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Small group discussion

n 2 cases: Arthur and Georgette

n Suppose you are the responsible geriatrician:
n What would you do?
n What are the elements that you take into

account in your decision-making?

Story of Arthur: 75 year   

n Medical history
n Arterial hypertension 
n Diabetes mellitus type 2

n Coronary heart disease – CABG and PTCA
n Aortic Aneurysm – endoprosthesis
n PTA Aortic femoralis superficialis bilateral
n Right Carotid endarterectomy

n Current history
n Left femoropopliteal bypass complicated by 

infected groin; heart failure and delirium 
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Story of Arthur: 75 year  

n Two months later: Hospitalized on ICU and acute 
G ward
n Pneumonia complicated by a nosocomial pneumonia
n Acute renal failure on chronic renal failure 
n Heart failure (EF ~ 20%) – optimal medical treatment
n Pressure ulcer right heel (MRSA)
n Delirium on nocturnal hypoxia

n Discharged home with nursing and social support
n Dependent in ADL; 50% of time in bed 
n No depression and an optimistic person

n about 2 weeks later: readmitted in the night 
n Intolerable home situation, nocturnal restlessness 

(shouting), eats little, totally bedbound
n Lab results: Hb 11.8; wbc 5 740; CRP 1.1; ureum 

1.10 – creatinine 2.90; Na 141; K 4.3; Cl 99
n Chest RX

Story of Arthur: 75 year  
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Story of Arthur: 75 year 

The emergency physician calls: 

n Admission to the ICU ? 
n Treating the patient without 

admission to the ICU?
n Palliative/symptomatic

approach?
n…

Story of Georgetta: 75 years

n Lives alone, happy to be around family and 
friends

n Medical history
n PMR, hypertension

n Current history
n UTI with septic shock: admission to the ICU
n On acute G ward

n Prolonged stay because of recurrent episodes of 
fever

n Than progressively recovering, no fever anymore
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Story of Georgetta: 75 years

n Unexpected acute respiratory distress
n Acute pulmonary oedema on a new onset AF

Story of Georgetta: 75 year

n Nurse calls you:

n Admission to the ICU ? 
n Treating the patient without 

admission to the ICU?
n Palliative/symptomatic

approach?
n…



5/01/2017

6

Small group discussion

n 2 cases: Arthur and Georgette

n What would you decide?

n What are the elements that you take into
account in your decision-making?

Prognostic factors

n Disease specific factors; biological factors

n

n Psychological, self-related health factors

n Clinician’s prediction of survival 
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National Hospice organisation 
guidelines 

Underlying
condition

Prognostic factors

Heart NYHA IV; EF < 20%; refractory to optimal treatment
Previous cardiac arrest, unexplained syncope …

Pulmonary Disabling dyspnea; FEV1<30%; cor pulmonale; 
unintended weight loss …

Dementia Bed or chair bound, unable to communicate, severe
medical comorbidity …

Stroke Level of dependency, poststroke dementia, recurrent
aspiration pneumoniae

Renal Clearance < 15 ml/min
Liver Albumine < 2.5 mg/dl; PT > 5s; cachexia; recurrent

variceal bleeding; refractory ascites

Leland JY . Clin Ger Med 2000;16:875-893

Prognostic factors

n Disease specific factors; biological factors

n Factors correlated with functionality

n Psychological, self-related health factors

n Clinician’s prediction of survival 
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Predicting in hospital mortality

Inouye et al. JAMA 1998;279;1187-1193

Nog tabel 2 

En besluit !

Predicting in hospital mortality

De Buyser S et al. PLoS One. 2014 Dec 26;9(12):e115413.
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Functionality: a risk factor for
mortality?
n A risk factor for
n In hospital mortality
n Mortality post discharge

n 3,6 and 12 month
n 2 and 5 years mortality 

n A risk factor studied in different populations
n General wards, Acute Geriatric Wards
n Patients with dementia
n Older patients in ICU
n Community – dwelling older population 
n ……………

Frailty and mortality 

De Buyser S et al. Age Ageing. 2016 Sep;45(5):602-8.
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Mortality after ICU

Le Maguet et al. Int Care Med 2014

Prognostic factors: MPI based on CGA

Pilotto A et al. Rejuvenation Res. 2008;11(1):151-61
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Pilotto et al. PloS One 2012:7:e29090

Prognostic factors: MPI based on CGA

n Their use is premature and their validity only 
moderate 

n Clinical credibility and evidence of external 
validity, both require much more 
consideration to enhance model acceptance 
in the future.

Minne et al. J Am Geriatr Soc 2011;59:1110-5 

Prognostic Tools in non-cancer 
older persons
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THOM 1

Functionality is clearly related to prognosis in 
the older person and should be taken into 

account in medical decision making process 

With ageing, causes of death are changing and 
consequently also the trajectories of dying 

and the role of functionality

Prognostic factors

n Disease specific factors; biological factors

n Factors correlated with functionality/frailty

n Clinician’s prediction of survival 

n QOL, well-being
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Prognostic indices useful? 

Glare et al. BMJ 2003; 327:195

Sinuff et al. Crit Care Med 2006; 34:878-85

Prognostic indices: CPS vs AES 
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n Subjective judgement of survival remains 
relevant in palliative care together with other 
prognostic factors (EAPC)

n Clinician’s prediction of survival is influenced 
by
n Experience of the physician
n Specialty of the physician
n Nature of physician-patient relationship

Prognostic indices: CPS vs AES 

Glare et al. J Palliat Med 2008; 11:84-103

Prognostic factors

n Disease specific factors; biological factors

n Factors correlated with functionality/frailty

n Clinician’s prediction of survival 

n QOL, well-being, social factors
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Prognostic factors: Well being

Tilvis RS  et al. Arch Gerontol Geriatr 2012;55:133-7

Giltay E et al. Age and Ageing 2012; 41: 165–17

Prognostic factors: Self-rated Health 
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THOM 2

Prognostic indices should also include 

the clinician’s prediction survival 
and well-being parameters

Tools for early detection of PC 
GSF-PIG NECPAL RADPAC PPS SPICT

Surprise question x x x
Overall indicators
*functional
*weight loss
….

x x x x

Specific indicators
*cancer
*COPD
*cardiac diseases
*renal diseases
*liver diseases
*neurological dis

x
x
x
x

x

x
x
x

x
x
x
x
x
x

Gold Standards Framework Prognostic Indicator Guidance (GSF-PIG)
Palliative necessities (NECPAL)
Radboud indicators for Palliative Care Needs (RADPAC)
Palliative Performance Scale (PPS)
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• ≥ 2 clinical
indicators 
deteriorating
health

yes

• ≥ 1 clinical
indicators of 
advanced
disease

yes 
• Surprise 

question

no

• Needs of 
patient

Care 
planning 

www.palliativecareguidelines.scot.nhs.uk/

SPICT 
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AUC: 0,758 (95% BI: 0,714-
0,799) 
AUC: 0,748 (95% BI: 0,703-
0,789)
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• ≥ 2 clinical
indicators 
deteriorating
health

yes

• ≥ 2 clinical
indicators of 
advanced
disease

yes 
• Surprise 

question

no

• Needs of 
patient

Care 
planning 

www.palliativecareguidelines.scot.nhs.uk/

SPICT 

Surprise question 

Would it be a surprise if this patient died 
in the next 6 -12 months?

Yes – prognosis more than 12 month
No – prognosis less than 12 month
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Prognostication… 

ICU physician was called and was reluctant to admit her on
the ICU because of prolonged hospitalization

Geriatrician convinced ICU physician to do an ICU trial (acute 
and potentially reversible cause of PE / good QOL)

She recovered and still lived at home for 3 years

Prognostication… 

On the acute G ward an effort to treat the PE 
was made
though the situation got worse
and it was apparent that he was going to die

>> offering a best possible death
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Content 

n Part 1: Good medical decision-making at the 
end-of-life: based on good prognostication

n Part 2: Advance care planning and DNR

n Part 3: Euthanasia

n Part 4: Terminal care and palliative sedation

Goal of ACP and DNR

n Adapt end-of-life care to the wishes of the 
patient in his/her medical situation

n Or to avoid disproportionate care that might
be / is harmful
n For patients
n For families
n For health care professionals
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Avoiding disproportionate care

MEDICALLY 
too much

or too little care

Disproportion with expected survival 
(futile – useless – goals not realizable) 

DNR decisions
Decisions to forego life sustaining treatments

MEDICALLY 
too much

or too little care

For the PATIENT

Disproportion with expected survival 
(futile – useless – goals not realizable) 

Disproportion with wishes of patient
(pointless - goals not desired)

Avoiding disproportionate care
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MEDICALLY 
too much

or too little care

For the PATIENT

Disproportion with expected survival 
(futile – useless – goals not realizable) 

with expected QOL

Disproportion with wishes of patient
(pointless - goals not desired)

ACP

Avoiding disproportionate care

MEDICALLY 

PATIENT

Disproportion with expected survival 
(futile – useless – goals not realizable) 

with expected QOL

A lot of ACUTE suffering
with little chance of survival

What can we offer him after
survival?

Avoiding disproportionate care
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MEDICALLY 
too much

or too little care

For the PATIENT

Problematic situations

PSEUDOPARTICIPATION

AGEISM

NOT ADEQUATE SURROGATE 
DECISION-MAKING

Advance Care Planning (ACP) : 
Definitions

n ACP is the process by which pts, in conjunction 
with their physicians and loved ones, establish 
goals and preferences for future care

n ACP may include talking about assigning a 
health care proxy, discussing preferences for 
CPR, or eliciting goals and values to the end of 
life

Smith et al. Arch Int Med 2006;166:1597-602.
Tierney et al. J Gen Intern Med 2001;16:32-40
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Piers R , N Van Den Noortgate – J Pat Education 2012 

Risking pseudo-participation

Formulated preferences may only reflect
principle choices which might be different from
those the individual would make when actually
being confronted with the situation
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Risk for pseudoparticipation:
The older person could make choices or consent 
without really knowing what is at stake because it
goes beyond their power of imagination

ACP

n ACP is important for older persons
n But mind pseudo-participation

n Rather explore
n why certain choices are made

n By listening to experiences/worries
n The need for control
n Trust in certain familymembers/physicians
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Balancing:
What is the prognosis?

What are the therapeutical options?
What is the QOL?

How does the proposed intervention influences the QOL?
What are the goals of care for the person? His/her family?

n Good end-of-life decision-making
should be an integration of

n Medical possibilities
n Avoiding therapeutic abstinence (prognostic

paralysis)
n Avoiding palliative abstinence (undertreatment)
>> prognostic tools

n Patient’s true wishes
n Avoiding pseudoparticipation
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n Part 1:
n Good medical decision-making at end-of-life
n Prognostic tools

n Part 2:
nWhat could geriatric medicine learn from

palliative medicine? 
n Communication: ACP
n Pain and symptom control / Terminal care

n This needs GOOD COMMUNICATION
n And GOOD ANTICIPATION
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Non curable disease Death

Last days of life 

Palliative care  

Curative; 
life-prolonging care

Preventive care

Terminal care

Model of palliative care

Tipping points: discussion and advance care planning   

bereavement



5/01/2017

33

What are tipping points?

n Moment of diagnosis
n Recurrence of the disease, complications, 

new diseases 
n Recurrent hospitalisations; intensification of 

care
n No effect of the treatment 
n Tiredness of living   
n Start of the last days of life 

Story of Arthur: 75 year   

n Medical history
n Arterial hypertension 
n Diabetes mellitus type 2

n Coronary heart disease – CABG and PTCA
n Aortic Aneurysm – endoprosthesis
n PTA Aortic femoralis superficialis bilateral
n Right Carotid endarterectomy

n Current history
n Left femoropopliteal bypass complicated by 

infected groin; heart failure and delirium 
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Story of Arthur: 75 year  

n Two month later: Hospitalized on ICU and acute G 
ward
n Pneumonia complicated by a nosocomial pneumonia
n Acute renal failure on chronic renal failure 
n Heart failure (EF ~ 20%) – optimal medical treatment
n Erysipelas and pressure ulcer right heel (MRSA)
n Delirium (basic MMSE 27/30) on nocturnal hypoxia

n Discharged home with nursing and social support
n Dependent in ADL; 50% of time in bed 
n No depression or anxiety, optimistic person

n Small groups: how do you discuss DNR ??
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Content 

n Part 1: Good medical decision-making at the 
end-of-life: based on good prognostication

n Part 2: Advance care planning and DNR

n Part 3: Euthanasia

n Part 4: Terminal care and palliative sedation

Euthanasia/ palliative sedation

n If a patient knows he is going to die within a 
few days and he wants to hasten death and 
asks for sedative medication, who will 
consider to give it? 

nWhat will you do if the patient is going to die 
within a few weeks? 
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Definitions
n Euthanasia

n Is the intentional termination of life through 
administration of drugs, by somebody other 
than the person concerned on his or her 
explicit request

n Assisted suicide
n Is the intentional helping of somebody to 

terminate his or her life at his or her explicit 
request

n Palliative sedation
n Medical technique (variable stages of 

sedation) to treat intractable symptoms in 
patients with an advanced terminal disease.

Euthanasia in Belgium 

n Patient’s voluntary request, independent, well 
considered, sustained

n Severe and medically hopeless situation, no 
treatment possible

n Unbearable suffering (physical and psychical) 
related to the underlying medical condition

n An independent second physician must have 
been consulted in case of terminal illness; 
n in case of non-terminal illness a third physician 

(psychiatrist) must have been consulted
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n Treating physician must have some discussions 
about euthanasia, spread over a reasonable period

n The physician must inform the patient about the 
opinion of the second physician

n The question for euthanasia must be discussed with 
the members of the team 

n Physician discusses the request of the patient with 
the family if wished by the patient

n Physician has to be sure that the patient has 
discussed his request with the people who are 
involved

Rules regarding euthanasia

Euthanasia in Belgium

n Advance directives for euthanasia are only 
possible for patients in coma and should be 
renewed every five years

n AS is not allowed in Belgium 

n Euthanasia is not allowed in patients who are 
not competent – not allowed in mild to severe 
dementia
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n After the patients death the physician has to 
report to a committee for judgement
n Composed by

n Lawyer/Physician/Ethicist 
n The Report

n Anonymous part with the illness, the kind of unbearable 
suffering, the rules and the drugs given

n Part with the name of the physician, second physician 
and the patient (only to open in case of discussion)

n In case of discussion
n The physician can be asked for further information
n The file can be send to the court

Rules regarding euthanasia

The bottle-neck

n The law is unclear about
n Unbearable suffering
n Definition of terminal illness

n Danger of slippery slope 
n Our task to protect ‘vulnerable’ patient
n To react on incorrect information 



5/01/2017

39

Figures of Euthanasia in Belgium 

Death with Euthanasia Requests % 

Age (y) 2007 2013 P value Relative Risk 

1-64 6,4 8,2 ,23 1,3 (0,9-1,8)

65-79 4,0 7,5 <,001 1,9 (1,4-2,6)

≥ 80 2,0 4,6 <,001 2,2 (1,5-3,3)

Most important reasons Physicians granted euthanasia 
requests: 

Being tired of life: 25,3%
Loss of dignity: 52,1%
Physical or mental suffering: 87,1%
No prospect of improvement: 77,7%
Patients request: 88,3%

Dierickx et al. JAMA Internal Medicine 2015; 175(10):1703-6.

Content

n Part 1: Good medical decision-making at the 
end-of-life: based on good prognostication

n Part 2: Advance care planning and DNR

n Part 3: Euthanasia

n Part 4: Terminal care and palliative sedation
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WHO ‘better palliative care for older people’

Phase of living with life-threatening illness

Identification of the turning point 

n Signs and symptoms in the terminal phase

n Very little/no fluid intake
n Generalized weakness
n Very little/no nutritional intake
n Respiratory problems/dyspnea
n Somnolence
n Recurrent fever

Brandt HE et al. Arch Intern Med 2005;165:314-20

Identification of the turning point
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Identification of the turning point

n Moment of identification of the dying patient in 
relation to death
n Last day of life: 30%
n Last 2-7 days: 33%
n Last 8-30 days: 19.5%
n Last 31-90 days: 13%
n Last 91-210 days: 4.5%

Jakobsson et al. J Pall Med 2006;9:1348-1358

Identification of turning point

Attitude to see dying as a natural phase of life
and not as a medical failure

can help to identify the turning point
and to avoid prolongation of the dying phase
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Small group discussion

On the acute G ward an effort to treat the PE 
was made
though the situation got worse
and it was apparent that he was going to die

>> offering a best possible death

What would you do?
non-pharmacological
pharmacological treatment

Terminal Phase

n Stop every treatment not necessary for 
symptom control 

n Stop artificial nutrition/hydratation (discuss in time 
with family)

n Stop antihypertensive, oral anti diabetics, 
vitamins, laxatives, corticosteroids, antibiotics

n Revise analgesics, anti-emetics, sedatives, 
anticonvulsive

n Stop oxygen when consciousness is lost
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Terminal Phase

n Treat and anticipate for common symptoms
n Restlessness, pain, dyspnoea, delirium, death 

rattle

n Medication often used (syringe driver)
n Opioids (morphin)
n Benzodiazepines: (midazolam)
n Anticholinergic drug

Terminal Phase

n Death rattle
n In 25 to 90% of the dying patients
n Try non-pharmacological interventions
n Pharmacological treatment

n Anticholinergic drug
§ Hyoscine hydrobromide (scopolamine ®)  SC
§ 0.5 mg/4h (max 3 à 4 mg/24h)

§ Hyoscine butylbromide (buscopan ®) SC/IV
§ 20 mg/4à6h

§ Glycopyronium (Robinul®) SC
§ 200 - 400 µg (max 2.4 mg/24h)
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Pain/dyspnoea

Opioids

n Start with 2,5 mg morphine SC, continue with
20 mg morphine SC over 24h

n It depends on the dose opioids (also weak
opioids) already used

Restlessness/delirium 

n Midazolam (Dormicum®) easy to use SC
n Start 2.5 mg SC ; consider depending on the 

purpose
n 5 à 15 mg SC over 24h (if symptom control is the 

intention like anxiety, dyspnoea, nausea ..)
n 50 mg to 120 mg SC over 24h (if deep sedation is 

needed)

n Lorazepam (Temesta®) PO, SC 
n 1 à 2.5 mg PO; 2 à 4 mg SC
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Hydration
n No evidence for hydration concerning
n Prolonging life

n Is there evidence concerning comfort care?
n Thirst
n Delirium
n Renal function and electrolyte disorders

n Thirst
n No clear relation between thirst sensation and 

hydration of the patient
n No studies could prove that hydrating patients 

is decreasing thirst sensation 

Burge; J Pain Symptom Manage 8;454
Musgrave; J Palliat Care 11:17-21

Hydration
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n Delirium
n One study where delirium was reduced with 

3% tot 10% after hydration; also reduction of 
neuroleptics and benzodiazepins
n Study-design? Also opioid reduction

n Is still point of discussion 
n In case of severe doubt, a trial could be 

considered

Faisinger et al. J Palliat Care 9;4-8

Hydration

n Controlling electrolyte disorders and renal 
function
n No evidence that renal function is diminishing 

or that a severe electrolyte function appears at 
the end of life

n Lower uremia in the non-hydrated group
n No difference in diuresis at the end of life in 

hydrated or non-hydrated patients

Dunphy et al; Palliat Med 9;221-228.             
Oliver et al. Arch Intern Med 155:1258-63
Am J Hospice Palliat Care 11:22-27

Hydration
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n Dehydratation may offer more comfort for 
dying patient

n Less production of GI, pulmonal and urinary 
secretion

n Less edema around tumour: less pain 
n Production of endorphines
n Less complications of infusion therapy
n Less medicalisation of the dying process

Hydration

Practice of hydration at the end of 
life
n Make up your own mind about the usefulness of 

hydration at the end of life
n Try to inform the family about the facts/evidence and 

not the feelings
n Try to assess the importance of the topic for the 

family and why. Confirm you understand the feeling 
and explain how they can replace this feeling by 
other forms of care

n If the opposition of the family is to great, or you 
cannot convince them of the futility, careful hydration 
at the end of life isn’t harming too much the patient 
and can give the family the possibility to say goodbye 
in peace. 
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Palliative sedation 

n Medical technique (variable stages of 
sedation) to treat intractable symptoms in 
patients with an advanced terminal disease
n Discuss with palliative care team 

n Symptom control – once symptoms controlled 
not necessary to augment medication 

n Mean duration to death ~ 72 hours 

Terminal Phase
n Keep attention for

n Mouth care …
n Rest
n Presence of family
n Presence of caregivers: stay in neighbourhood !
n Chaplain needed?
n Contact nursing home? GP?
n Ask nurse

n Stop taking vital parameters?
n Symptom assessment regularly (every 4 hours)
n Urinary catheter?
n Anti-pressure ulcer mattress?
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FINAL THoM

EOL care is part of geriatric medicine as most of our 
patients have life-threatening diseases 

From a clinical point of view tools to define a palliative 
approach should at least include clinician’s prediction 
of survival, comprehensive geriatric assessment and 

disease specific markers

Recognizing tipping points can lead to 
advance care planning and better

patient centred care at the end of life

Thank you all for listening 


