
Transporting poor prognosis 
patients 

Meeting patient, community and government expectations with limited 
resources 

ASA & COASTN 2016 



Aeromedical resources are limited. 
 
Poor prognosis (particularly chronic) patients 
consume high levels of personnel and 
equipment. 
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Aeromedical resources are limited. 
 
Poor prognosis (particularly chronic) patients 
consume high levels of personnel and 
equipment. 
  
In many cases the only thing air transport  
changes is the location of death 

ASA & COASTN 2016 



Why do aeromedical services become involved in 
transport of poor prognosis patients? 

1. Regional doctor not prepared to make decision on end of life care. 
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Why do aeromedical services become involved in 
transport of poor prognosis patients? 

1. Regional doctor not prepared to make decision on end of life care. 

 

2. Patient / relatives not prepared to accept the decisions of local 
hospital medical staff. 

 

3. Receiving medical staff not prepared to make end of life decisions 
without seeing patient. 
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Aeromedical coordinators / clinicians' need to 
 
 become decision makers to protect limited  
 
resources and make a definitive patient care 
 
 plan!!!! 
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Advanced intensive care treatment prolongs the 
lives of those with conditions that would previously 
have been fatal, but can also produce a devastating 
condition known as chronic critical illness……….. in 
high income countries this is estimated at 35 per 
100,000 population. 

Chronic critical illness. An unintended consequence of intensive care medicine. 

 Anna Sakusic, Ognjen Gajic 

 the Lancet Respiratory Medicine 

 Vol 4 No 7 p531 July 2016   
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The late 1960’s early 1970’s saw new 
technologies to save and or prolong life well 
beyond any time in human history 
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1,028,235 critically ill patients 
3,138,432 ICU bed days 
 
Jan 2000 – Dec 2014. 182 ICUs 
across Australia & New Zealand 
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Timing of onset and burden of persistent critical illness in Australia and New Zealand: population- based, observational study. 
Theodore J Iwashyna, Carol L Hodgson, David Pilcher, Michael Bailey, Allison van Lint, Shaila Chavan, Rinaldo Bellomo 
The Lancet Respiratory Medicine 
Vol 4, No 7 p566 – 573 July 2016  



Persistent Critical Illness 
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Timing of onset and burden of persistent critical illness in Australia and New Zealand: population- based, observational study. 
Theodore J Iwashyna, Carol L Hodgson, David Pilcher, Michael Bailey, Allison van Lint, Shaila Chavan, Rinaldo Bellomo 
The Lancet Respiratory Medicine 
Vol 4, No 7 p566 – 573 July 2016  

Proportion of total ICU admissions 5% 

Total ICU bed days 32.8% 

Death of persistent critically ill patients 24.5% 

Discharge to further care 29% 

Discharged home 46.5% 



The issue has been in existence 
for long enough – legislation 
should cover it. 
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“Laws and institutions must go hand in hand with 
the progress of the human mind. As that becomes 
more developed, more enlightened, as new 
discoveries are made, new truths disclosed, and 
manners and opinions change with the change of 
circumstances, institutions must advance also, and 
keep pace with the times.” But how can our policy 
makers and institutions keep up with the advances 
when the originators of the technologies 
themselves can’t? 
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“Laws and institutions must go hand in hand with the 
progress of the human mind. As that becomes more 
developed, more enlightened, as new discoveries are 
made, new truths disclosed, and manners and opinions 
change with the change of circumstances, institutions 
must advance also, and keep pace with the times.” But 
how can our policy makers and institutions keep up with 
the advances when the originators of the technologies 
themselves can’t? 
 

Thomas Jefferson  

 1816 
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In the absence of legislation well 
defined protocols should be clear??? 
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Understanding the dying process for patients, 
relatives & caregivers 

Five stages of grief 

 

1) Denial 

 

2) Anger 

 

3) Bargaining 

 

4) Depression 

 

5) Acceptance 

 

 

(Elizabeth Kubler- Ross) 
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Understanding the dying process (Elizabeth 
Kubler- Ross) for patients, relatives & caregivers 
Five stages of grief 

 

1) Denial 

 

2) Anger 

 

3) Bargaining 

 

4) Depression 

 

5) Acceptance 

 

 

Despite these five points at 
all stages they have hope 
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Cases 1 & 2 

•Both occurred in regional areas 
 
•Both were transferred after prolonged 

procrastination due to their poor prognosis 
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• Case 1 
 
23 year old female head on vehicle accident 
 
Unconscious GCS 8 
 
BOS fracture, grey matter in oropharynx 
 
Chest injury 
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Case 1 

• Eventually transferred to definitive care 
 

• Died after 2 days in ICU 
 

• Morbidity & mortality review showed 
potentially preventable death  
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Case 1 

Diagnosis:- survivable chest injury, 
abdominal haemorrhage, 
primary & secondary head injury 

 
 

• Grey matter from oropharynx was an 
unusual rice meal 
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Case 2 

• 34  Y.O. male motor vehicle accident victim 
 
•Unconscious GCS 6 

 
• Fixed dilated pupils 
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Case 2 

Diagnosis:- primary & secondary head injury 
 
• Discharged to rehabilitation 

 
• Fixed dilated pupils due to optic nerve damage 
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Trauma cases should be treated 
differently to medical cases with 
terminal diagnosis only made at 
trauma centres. 
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Case 3 
 
59 year old female nurse, 3/12 Hx of tinnitus, increasing 
light headed feeling 
 
CT showed glioma, family informed of poor prognosis  
 
To be confirmed post biopsy 
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Case 3 
 
confirmed glioma biopsy 
 
family gathered to hear news and told with drug treatment 
should be ok. 
 
Later family member contacted and told it would be 
terminal 
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• Case 3 
 
3 days later patient admitted to ICU with cardiac 
arrhythmias  
 
family pressure to remove patient from ICU 
 
for discharge to small local hospital 
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Case 3 

Family told of rehab 
plans; hospital told of 
terminal diagnosis. 

 

Patient discharged 
home for palliative care 
and died 3 weeks later. 
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• 24 year old male soldier 
 
diagnosed with bowel cancer 
 
medically discharged from army  
 

Case 4 
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• 24 year old male soldier 
 
diagnosed with bowel cancer 
 
medically discharged from army  
 
told not long to live 

Case 4 
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• Has had numerous operations 
 
On three occasions has been told he has only 
weeks to live 
 
Still works on a casual basis and does volunteer 
work at RSL 
 
Last time told not long to live was 35 years ago 

Case 4 
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• 57 year old female teacher 
 
diagnosed with cancer of kidneys 
 
2 years ago nephrectomy x 2 - dialysis 
 
left sided weakness, diagnosed cerebral 
tumour (terminal) 

Case 5 
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• Requested a further 5 periods of dialysis to 
get affairs in order. 
 
Organised a party for the day after last 
dialysis 
 
Died three days after party 

Case 5 
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Expectations that a 5 to 20 minute phone call 
will provide enough information to determine 
end of life decisions may possible but are they 
appropriate? 
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Expectations that a 5 to 20 minute phone call will 
provide enough information to determine end of 
life decisions may possible but are they 
appropriate? 

I’d love to help but air ambulance said 

NO!!! 
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Aeromedical should not be seen as the bad guys 

A patient has the right to die in peace and dignity. He 
should not be used to fulfil our own needs when his 
own wishes are in opposition to ours. P177 

 
Elizabeth Kubler- Ross 

On death and dying 

1969 
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Aeromedical should not be seen as the bad guys 

Two simple questions to the treating doctor and the  

receiving doctor should provide enough of a basis to set 

 the course for correct information and decision making. 
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Aeromedical should not be seen as the bad guys 

Question 1. what is wrong with the patient? 

 

Question 2. what are the plans for the patient on arrival 
at definitive care? 

ASA & COASTN 2016 



Case 4 Case 3 Case 5 

Every patient is a somebodies relative / friend 
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Aeromedical should not be seen as the bad guys 

If it is obvious that the patient is not going to benefit 

 from aeromedical transport – it should become  

obvious to everyone, medical staff, relatives / friends  

and the patient. 
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The End 

Copyright- not a hope, any breaches will be tried under the law of common sense and 
conducted at the bar of the Millennium. The finding of the Bar Association will be final  
and defined by closing time. 
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