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SMALL GROUP DISCUSSION 

̶ 2 cases: Arthur and Georgette 

 

̶ Suppose you are the responsible geriatrician: 

̶ What would you do? 

̶ What are the elements that you take into account in your 

decision-making? 



STORY OF ARTHUR: 75 YEAR    

̶ Medical history 

̶ Arterial hypertension  

̶  Diabetes mellitus type 2 

‒ Coronary heart disease – CABG and PTCA 

‒ Aortic Aneurysm – endoprosthesis  

‒ PTA Aortic femoralis superficialis bilateral 

‒ Right Carotid endarterectomy 

̶ Current history 

̶ Left femoropopliteal bypass complicated by infected groin; heart failure 

and delirium  

 



STORY OF ARTHUR: 75 YEAR   

̶ Two months later: Hospitalized on ICU and acute G ward 

‒ Pneumonia complicated by a nosocomial pneumonia 

‒ Acute renal failure on chronic renal failure  

‒ Heart failure (EF ~ 20%) – optimal medical treatment 

‒ Pressure ulcer right heel (MRSA) 

‒ Delirium on nocturnal hypoxia 

̶ Discharged home with nursing and social support 

‒ Dependent in ADL; 50% of time in bed  

‒ No depression and an optimistic person 



̶ about 2 weeks later: readmitted in the night  

̶ Intolerable home situation, nocturnal restlessness (shouting), eats little, 

totally bedbound 

̶ Lab results: Hb 11.8; wbc 5 740; CRP 1.1; ureum 1.10 – creatinine 2.90; 

Na 141; K 4.3; Cl 99 

̶ Chest RX 

STORY OF ARTHUR: 75 YEAR   



STORY OF ARTHUR: 75 YEAR  

The emergency physician calls:  

 

̶ Admission to the ICU ?  

̶ Treating the patient without 

admission to the ICU? 

̶ Palliative/symptomatic 

approach? 

̶ … 

  

 

 

 



STORY OF GEORGETTA: 75 YEARS 

̶ Lives alone, happy to be around family and friends 
 

̶ Medical history 

̶ PMR, hypertension 
 

̶ Current history 

̶ UTI with septic shock: admission to the ICU 

̶ On acute G ward 

‒ Prolonged stay because of recurrent episodes of fever  

‒ Than progressively recovering, no fever anymore 

 



STORY OF GEORGETTA: 75 YEARS 

 

̶ Unexpected acute respiratory distress 

̶ Acute pulmonary oedema on a new onset AF 

 

 



STORY OF GEORGETTA: 75 YEAR  

̶ Nurse calls you: 

 

̶ Admission to the ICU ?  

̶ Treating the patient without 

admission to the ICU? 

̶ Palliative/symptomatic 

approach? 

̶ … 

  

 

 

 



SMALL GROUP DISCUSSION 

̶ 2 cases: Arthur and Georgette 

 

̶ What would you decide? 

 

̶ What are the elements that you take into account in 

your decision-making? 



PROGNOSTIC FACTORS 

  

̶ Disease specific factors; biological factors 

 

  

 

̶ Psychological, self-related health factors 

 

̶ Clinician’s prediction of survival  



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 

  

̶ Disease specific factors; biological factors 

 

̶ Factors correlated with functionality / frailty :  

    geriatric tools 

 

̶ Psychological, self-related health factors 

 

̶ Clinician’s prediction of survival  



FUNCTIONALITY: A RISK FACTOR FOR MORTALITY? 

̶ A risk factor for 

̶ In hospital mortality 

̶ Mortality post discharge 
‒ 3,6 and 12 month 

‒ also 2 and 5 years mortality 

̶ A risk factor studied in different populations 

̶ General wards, Acute Geriatric Wards 

̶ Patients with dementia 

̶ Older patients in ICU 

̶ Community – dwelling older population  

̶ …………… 

 

 



MORTALITY AFTER ICU 

Le Maguet et al. Int Care Med 2014 



PROGNOSTIC FACTORS: MPI BASED ON CGA 

Pilotto A et al.  

Pilotto 



18 

Using the Multidimensional Prognostic Index to Predict Clinical Outcomes of Hospitalized Older Persons: A Prospective, Multicenter, International Study. 

Pilotto A et al. J Gerontol A Biol Sci Med Sci. (2019) 
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PROGNOSTIC FACTORS 

  

̶ Disease specific factors; biological factors 

 

̶ Factors correlated with functionality 

 

̶ HOLISTIC: QOL, wellbeing, spiritual factors, psychosocial 

factors … 

Psychological, self-related health factors 

 

Clinician’s prediction of survival  



PROGNOSTIC FACTORS: WELL BEING 

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



PROGNOSTIC FACTORS 

  

̶ Disease specific factors; biological factors 

 

̶ Factors correlated with functionality/frailty 

 

̶ QOL, wellbeing, spiritual factors, psychosocial factors … 

 

̶ Clinician’s prediction of survival  

 

 



 

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

 

Prognostic indices: CPS vs AES  



̶ Subjective judgement of survival remains relevant in 

palliative care together with other prognostic factors 

(EAPC) 

 

̶ Clinician’s prediction of survival is influenced by 

̶ Experience of the physician 

̶ Specialty of the physician 

̶ Nature of physician-patient relationship 

PROGNOSTIC INDICES: 

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



TOOLS FOR EARLY DETECTION OF PC  

Gold Standards Framework Prognostic Indicator Guidance (GSF-PIG) 

Palliative necessities (NECPAL) 

Radboud indicators for Palliative Care Needs (RADPAC) 

Palliative Performance Scale (PPS) 



ONGOING DISCUSSION IN PALLIATIVE CARE FIELD 

 

̶ Who is the ‘palliative patient’? 

̶ Needs? 

̶ Prognosis? 

̶ Both? 

 

̶ SPICT:  

 more needs-based >> removed the SQ from their 

 questionnaire 

26 



SPICT 
Set up in primary care ! 

GOAL:  



SPICT 

Problem: 

Never been validated in an older population 

 Advantages: 

 

Can be used for all kinds of patients;  

Thus a general instrument;  

good thing for an older population! 

 

1 page only… 



SPICT 
PART 1: ‘general indicators’ : at least 1/6 + 



SPICT 
PART 2: ‘disease-specific’ : at least 1/23 + 

Cancer 

Neurological disease 

Respiratory disease 

Kidney disease  

Liver disease 

Other 



PICT 
IDENTIFICATIESCHAAL VAN DE PALLIATIEVE PATIËNT 

Strategic instrument to make sure that 

pepole more often have access to 

specialised palliative care at the end of life 

 

Not designed as a clinical tool  

 

But interesting to know if it can be used that 

way… 



‘Surprise question’ 





CHARACTERISTICS OF THE STUDY SAMPLE 

̶ 75+ admitted at cardiology ward and acute geriatric ward between jan-juli 

2018, after IC 

̶ 4 hospitals: 2 in Flanders, 2 in French-speaking part 

̶ Data collection during hospital admission, 1 year after admission 

 

 



SPICT 1_1 identified: 

Acute geriatric ward: 124/209=59.3% 

Cardiology ward: 101/249=40.6% 

(p<0,001) 

 

 

* Chi Square test 



      Current NEEDS in SPICT identified on AGU 

SPICT non-

identified 

(n=85) 

SPICT 

identified 

(n=124) 

 

p-value 

SPICT part 1   

         Unplannend hospital admissions 97.6% 95.2% 0.477 

         Performance status is poor or deteriorating 11.8% 43.5% <0.001 

         Depends on others for care (physical and/or mental) 41.2% 73.4% <0.001 

         underweight or weight loss (months) 23.5% 32.3% 0.213 

         Persistent symptoms despite optimal treatment          17.6% 26.6% 0.137 

         Patient/family asks for palliative care; chooses to reduce, stop treatment 2.4% 8.1% 0.128 

EQ-6D-3L   

        no problem with mobility 38.8% 26.6% 0.009 

        no problem with self-care 51.8% 21.8% <0.001 

        no problem with usual activities 41.2% 10.5% <0.001 

        no problem with pain 59.5% 39.5% 0.041 

        no problem with anxiety or depression 60.0% 52.4% 0.331 

        no problem with cognition 55.3% 38.7% 0.002 



            Current NEEDS in SPICT identified on CU 
 

SPICT non-

identified 

(n=148) 

SPICT identified 

(n=101) 
p-value 

SPICT part 1   

Unplannend hospital admissions 73.6% 86.1% 0.019 

Performance status is poor or deteriorating 6.8% 32.7% <0.001 

Depends on others for care (physical and/or mental) 10.8% 44.6% <0.001 

underweight or weight loss (months) 13.5% 25.7% <0.001 

Persistent symptoms despite optimal treatment 8.8% 41.6% <0.001 

Patient/family asks for palliative care; chooses to reduce, stop treatment 0.7% 2.0% 0.568 

EQ-6D-3L   

no problem with mobility 58.8% 23.8% <0.001 

no problem with self-care 75.7% 45.5% <0.001 

no problem with usual activities 58.1% 23.8% <0.001 

no problem with pain 48.6% 34.7% 0.088 

no problem with anxiety 58.8% 65.3% 0.457 

no problem with cognition 58.1% 53.3% 0.539 
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ACUTE GERIATRIC WARD CARDIOLOGY WARD 

1 YEAR MORTALITY (PERCENTAGE) 

SPICT 1_1 non-identified SPICT 1_1 identified 

n=84 n=118 n=98 n=144 

N=242 N= 202 

PPV 

NPV 89,3% 86,8% 

7 missings on survival status 7 missings on survival status 

P value for difference in mortality between SPICT_ID and non-ID: < 0,001 on both wards 

P-value for difference in mortality in SPICT_ID between AGU/CU: 0,972; P-value for difference in mortality in SPICT_non-ID between AGU/CU: 0,582 

 



COX-REGRESSION (STRATA FOR HOSPITAL, AGE AND GENDER ADJUSTED) 

HR 2,9 



 



 



Summary 

statistics 

Equation Definition 

Sn TP/(TP+FN) Proportion of persons who have positive test results to those with disease 

Sp TN/(FP+TN) Proportion of persons who have negative test result to those without 

disease 

PPV TP/(TP+FP) Proportion of persons with disease to those who have positive test result 

NPV TN/(FN+TN) Proportion of persons without disease to those who have negative test 

result 

LR+ Sn/(1-Sp) Ratio of the probability of a positive test result among those with disease 

to that of a positive test result among those without disease 

LR- (1-Sn)/Sp Ratio of the probability of a negative test result among those with disease 

to that of a negative test result among those without disease 

Accuracy of 

Index test 

(TP+TN)/(TP+FP+FN+TN) The proportion of persons who are true positive and persons who are true 

negative among all subjects 

DOR (TP*TN)/(FP*FN) The ratio of the OR for a positive test result among persons with disease 

to that among persons without disease 

Sn, sensitivity; Sp, specificity; PPV, positive predictive value; NPV, negative predictive value; LR+, positive likelihood ratio;  

LR-, negative likelihood ratio; DOR, diagnostic odds ratio; TP, true positive; FP, false positive; FN, false negative; TN, true negative;  

OR, odds ratio. 

PROGNOSTIC ACCURACY MEASURES 
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Prevalence of 

identification 

PPV NPV HR 

SPICT 1_1 AGU 59% 34% 89% 2,9 

SPICT 1_1 CU 41% 34% 87% 2,9 

SQ AGU 51% 51% 88% 5,4 

SQ CU 49% 42% 90% 5,4 

SQ+PICT 2_1 AGU 25% 46% 81% 3,6 

SQ+PICT 2_1 CU 19% 43% 85% 3,6 

SQ+PICT 1_1 AGU 20% 50% 85% 4,8 

SQ+PICT 1_1 CU 14% 45% 87% 4,8 



KEY RESULTS  

̶ Depending from the goal of your instrument you 

choose another !!  

 

̶ Early integration of palliative care (high sensibility): SPICT 

̶ Trade off between sensisitivity and specificity: SPICT on AGU // 

PICT 1_1 without SQ on CU 

̶ For DNR decision-making: SQ / PICT with SQ 



DEALING WITH PROGNOSTIC UNCERTAINTY 

 

̶ Use tools such as CGA/MPI/SPICT 

̶ zoom out of the acute moment ! Disease trajectory … 

 

̶ Discuss with colleagues 

̶ Discuss within the interprofessional team 

̶ GOOD ETHICAL CLIMATE ! 

 

̶ Talk to patients and families 





 



 



DISPROPRICUS STUDY 

̶ 10% of ICU patients were perceived to receive excessive care by at least 2 health 

care professionals (in all climates) 

̶ In good climates better prognostication afetr 2 PECs when we look at 1 years 

survival 

̶ In good climates also more formalized DNR after 2 PEC 

̶ In good climates patients died after a mean of 5 days versus 14 days in worse 

ethical climates >> prolongation of dying? 
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based on good prognostication 
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GOAL OF ACP AND DNR 

 

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

medical situation 

 

̶ to avoid disproportionate care that is potentially harmful 
̶ For patients 

̶ For families 

̶ For health care professionals 

 



AVOIDING DISPROPORTIONATE CARE 

 

MEDICALLY  

too much  

or too little care 

 

 

 

 

 

 

  Disproportion with expected survival  

  (futile – useless – goals not realizable)  

 

DNR decisions 

Decisions to limit treatment options 

 

 

PROGNOSTICATION 



 

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 



 

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 

 

  

  

 

What can we offer 

after survival – is this 

wanted? 

 

AVOIDING DISPROPORTIONATE CARE 



 

MEDICALLY  

too much  

or too little care 

 

 

 

 

For the PATIENT 

 

 

   

 

Problematic situations 

 

PSEUDOPARTICIPATION 

 

AGEISM 

 

NOT ADEQUATE SURROGATE 

DECISION-MAKING 

 



ADVANCE CARE PLANNING (ACP) : DEFINITIONS 

 

̶ ACP is the process by which pts, in conjunction with their physicians 

and loved ones, establish goals and preferences for future care 

 

̶ ACP may include talking about assigning a health care proxy, 

discussing preferences for CPR, or eliciting goals and values to the end 

of life >> CARE GOALS 

 

Smith et al. Arch Int Med 2006;166:1597-602. 
Tierney et al. J Gen Intern Med 2001;16:32-40 



Piers R , N Van Den Noortgate – J Pat Education 2012  



ACP 

̶ ACP is important for older persons 

̶ But mind pseudo-participation 

̶ But mind solely focussing on living wills or DNR alone 

 

̶ Rather explore  

̶ why certain choices are made 

‒ By listening to experiences/worries 

̶ The need for control 

̶ Trust in certain family members/physicians 

 

 



 

̶ Different disciplines can do these conversations  

̶ However 

 

̶ Framing in the medical situation is needed! 

ACP 



GOOD END-OF-LIFE DECISION-MAKING 

 should be an integration of 
 

̶ Patient’s true wishes 

‒ Avoiding pseudoparticipation 

 

̶ Within the medical reality/ possibilities 

‒ Avoiding therapeutic abstinence (prognostic paralysis) 

‒ Avoiding palliative abstinence (undertreatment) 

>> prognostic tools 
 



 

̶ needs GOOD COMMUNICATION  

̶ And GOOD ANTICIPATION 

GOOD END-OF-LIFE DECISION-MAKING 



̶ This needs GOOD COMMUNICATION  

̶ And GOOD ANTICIPATION (not only in the final days 

of life) 

 

̶ 1) informing patients/families about prospects (also 

the poor ones: plan B)  

̶ without loosing (realistic hope) >> technique: ‘car 

insurance’  

 

GOOD END-OF-LIFE DECISION-MAKING 





̶ This needs GOOD COMMUNICATION  

̶ And GOOD ANTICIPATION 

 

̶ 1) informing patients/families about prospects (also the poor 

ones)  

̶ without loosing (realistic hope) >> technique: ‘car insurance’  

 

̶ 2) using ‘tipping points’ for repeated ACP and information-

giving 

 



 

 

 

    

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 



WHAT ARE TIPPING POINTS? 

 

̶ Moment of diagnosis 

̶ Recurrence of the disease, complications, new 

diseases  

̶ Recurrent hospitalisations; intensification of care 

̶ No effect of the treatment  

̶ Tiredness of living    

̶ Start of the last days of life  



STORY OF ARTHUR: 75 YEAR    

̶ Medical history 

̶ Arterial hypertension  

̶  Diabetes mellitus type 2 

‒ Coronary heart disease – CABG and PTCA 

‒ Aortic Aneurysm – endoprosthesis  

‒ PTA Aortic femoralis superficialis bilateral 

‒ Right Carotid endarterectomy 

̶ Current history 

̶ Left femoropopliteal bypass complicated by infected groin; 

heart failure and delirium  

 



STORY OF ARTHUR: 75 YEAR   

 

̶ Two month later: Hospitalized on ICU and acute G ward 

‒ Pneumonia complicated by a nosocomial pneumonia 

‒ Acute renal failure on chronic renal failure  

‒ Heart failure (EF ~ 20%) – optimal medical treatment 

‒ Erysipelas and pressure ulcer right heel (MRSA) 

‒ Delirium (basic MMSE 27/30) on nocturnal hypoxia 

̶ Discharged home with nursing and social support 

‒ Dependent in ADL; 50% of time in bed  

‒ No depression or anxiety, optimistic person 



SMALL GROUP DISCUSSION 

̶ Suppose you want to install a DNR2 policy in this patient 

 But the familymembers keep on requiring ‘that everything 

should be done to safe his life, even a new ICU admittance’ 

 

What would you say? 

How would you deal with this conflict? 



DNR DISCUSSIONS: SOME HINTS 

̶ Medical decision 

̶ But as for every medical decision you need to inform your patient/family (law 

on patient’s rights) 

̶ Honest information that not all interventions are possible anymore because of the 

diminished reserves or diseases  

 

̶ Not asking for consent not to do this or that particular intervention…  

̶ But rather ‘car insurance technique’: 

 We will take good care of you/your relative but given his poor heart function, when he deteriorates 

we will not be able to cure him whatever the technique used, but than we will still take good care by 

offering comfort 

 



DNR DISCUSSIONS: SOME HINTS 

̶ What if you feel resistance?  

̶ What if futile care is still demanded? 

̶ Try to find out why?  

‒ Explore and nominate the underlying emotions 

̶ Make sure the whole team is on one line 

‒ so first discuss inside the multidisciplinary team 

̶ Give it some time 

̶ And very rarely the conflict is not solved…  

‒ Let someone outside the team explore and inform who is not in this conflict 

‒ Refer to other hospital? 

‒ Make sure you discuss this further in team (debriefing…) 



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 

 

  



 

 

Part 3 …. 

 

   


