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— Part 1. Good medical decision-making at the end-of-life:
based on good prognostication
— Part 2: Advance care planning and DNR decisions

— Part 3: Terminal care and palliative sedation
— Part 4: Euthanasia
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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?
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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
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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)
— Delirilum on nocturnal hypoxia

— Discharged home with nursing and social support

— Dependent in ADL; 50% of time in bed
— No depression and an optimistic person
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STORY OF ARTHUR: 75 YEAR

— 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
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STORY OF ARTHUR: 75 YEAR

The emergency physician calls:

— Admission to the ICU ? -
— Treating the patient without \ ‘ \‘
admission to the ICU? ?

ﬁ

_ Palliative/symptomatic EB.
approach?
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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
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STORY OF GEORGETTA: 75 YEARS

— Unexpected acute respiratory distress
— Acute pulmonary oedema on a new onset AF
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STORY OF GEORGETTA: 75 YEAR

— Nurse calls you:

— Admission to the ICU ?

— Treating the patient without
admission to the ICU?

— Palliative/symptomatic
approach?
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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?
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PROGNOSTIC FACTORS

— Disease specific factors; biological factors

NN

GHENT
UNIVERSITY



NATIONAL HOSPICE ORGANISATION GUIDELINES
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Underlying |Prognostic factors
condition

Heart

Pulmonary

Dementia

Stroke

Renal

Liver

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

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

Bed or chair bound, unable to communicate, severe
medical comorbidity ...

Level of dependency, poststroke dementia, recurrent
aspiration pneumoniae

Clearance < 15 ml/min

Albumine < 2.5 mg/dl; PT > 5s; cachexia; recurrent
variceal bleeding; refractory ascites



PROGNOSTIC FACTORS

— Disease specific factors; biological factors

— Factors correlated with functionality / frallty :
geriatric tools
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FUNCTIONALITY: ARISK FACTOR FOR MORTALITY?

— Arisk factor for
— In hospital mortality

— Mortality post discharge

— 3,6 and 12 month
— also 2 and 5 years mortality

— Avrisk factor studied in different populations
— General wards, Acute Geriatric Wards
— Patients with dementia
— Older patients in ICU
— Community — dwelling older population
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MORTALITY AFTER ICU
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PROGNOSTIC FACTORS: MPI BASED ON CGA

P I I OttO Items! Score for each domain?

Score

no s
Living alone o
0 0.07
[0-1] 3 [2-12] 3 [13 -60]
CES-D '
0 0.18 0.35
WOMAC [0-3] [4 - 68]

(mean)

[148 - 230]
0.14 0.10 0

PASE

[0-1] 51
Comerbidity Index
0 0.13
0-4 5- >7
Number of DRUGS [ | 5-71
0 0.03 0.11
[0-63] [64 —76] [77 - 100]
KOOS - Qol
0.06 0.03 0
<30 2 30
BMI
0 0.06
TOTAL Sum the scores obtained in each domain

—
I
—_— MPI RISK GROUP
GHENT
Low Moderate Severe
UNIVERSITY [0.00- 0.41] (0.42 - 0.67] (0.67 — 1.00]




One-year at home mortality

Sensitivity
050 075 1.00

0.25

0.00

000 025 050 075 1.00
1 - Specificity

Area under ROC cuve = 0,76
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LI Using the Multidimensional Prognostic Index to Predict Clinical Outcomes of Hospitalized Older Persons: A Prospective, Multicenter, International Study.
GHENT Pilotto A et al. J Gerontol A Biol Sci Med Sci. (2019)
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MPI at Admission

Increase in 0.1

Mild Risk Moderate Risk Severe Risk Point AUCT (95% CI)
8.0% (3.7-12.2) 22.4% (18.3-26.5) 48.2% (42.7-53.7) OR = 1.60 0.77 (0.74-0.80)
(1.45-1.76)
p < .001
reference 3.32 (1.79-6.17) 10.72 (5.70-20.18)
reference p <.001 p <.001
0.7% (0.0-1.7) 2.5% (1.2-3.9) 6.4% (3.9-9.0) OR = 1.54 0.79 (0.73-0.85)
reference OR =3.78 (0.81-17.66) OR =9.99 (2.18-45.80) (1.29-1.86)
reference p=.09 p=.003 P < .001
6.9% (3.0-10.9) 19.1% (15.2 - 23.0) 42.8% (37.1-48.5) OR = 1.57 0.76 (0.73-0.79)
reference OR =3.17 (1.64-6.13) OR =10.04 (5.12-19.68) (1.42-1.74)
reference p=.001 p <.001 p<.001

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

e 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 ...
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PROGNOSTIC FACTORS: WELL BEING
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Fig. 1. Unadjusted cumulative surviving of 2480 persons by LOS. The number of
persons in various LOS groups was as follows: LOS=0, n=549; LOS=1, n=852; Fig. 2. Age and gender adjusted 57-month cumulative surviving by life orientation.
LOS=2,n=563; LOS =3, n=264; LOS =4, n=132; LOS =5, n = 84; LOS =6, n =46. Number of people with positive life onentation [ LOS = 0} was 549 and that with not
The respective cumulative 57-month mortality rates were 183%, 243%, 293%, positive (LOS = 1} was 1941. The respective all-cause mortality rates were 19.1%

39.8%, 34.8%, 50.0%, and 50.0% (p < 0.001}.

and 30.3% (p < 0.001}.

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
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Prognostic indices: CPS vs AES

Ratio of DOR Ratio of DOR Weight
Study 95% Cl 95% Cl %
Chang 13989 4 S 0.07 [0.00, 1.47] r ) |
Poses 1991 - 0.58 [0.15, 2.25] 6.6
Knaus 19395 - 1.09 [0.86, 1.38) 13.7
Kruse 1388 —— l.2Z2 [0.58, Z.58] 10.5
Katzman-McClish 1989 —1 1.35 [0.66, Z2.76] l10.7
Christensen 1993 ™ 2.1l6 [0.23, 19.91] 3.5
Scholz 2004 —. Z2.24 [1.13, 4.41] 11.0
Copeland-Fields 2001 = Z2.49 [0.51, 1z.18] 5.5
Brannen 1939 L 277 [0.-68; 11.27] B3
Meyer 1932 - 3.22 [1.83, 10.03] 7.8
Marks 1991 —— 3.5 [1.96, S$.75] 12.0
Garrouste-Orgeas 2003 — 7.72 [3.58, l6:.65] 10.3
Total (95% CI) <;> 1.92 [1.19, 3.08] 100.0
0.01 0.1 1 10 100
Scoring systems better  Physicians better

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



PROGNOSTIC INDICES:

— 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

NN
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TOOLS FOR EARLY DETECTION OF PC
—mm

Surprise question

Overall indicators X X X X
*functional
*weight loss

Specific indicators

*cancer X X X
*COPD X X X
*cardiac diseases X X X
*renal diseases X X
*liver diseases X
*neurological dis X X

Gold Standards Framework Prognostic Indicator Guidance (GSF-PIG)

T Palliative necessities (NECPAL)
GHENT Radboud indicators for Palliative Care Needs (RADPAC)
UNIVERSITY 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 thelr
guestionnaire
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@ Supportive and Palliative Care
Indicators Tool (SPICT™)

THE UNIVERSITY

Kanker

Functionels achteruitgang ten
gevolge van prograssiove kanker.
Te kwetsbaar voor behandeling

van do kanker, of de behandeling
iz gericht op symptoomcontrole.

Dementie/kwetsbare oudere
Miet in staat zichzelf aan te kleden,
1o lopen of atan zonder hulp.

Est of drinkt minder; slikprobleman.
Incontingntia vioor urine an
ontiasting.

Mist in staat tot verbale
communicatie; weinig sociale
interactie.

Frequent vallen; heupfractuur.
Racidiverende koortsepiscdes an'
of infecties; aspiratispneumonie.

Neurologische ziekte
Prograssiave achteruitgang van
fysiek en/of cognitief functionarsn
ondanks optimale behandsling.
Spraakproblemen met toanamendsa
communicatisproblamen en/of
progressisve slikproblemen.
Recidiversnde aspiratispneumonia,
dyspnoe of respiratoir falen.
Parsistarends verlamming na
hersenbloeding met significant
functievarliss an blijvenda
handicap.

Hart-/vaatziekte
Hartfalen of uitgebraid,

onbehandelbaar coronair vaatlijden;

met dyspnoe of pijn op de borst in
rust of bij gerings inspanning.
Emstig, inoperabsle parifear
vaatlijdsn.

Respiratoire aandoening
Emstige, chronizche longziekts
met in de periods tussan
axacerbaties kortademighaid in
rust of bij geringe inspanning.
Persisterande hypoxie waardoor

chronische zuurstofafhankedijkheid.

Hesft beademing nodig gehad in
verband met respiratoir falen, of
bsademing is geconfraindicesrd.

Andere aandoeningen

De SPICT is een handreiking om personen te identificeren die een verhoogd risico hebben op
achteruitgang van hun gezondheid. Inventariseer onvervulde behoeften aan ondersteunende en
palliatieve zorg bij deze personen en maak een zorgplan.

Ga na of algemene indicatoren met betrekking tot slechte of achteruitgaande gezondheid
aanwezig Zijn.

= Ongeplande ziekenhuisopnameis).
= Functionele status is laag of gaat achteruit, met beperkt herstelvermogen
(overdag 50% of meer in bed of stoel).

= Afhankelijk van anderen voor zorgbehoefien, door fysieke en/of mentale problemen.
= De mantelzorger heeft meer hulp en ondersteuning nodig.

= Significant gewichisverlies in de afgelopen maanden, of aanhoudend ondergewicht.
= Persisterende symptomen ondanks optimale behandeling van enderliggende aandoening(en).

= De patiént (of naaste) vraagt om palliatieve zormg; kiest (verders) behandeling te verminderen, te staken of er
wvanaf te zien; of wenst een focus op kwaliteit van leven.

Ga na of er klinische indicatoren van een of meer gevorderde ziekte{n) zijn.

Nierziekte

Stadium 4 of 5 chronisch
nierfalen (eGFR<30 ml/min) met
achteruitgaands gezondhsid.
Niarfalen bij andars
lsvensvarkortends ziektsn of
behandslingan.

Staken of niet starten van dialyse.

Leverziekte

Lavercirrhose mst &&n of mear
complicaties in het afgelopen jaar:
- Diurstica-rasistants ascitas
Hepatizche encafalopathis
Hepatorenaal syndroom
Bacterigle peritonitis
Recidiversndes varicasbloading
Levartransplantatie is nist mogelijk.

Achteruitgang en risico op overijden bij alke anders aandosning of
irraversibels complicatie; alks beschikbare behandeling zal falen.

Inventarisatie van huidige zorg en toekomstige zorgplanning.

= Beoordesl de actuele behandeling en medicatie kritisch zodat de
persoon optimale zorg krijgt; minimaliseer polyfarmacie.

= Overweeg verwijzing naar specialistische palliatieve zorg of een

= Bepaal in gezamenlijke besluitvorming met de persoon en familie

= Plan tijdig vooruit als de persoon kans heeft op verlies van

= Leg het zorgplan vast, communiceer en codrdineer het

andere deskundige wanneer symptomen en behoeften complex
zijn en meeilijk hanteerbaar.

de huidige en toekomstige doelen van zorg en maak een zorgplan
met hen. Ondersteun de mantelzomgers.

wilsbekwaamheid.

HENT
NIVERSITY

Gelieve te registreren op de website SPICT [ www.spict.org.uk ) voor informatie en updates.

SPICT™, mei 2017

Set up Iin primary care !
GOAL.:

Review current care and care planning.

» Heview cumant treatment and medication to ensure the
person receives optimal care; mimimise polypharmacy.

» Consider referral for specialist assessment if symptoms or
problems are complex and dificult to manage.

= Agree a current and future care plan with the person and
their family. Support family carers.

* Plan ahead early if loss of decision-making capacity 1S likely.
» Record, communicate and coordinate the care plan.



?}3 Supportive and Palliative Care
oy Indicators Tool (SPICT™)

SPICT

.|
The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.

Look for any general indicators of poor or deteriorating health.
* nplanned hospital admission(s).

* Performance status is poor or deteriorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)

* Depends on others for care due to increasing physical and/or mental health problems.
* The person's carer needs more help and support.

= The person has had significant weight loss over the last few months, or remains underweight.
* Persistent symptoms despite optimal treatment of underlying conditioni(s).

* The person (or family) asks for palliative care; chooses t0 reduce, stop or not have treatment; or
wishes to focus on quality of life.

Advantages:

Can be used for all kinds of patients;
Thus a general instrument;
good thing for an older population!

Look for clinical indicators of one or multiple life-limiting conditions.

GHENT
UNIVERSITY

Too frail for cancer treatment or
treaiment is for symptom condrol.
Dementia/ frailty

Unable to dress, walk or eat
without help.

Eating and drinking less;

speaking; little social interaction.
Frequeni falls; fractured femur.
Recurrent febrile episodes or
infections, aspiration pneurnonia

Neurological disease

and/or progressive difficulty with
swallowing.

Recurrent aspiration pneumonia;
breathless or respiratory failure.
Persistent paralysis after stroke
with significant loss of function
and ongoing disability.

dizease; with breathlessness or
chest pain at rest or on minimal
effort.

Severe, inoperable peripheral
vascular disease.

Respiratory disease
Severe, chronic lung disease;

Per=istent hypoxia needing long
term oxygen therapy.

Has neseded ventilation for
respiratory failure or ventilation is
contraindicated.

Other conditions

Cancer Heart/ vascular disease Kidney disease
Functional ability deteriorating Heart failure or extensive, Siage 4 or 5 chronic kidney
due to progressive cancer. untreatable coronary artery disease (eGFR < 30mlmin) with

deteriorating health.

Kidney failure complicating
other life limiting conditions or
treatments.

Stopping or not starting dialysis.

Liver disease

Cirrhosis with one or more

- hepatorenal syndrome

= bacterial peritonitis

= recurrent variceal bleeds
Liver transplant iz not possible.

Progressive deterioration in Deteriorating and at risk of dying with other conditions or complications
physical and/or cognitive that are not reversible; any treatment available will have a poor cutcome.
function despite optimal therapy.

Speech problems with increasing Review current care and care plaming.

i e * Review current treatment and medication to ensure the

person receives optimal care; minimise polypharmacy.

» Consider referral for specialist assessment if symptoms or
problems are complex and difficult to manage.

* Agree a current and future care plan with the person and
their family. Support family carers.

* Plan ahead early if loss of decision-making capacity is likely.
* Record, communicate and coordinate the care plan.

Plaasa register an the SPICT website [(www.spict.org.uk) for information and updates.

SPICT™, April 2017

1 page only...

e with breathlessness at rest complications in the past year:
Urinary and faecal incontinence. u’ﬂnminirnaleﬂcrtbemrem - diuretic resisl tes Pr0b|e .
Mot able to communicate by SRS - hepatic encephalopathy m.

Never been validated in an older populatiol



SPICT

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

Look for any general indicators of poor or deteriorating health.

‘@ Supportive and Palliative Care - . .
Indicators Tool (SPICT™) * Unplanned hospital admission(s).
De SPI eenhahd eikini gomperl'on n te identific erenlg een v rh ogd .wohebhen p
nnnnn i e b

updates.

* Performance status is poor or detenorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)

Depends on others for care due to increasing physical and/or mental health problems.
* The person’s carer needs more help and support.

-omepame »ekemnsnpamecs)

Functior is laag of gaat achteruit, met beperkt herstelvermogen
(overd ag u%ormeambedufsmd)

« Afnankelilk van anderen voor zorgbehoeften, door fysieke en/of mentale problemen.
- De manteizorger hestt meer hulp en ondersteuning nodig.

+ Significant gewichtsverlies in de afgelopen maanden, of aanhoudend ondergewicht.

- Persisterends symptomen ondanks optimale ling van onderiigger

+ De patiént (of naaste) vraagt om paliatieve zorg; kiest (verdere) behandeling te verminderen, te staken of er
vanaf te zien; of wenst een focus op kwaliteit van leven.

1

Ga na of er klinische indicatoren van een of meer gevorderde ziekte{n) zijn.

Hart-/v :rlz' kte N'eniekte

e * The person has had significant weight loss over the last few months, or remains underweight.

Gelieve te registreren op de website SPICT { www.spict.org.uk ) voor informatie en

* Persistent symptoms despite optimal treatment of underlying condition(s).

chronische i -0 syndroom

_ mmﬂw s = The person (or family) asks for palliative care; chooses t0 reduce, stop or not have treatment; or
i wishes 10 focus on quality of life.

- de actuele i kritisch zodat de
persoon optimale zorg krijgt; minimaliseer polyfamacie.
. Dvaweegve'wl ing naar specialistische palliatieve urgcleen
b

- Leg het zorgplan m;toommn»ceermmmﬁneermt

—_
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Supportive and Palliative Care
Indicators Tool (SPICT™)

De SPICT is een handreiking om personen te_idemiﬁcemn die een verhoogd risico hebben op

onvervulde

achteruitgang van hun

palliatieve zorg bij deze personen en maak een zorgplan.
Ga na of algemene indioatoren met betrekking tot slechte of achteruitgaande gezondheid

aan en

aanwezig Zijn.

- Ongeplande ziekenhuisopname(s).
- Functionele status is laag of gaat achteruit, met beperkt hersteivermogen
(overdag 60% of meer in bed of stosi).

ijlc van door
- De mantelzorger heeft meer hulp en ondersteuning nodig.

mentale

= Significant in

maanden, of

* Persisterende symptomen ondanks optimale ing van

- De patiént (of naaste) vraagt om paliiatieve zorg; kiest (verdere) behandsiing te verminderen, te staken of er
vanaf te zien; of wenst een focus op kwaliteit van leven._

Dementie/kwetsbare oudere
Niat in staat zichzaf aan ta kleden,
1a lopen of etan zonder hulp.

Est of drinkt minder, =i

Kanker Hart-fvaatziekte
Functionele achtaruitgang ten Hartfalon of uitgebraid,
‘coronair vaatljden;
met dyspnoe of pijn op de borst in
Te kwetsbaar voor behandsling mdbigmng:‘:;nnmg.
van ds kanker, of de bshandsling -
et Emstig, perifesr
vaatijden.

Respiratoire aandeening
Emstigs, chronischa longziskta
met in de periode tussen

in

Nierziekte

Stadium 4 of 5 chronisch
nierfalen (eGFR<30 ml/min) mat
achteruitgaands gezondheid.
Nierfalen bij andere
levensverkortends ziekten of
behandslingsn.

Staken of niet starten van dialyse.

Leverziekte
Levercihose mat 8en of mast

Incontinentie voor urine en
ontiasting.

Nist in staat tot verbale
communicatie; weinig sociale
interactie.

Frequent vallen; heupfractuur
Recidiverende koortsepisodes en/
of infactios; aspiratiopneumonia.

Neurologische ziekte

achterui
fysisk an/of cognitief functionaren
‘ondanks optimale behandsling.

Recidiveranda aspiratispnaumonia,
dyspnoa of raspiratoir falan.
Persistarenda verlamming na
hersenbloeding met significant
functisvarliss an bijvenda
handicap.

Tust of bi) gerngs inspanning.

in het afgelopen jaar:|
- Diurstica-rasistents ascites

Heft baadaming nodig gehad in
verband mat raspiratoir falan, of

- Bactenisla peritonitis
- Recidiversnds varicesbloeding
L

Andere aandoeningen

Achteruitgang en risico op overijden b elks andara aandoaning of
imavarsil icatia; clka zal falon,

s nit mogelik.|

Inventarisatie van huidige zorg en toekomstige zorgplanning.
* Beoordeel de actuele behandeling en medicatie kritisch zodat de
persoon optimale zorg krijgt; minimaliseer polyfarmacie.
verwilzing naar specialistische palliatieve zorg of esn
andere deskundige wanneer symptomen en behostten complex

ziln en moeiljk hanteerbaar.

- Bepaal in gezamenlijke besluitvorming met de persoon en familie
de huidige en toekomstige doelen van zorg en maak een zorgplan

met hen. Ondersteun de mantelzorgers.

Plan tijdig vooruit als de persoon kans heeft op verlies van

wilsbekwaamheid.

+ Leg het zorgplan vast, communicesr en codrdineer hat.

GHENT
UNIVERSITY

T( torg.uk ) voor

opde

Gelievete

SPICT™, mei 2017

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

Heart/ vascular disease

Heart failure or extensive,
untreatable coronary artery
disease; with breathlessness or
chest pain at rest or on minimal
effort.

Severe, inoperable peripheral
vascular disease.
ancer
eurological disease
espiratory disease
idney disease
iver disease

Other

Dementia/ frailty

Unable to dress, walk or eat
without help.

Eating and drinking less;
difficulty with swallowing.

Urinary and faecal incontinence.
Mot able to communicate by
speaking; little social interaction.
Frequent falls; fractured femur.

Recurrent febrile episodes or
infections; aspiration pneumonia.



PICT
IDENTIFICATIESCHAAL VAN DE PALLIATIEVE PATIENT

— IDENTIFICATIESCHAAL VAN DE PALLIATIEVE PATIENT
Ol komends 6 tot 12 masnden overlijden?
[] Zit ofligt meer dan de helft van de dag in een zetel of bed, zonder voomitzicht op verbetering
[ Gewichtsverliesvan = 5 % op 1 maand tijd of = 10 % op 6 maanden tijd, of BMI = 20 kg/m? of albuminegehalte < 35 gr/1
[0 Pin of ander aanhoudend en hinderlijk symptoom, ondanks optimale behandeling van de onderligzende ongeneeslijke aandoening
— [ Neen — Beantwoordt uw patignt aan = [0 Ten minste 1 ernstige comorbide aandoening van har, longen, nieren of lever of 2 comorbide aandoeningen die niet onder controle zijn of niet behandeld worden
- - Z 2 “frailty” indicatoren? {alcoholisme, verslaving en handicap inbegrepen)
Strateg IC I nstru ment to make Su re th at [0 Ten minste 2 onvoorziene rieksnhuisopnames of 1 riekenhuisopname van = 4 weken tijdsns de afgelopen 6 maanden (huidige opname inbegrepen)
O Meer verpleegkundige zorg noodzakelijk en/of wekelijkse behandeling door zorgverleners uit verschillende disciplines (thuis of in ROB/RVT)
[0 Patiént (of naasten bij wilsonbekwaamheid van de patiént) vraagt palliatieve zorg of weigest een levensverlengends behandeling te volgen/voort te zetten

pepole more often have access to
specialised palliative care at the end of life -

O

1. Oacologische of hematologische aandoening
[0 Fuactionsle achteruitgang wegens evelutie van de tumor of een medische of chirurgische complicatie
[0 Weigering of contra-indicatie om kankerbehandeling voort te zerten, of voornzemng van de behandeling enlkel met het oog op symproomcontrole
[0 Myelodysplastisch syndroom met hoog risico op leukemie en contra-indicatie voor beenmergtransplantatie, of myelodysplastisch syndroom verergerd door ernstige
E' en aanhoudende neutropenie of trombocytopenie
[] 2.Hartaandoening of perifere arteriéle aandoening
[0 Hastfalen NYHA IV of vergevorderde en onbehandelbare aandoening van de kransslagaders, waarkij ook in rusttoestand sympromen optreden die bij de minste
inspanning versrgeren
[T Esastize en nist-operabele perifere arteriéle aandoening
[0 3.Respiratoire aandoening

. . 1 [ Erastige chronische respiratoire aandoening met dyspaoe in rust of bij de minste inspanning tussen twee exacerbaties
O e S I g n e a.S a C I n I C a. O O [0 Nood aan langetermijn zuurstoftherapie, of (invasieve of niet-tavasieve) beademing, of coatra-indicatie voor die behandelingen

[0 4. Nieraandoeaing
[0 Chronisch nierfalen in stadivm 4 of 5 (of GFa = 30 ml/min), al dan niet behandeld via dialyse en gepaard gaand met een achternitgang van de gezondheidstoestand

. Velrtoont ww patiént o [0 Contra-indicatie voor, stopzetting of weigering van dialyse
[ MNeen z1 c:tmw v:“&:geim esliheid [0 Acute nierinsufficiéatie die voor complicaties zoggt van een ongeneeslijke ziekte of van cen behandeling van sen patiént met een beperkte levensverwachting
4 2en poten ethale
aandoening? [0 5. Gastro-intestinale of leverazndoening

[ Ernstge of gedecompenseerde levercirrose waarhy de medische behandeling niet aanslaat en er conrra-indicatie is voor een levertransplantatie

But interesting to know if it can be used that b e L e ks 1

6. Nenrologische aandoening
[0 Onomkeerbare en emstige achternitgang van de functionele en/ of cognitieve toestand en/of bewustzijnstoestand, ondanks een optimale behandeling
Wa y [ [0 Progressieve spraakproblemen waardoor de patiént moeilijk verstaanbaar i3, of cnombkeerbare slikstoornissen die verantwoordeliik zijn voor recidivereads
l v W posumoniesén
Thw patiéar kome niet Uw patigar komtin [0 7. Frailty syndroom
—  inaanmerking voor aanmerkine voor [0 ©Oavermogen om zich te verplaatsen, zich te Heden zich te wassen en te eten zonder hulp van een derde,
palliatieve zorg. palliatieve zorg vergezeld van = 1 van 6 volgende criteria:
[0 Utrine- of facale incontinentie

[0 Aashoudende weigering van voedsel en/of zorg

[0 Definitief verlies van eetlust, of gewichtsverlies = 10 % op 1 maand tijd, of een BMI = 18, of albuminegehalte < 30 gr/liter
[0 Oavermogenomte spreken, te communiceren en naasten te herkennen

O

Voorgeschiedenis van herhaald vallen of één ernstize val

—— [0 Onomkserbare slikstoornissen en recidiverende aspiratiepneumonis
I I I I I I I [0 8. Infectiemse azndoening
[0 Iafectis die nist reageert op de behandelingen
— [0 9. Aadere cngeneeslijke en evolutieve aandoening zonder mogelijkheid tot herstel of stabilisering
G H E NT +  Definieer, samen met ww patiént en in interdisciplinair overleg, een zorgplan en een vroegtijdize zorgplanning

+ Bepaal het palliatief statut aam de hand van de schaal van de emst van de zorenoden Versie FPZV. mei 2017, Meer informatie: www.palliatief.be

UNIVERSITY



I Ia Zon u verrast zijn mocht nw patiéat m de
komende 6 tot 12 maanden overlyjden?

W

S SURPRISE QUESTION

N Beantwoordt uw patiént aan -
geq — _ ) o
= 2 fraslty™ indicatoren?

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

R Yes — prognosis more than 12 month
No — prognosis less than 12 month

W
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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

NN

GHENT
UNIVERSITY



SPICT 1 total score

253359
*

404
0
N7

309 344
407

UNIVERSITY

acute genatrc war - caraiology war acute geriatrc war:
SPICT 1_1 identified:
Acute geriatric ward: 124/209=59.3%
— Cardiology ward: 101/249=40.6%
[T
GHENT (p<0,001)

cardiology ward

Ward

* Chi Square test



SPICT non- SPICT

Current NEEDS in SPICT identified on AGU identified identified ~ p-value
(n=85) (n=124)

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
o no problem with pain 59.5% 39.5% 0.041
G"II-%I!ZINT no problem with anxiety or depression 60.0% 52.4% 0.331
UNIVERSIT no problem with cognition 55.3% 38.7% 0.002



SPICT non-

Current NEEDS in SPICT identified on CU SPICT identified

identified p-value
(n=101)
(n=148)
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 3.8% 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
ﬁ no problem with pain 48.6% 34.7% 0.088
G?NT no problem with anxiety 58.8% 65.3% 0.457
UNIVERSITY no problem with cognition 58.1% 53.3% 0.539



1 YEAR MORTALITY (PERCENTAGE)

mSPICT 1_1 non-identified B SPICT 1_1 identified

NPV 89,3% 86,8%

=
AN
= Y
o
—
n=84 n=118 n=144
ACUTE GERIATRIC WARD CARDIOLOGY WARD
N= 202 N=242
A_ . . - . . -
T 7 missings on survival status 7 missings on survival status
GHENT
UNIVERSITY 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)

Cum Survival
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PROGNOSTIC ACCURACY MEASURES

Summary Equation Definition

statistics

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

Accuracy of

(TP+TN)/(TP+FP+FN+TN)

to that of a negative test result among those without disease

The proportion of persons who are true positive and persons who are true

Index test negative among all subjects

DOR (TP*TN)/(FP*FN) The ratio of the OR for a positive test result among persons with disease
o to that among persons without disease
il
GHENT Sn, sensitivity; Sp, specificity; PPV, positive predictive value; NPV, negative predictive value; LR+, positive likelihood ratio;
UNIVERSITY LR-, negative likelihood ratio; DOR, diagnostic odds ratio; TP, true positive; FP, false positive; FN, false negative; TN, true negative;

OR, odds ratio.
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SPICT1_1 AGU
SPICT1_1CU
50 AGU
sq cu
PICT 2_1 AGU
PICT 2 1CU
SO+PICT 2_1 AGU
SQ+PICT 2_1CU
PICT 1_1 AGU

PICT1_1CU

SO4PICT 1_1 AGU

SQ+PICT 1 1CU

Percentage

identified

41%

51%
49%

29%

24%

14%

33%

24%

19%

0,690
0,640
0,630
0,535
0,525
0,423
0,390
0,716
0,723
0,563

0,514

0,667
0,770

0,760

0,610

0,659

Identified 50 %

ldentified 20 %



Percentage
SPICT 1_1 AGU
SPICT1_1CU
2Q AGL
5Qcu
PICT 2_1 AGU
PICT 2_1CU
SQ+PICT 2_1 AGU
SQ+PICT 2_1 CU

PICT 1_1 AGU

PICT1 1CU

SQ+PICT 1_1 AGLU

SQ+PICT 1 1 CU



Prevalence of
identification

SPICT 1_1 AGU 59% 34% 89% 2,9
SPICT1_1CU 41% 34% 87%
SQ AGU 51%
SQ CU 49%
SQ+PICT 2_1 AGU 25% 46% 81% 3,6
SQ+PICT 2_1 CU 19% 43% 85%
SQ+PICT 1_1 AGU 20%

SQ+PICT 1 _1 CU 14%




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

NN

GHENT
UNIVERSITY



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

GHENT
UNIVERSITY




Ethical Decision-Making Climate

Climate of active
and authantic
leadership by

physiclan

Individual Patient Situation

Leader
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Communication .
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A Decision-making gy

Patient ) Clinician

Climate of
interdisciplinary
collaboration
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communication
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Ethical environment,
stimulating
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> awareness, reflection +
and patient-
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Intensive Care Med
https://doi.org/10.1007/s00134-018-5231-8

ORIGINAL

Outcome in patients perceived s
as receiving excessive care across different
ethical climates: a prospective study in 68
iIntensive care units in Europe and the USA

D.D. Benoit" ®, H. . Jensen??, J. Malmgren®, V. Metaxa’, A. K. Reyners®, M. Darmon’, K. Rusinova®, D. Talmor”,
A. P Meert'” L. Cancelliere', L. Zubek'?, P. Maia'?, A. Michalsen'® S.Vanheule'”, E. J. O. Kompanje'®,

J. Decruyenaere', S.Vandenberghe'’, S. Vansteelandt'/'8, B. Gadeyne', B.Van den Bulcke', E. Azoulay’

and R. D. Piers'® on behalf of the DISPROPRICUS study group of the Ethics Section of the European Society of
Intensive Care Medicine

I @ 2018 The Author(s)

GHENT
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Radar chart 'ethical climates'

Selfreflective and empowering

leadership by physicians
0.8

Practice and climate of ethical
awareness

Practice and climate of open and
/' interdisciplinary refiection

Active decision-making by physicians

~* Climate of not avoiding EOL decisions

Climate of mutual respect within the

Active involvement of nurses in EOL
interdisciplinary team

care and decision-making

Number of ICUs:
Number of clinicians:

£

~ on
oo
o

O Average + & Average - BPoor
20 (29,41%) 12 (17,65%) 24 (35,29%)
1253 (41.88%!] 302 (10,09%) 902 (30.15%)
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U

(™ )
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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
surviva

— 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?

NN

GHENT
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CONTENT

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

— Part 2. Advance care planning and DNR
— Part 3: Euthanasia

— Part 4: Terminal care and palliative sedation

NN

GHENT
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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

NN

GHENT
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AVOIDING DISPROPORTIONATE CARE

1]
GHENT

UNIVERSITY PROGNOSTICATION



AVOIDING DISPROPORTIONATE CARE
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AVOIDING DISPROPORTIONATE CARE

1]
GHENT

UNIVERSITY AC P



AVOIDING DISPROPORTIONATE CARE

GHENT
UNIVERSITY
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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

NN

GHENT
UNIVERSITY



ACP: Planning for end-of-life care

(1) Acceptance of dying g

Yes
No
()
Kg

Not planning No
(2 Feeling entiteld to plan = Not pianning

1 Yes

(3) Motivations (not) to plan

| Plaming or endotifecare___ AN

Planning for end-of-life care

. : (Control |

And/or communication with family Little trust] r

| < And/or communication with physician | Bad Exeerierwceﬂ Good Exeeriencesl
— And/or writing down preferences (AD) |
I s ——— ‘ Planning ——— Not planning
GHENT
UNIVERSITY

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

GHENT
UNIVERSITY



ACP

— Different disciplines can do these conversations
— However

— Framing in the medical situation is needed!

NN
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GOOD END-OF-LIFE DECISION-MAKING

should be an integration of

— Patient’s true wishes
— Avoliding pseudoparticipation

— Within the medical reality/ possibllities
— Avolding therapeutic abstinence (prognostic paralysis)
— Avoliding palliative abstinence (undertreatment)
>> prognostic tools

NN
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GOOD END-OF-LIFE DECISION-MAKING

— needs GOOD COMMUNICATION
— And GOOD ANTICIPATION

GHENT
UNIVERSITY



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’

NN

GHENT
UNIVERSITY
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. Hopeful and
unrealistic

attitude: Mothing

bad will happen!| [me—

Mo Comfort and Safety Measures

« Lack of comfort features (e.g. air conditioning,

seat cushions)

» Uncomfortable ride
* Unprepared for accidents

« Lack of safety features (e.g. insurance, seat belts,
airbags) .‘ o
Goals
* Road trips
«Get to work
Extreme heat Bumpy road Oil spills, accidents o

Hopeful and realistic
attritude: | want to ensure

maximal comfort while
traveling. | also want to
be prepared in case
things do not go as
planned.

-

Comfort and Safety Measures

« Comfort features * Pleasant rnide
—- .
« Prepared for accidents

+ Safety features

« Road trips

« Get to work
Extreme heat Bumpy road il spills, accidents o

£ 2010 The University of Texas M.D. Anderson Cancer Center.



— 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

NN
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Model of palliative care

life-prolonging care Last days of life

Preventive cafe
bereavement

V @ Death

Palliative care

Non curable disease
Terminal care

‘ ‘Tipping points: discussion and advance care planning ‘

& -

L
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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

NN

GHENT
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STORY OF ARTHUR: 75 YEAR

— Medical history ‘

— Arterial hypertension i_
_ Diabetes mellitus type 2 LB
— Coronary heart disease — CABG and F
— Aortic Aneurysm — endoprosthesis
— PTA Aortic femoralis superficialis bilateral
— Right Carotid endarterectomy
— Current history
— Left femoropopliteal bypass complicated by infected groin;
heart failure and delirium

—_

GHENT
UNIVERSITY



STORY OF ARTHUR: 75 YEAR

" 4

" 4

— Two month later: Hospitalized on ICU and acute G ward
— Pneumonia complicated by a hosocomial pneumonia
— Acute renal failure on chronic renal failure
— Heart failure (EF ~ 20%) — optimal medical treatment
— FErysipelas 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

NN
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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?

NN
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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 technigue used, but than we will still take good care by
offering comfort

NN
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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...)

NN
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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
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