insecurity of the availability of a 9 36

care of different professionals hospital bed if needed (acutely)

Difficulty in seeing any positive 11 a4 The contact with (one of) my children 9 36

aspects of the situation

Continuing doing the things | 11 a4 Reduced income because of the disease 9 36
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Table 3 Theme and Codes of the Participants After the Interview.

Themes Codes

Resilience and coping strategies to continue caregiving | Love, gratitude, reciprocity, good relationship
role Knowledge of patients and their caregiving

Methods of problem solving Assistance, psychologic support, family members, health

care provider Religious beliefs including mindfulness,
physical activity, and hobbies
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