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Abstract

Context. Older adults often have surgery in the months preceding death, which can initiate postoperative treatments
inconsistent with end-of-life values. “Best Case/Worst Case” (BC/WC) is a communication tool designed to promote goal-
concordant care during discussions about high-risk surgery.

Objective. The objective of this study was to evaluate a structured training program designed to teach surgeons how to use
BC/WC.

Methods. Twenty-five surgeons from one tertiary care hospital completed a two-hour training session followed by individual
coaching. We audio-recorded surgeons using BC/WC with standardized patients and 20 hospitalized patients. Hospitalized
patients and their families participated in an open-ended interview 30 to 120 days after enrollment. We used a checklist of 11
BC/WC elements to measure tool fidelity and surgeons completed the Practitioner Opinion Survey to measure acceptability
of the tool. We used qualitative analysis to evaluate variability in tool content and to characterize patient and family
perceptions of the tool.

Results. Surgeons completed a median of 10 of 11 BC/WC elements with both standardized and hospitalized patients
(range 5—11). We found moderate variability in presentation of treatment options and description of outcomes. Three
months after training, 79% of surgeons reported BC/WC is better than their usual approach and 71% endorsed active use of
BC/WC in clinical practice. Patients and families found that BC/WC established expectations, provided clarity, and facilitated
deliberation.

Conclusions. Surgeons can learn to use BC/WC with older patients considering acute high-risk surgical interventions.
Surgeons, patients, and family members endorse BC/WC as a strategy to support complex decision making. ] Pain Symptom
Manage 2017;53:711—719. © 2017 American Academy of Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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Background periods of recovery with progressive decline in func-
tional status.' ° Yet, most older people prefer care
focused on the relief of symptoms rather than aggres-
sive treatments including ICU care and hospitalization

Older adults often undergo surgery in the months
preceding death, which can lead to postoperative
intensive care unit (ICU) admission and prolonged
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near the end of life.” Despite widespread preference
for symptom-focused care, the use of ICU services
before death has increased over time."” Preoperative
communication between surgeons and frail older pa-
tients who face a decision about high-risk surgery is
a modifiable contributor to the use of treatments
that are discordant with patient preferences.'’ "
Efforts to improve communication during the
decision-making process could decrease unwanted
burdensome treatments near the end of life.

For patients who develop life-threatening surgical
conditions, preoperative decision making is complex.
Given the life-altering consequences and substantial
prognostic uncertainty, the “right” decision can only
be reached by exploring each individual patient’s
goals and values. Efforts to improve preference-
sensitive medical decisions have focused on the
concept of shared decision making and the develop-
ment of disease-specific decision aids.'” Although de-
cision aids can improve decision making for many
medical choices,'® they are not applicable or available
for in-the-moment treatment decisions for patients
who face acute life-threatening illness.

"“The Best Cose is o fong, 6-10
hour operation, followed by 5~

To improve complex surgical decision making for
older adults, we developed a novel communication
tool called “Best Case/Worst Case” (BC/WC) .13 Build-
ing on an established conceptual model of shared de-
cision making'’ and feedback from seniors and
surgeons,18 we designed the BC/WC tool for in-the-
moment, acute surgical decisions. Essential tool ele-
ments include depiction of two or more treatment
choices, creation of a pen-and-paper graphic aid, use
of narrative to tell a story about how the patient might
experience the outcomes in the best and worst case
scenarios, estimation about the most likely outcome,
description of how the treatment option affects the
larger context of the patient’s overall health, and
providing a treatment recommendation at the conclu-
sion of the discussion. During the conversation, the
surgeon uses narrative to describe the best and worst
possible outcomes of each treatment option and cre-
ates a graphic aid to illustrate the range and estimated
probability of each outcome to leave with the patient
and family for future deliberation (Fig. 1)."? In focus
groups, seniors and surgeons praised the tool for de-
picting “both sides of the story” and clearly

“The best case is that we
admit you to our palliotive

7 days of intensive care with o
breathing tube and maybe
dialysis, and 2 - 3 weeks in the
hospit :: 11, be tr e

to a nursing home. After this
surgery it is unlikely thot you
would be able to return to living
independently, and you will
probably need to live the rest of
your life in a nursing home. ”

Surgery

“Most likely, if we do this long
operation, you will be in
intensive care for 10 - 15 days
with a breathing tube and
then need o tracheostomy.
You will need to stay in the
hospital for 4 to 6 weeks after
which you might go to
another chronic care hospital C :>
where they care for patients
with a tracheostomy, | think
there is @ less thon 10%
chance that you would live
longer than 2 - 3 months after
surgery.”

“The worst cose is the long
operation followed by several
weeks in the ICU on o ventilator
but with things like pneumonia,
severe infection, heart ottack or

H—m

care service, they will give
you enough pain meds to
stop the pain in your chest,
/ your family will come in to
see you, and you live
another 24 - 48 hours with
your family at your
bedside. You could possibly
even go home, with
hospice, to die there if we
can control your pain. "

Palliative Care

C D\ “Most likely, we will admit
you to our palliative care
service, they will give you
enough pain meds to stop
the pain. These medicines

could make you very groggy

and unable to talk with
people, and you would die in
a day with your family at
your bedside.

“The worst case is that we
admit you to our palliotive
care service, they give you
enough pain meds to stop
the pain, the aneurysm
ruptures in a few hours and
you die very suddenly,
possibly with some pain ... it

stroke, that ultimotely leads to
your death in the ICU. "

may not be enough time for
oll of your family to get here
toseeyou. "

Fig. 1. Example of graphic aid component of BC/WC tool for a patient with a life-threatening surgical condition. The star
represents the best-case scenario, the box represents the worst-case scenario, and the oval designates the most likely outcome.
The location of the oval indicates whether the most likely scenario is more similar to the best case or the worst case. Adapted

with permission from Reference 13.
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