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Primum non nocere.



Death

 Absolute certainty (like taxes!).
 Part of a process.

e Not a defeat or a failure.

Media vita in morte sumus: in the midst of life we are in death



Figure 30: Observed and predicted hospital
mortality — 10yr trend
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Principles of intensive care.

Intensive care good if reversible illness
Ethical principles---beneficence and non-maleficence

Benefits of treatment vs. burdens---probability rather
than certainty

No obligation to initiate ineffective therapy
Competent adult / Patient’s views or surrogate
Alternative care plan

Consensus--- medical and family

Witholding equivalent to withdrawal



Is it all about survival?




Functional Disability 5 Years after Acute Respiratory
Distress Syndrome

Long-Term Quality of Life Among Survivors of
Severe Sepsis: Analyses of Two International Trials*

PN - ARDS: PTSD
Long-term Cognitive Impairment : T
and Functional Disability Among Survivors Severe exercise limitation

of Severe Sepsis

eodore J. Iwashyna, MDD, Phl)

e _ : Sepsis: 30% dead at 6months
s 30% dependent at 6 months
New cognitive impairment

From: Mortality Related to Severe Sepsis and
Septic Shock Among Critically lll Patients in
Australia and New Zealand, 2000-2012
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ABSTRACT

BACKECROUND

There have been few detailed, in-person interviews and examinations to obeain
follow-up data on Svear outcomes amaong survivors of the acuee respiratory distress
syndrome (ARDS).

METHODE

We evaluated 109 survivors of ARDSS ar 3, 6, and 12 monchs and at 2, 3, 4, and Syears
after discharge from the intensive care unic. At each visit, patients were incerviewed
and examined; underwent pulmonary-function tests, the f-minute walk test, resting
and exercise oximetry, chest imaging, and a guality-ofife evaluation; and reporeed
their use of health care services.

RESULTS

At Syears, the median G-minuee walk distance was 436 m (7 of prediceed distance
and the Physical Component Score on the Medical Outcomes Study 36-Itemn Shore
Form Hea'th Survey was 41 (mean norm score matched for age and sex, 50). With
respect to this score, younger patients had a creater rate of recovery than older pa-
tients, but neither group returned o norma! prediceed levels of physical function at
5 years. Pu!monary function was norma! o near-normal. A constelladion of other
physical and psychological problems developed or persisted in patients and family
caregivers for up o 5 vears. Patients with more coexisting i Inesses incurred greater
S-Year Ccosts.

CONCLUSIONS

Exercise [imitation, physical and psychologica! sequelae, decreased physical quality of
life, and increased costs and use of health care services are important legacies of
severe lung injury.
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Survival Rates, 6-Minute Walk Distance, and Quality of Life for 5 Years after Discharge from
the Intensive Care Unit.

Proportion Surviving
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From: Mortality Related to Severe Sepsis and Septic Shock Among Critically Ill Patients in Australia and New
Zealand, 2000-2012
JAMA. 2014;311(13):1308-1316. doi:10.1001/jama.2014.2637
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Figure Legend:
Mean Annual Mortality in Patients With Severe SepsisError bars indicate 95% CI.
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Long-Term Quality of Life Among Survivors of
Severe Sepsis: Analyses of Two International Trials*

Sachin Yende, MD, MS'%; Shamly Austin, PhD, MHA!
Steven Opal, MD% Taylor Thompson, MIV; Fern

tanieri, MD™; Derek C. Angus, MD, MPH

V. Marco

“See also p. 1603.

'"The Clnical Research, Investigation, and Systems Modeling of Acute
liness (CRISMA) Center, Departimeant of Critical Care Madicine, Univer-
sity of Pittsburgh, Pitteburgh, PA_

*Vaterans Affairs Pittsburgh Healthcare System, Pittsburgh, PA.
“Research and Development, Qualty Improvement Department, Gateway
Health, Pitteburgh, PA.

*Adult Crtical Care, 5t. George's University Hospitals, NHS Foundation
Trust, London, Unied Kingdom.

*The George Institute for Global Health, University of Sydney, Sydney,
NSW, Australia.

Uinfectious DEease Division, Alpert Medical Schoaol of Brown University,
Pawtucket, RL

TPulmonary and Critical Care Division, Massachusstts General Hospital,
Boston, MA.

"Evandro Chagas Mational Institute of Infectious Diseases, Fundagao
Crewaldo Cruz (FRIOCRUZ), Rio de laneiro, Brazi.

“Bewverly Hospital, Lahey Health System, Bevedy, MA.

""Diepartment of Anesthesia and Intensive Care Medicine, University Sapi-
anza of Rome, Policlino Umberto | Hospital, Rome, Haly.

The contents of this article do not represent the views of the LS. Depart-

ment of Weterans Affars or the United States Government.

Supplemental digital content is available for this article. Direct URL citations

appear in the printed text and are provided in the HTML and PDF versions

of this article on the journal’s website (http:/fjournals. ww.comicomjournal).

Dr. Rhodes consulted for, received support for travel from, and received

support for participation in review activities from Eli Lily (Or. Rhodes was

paid by Ei Lilly to act on the 55C of the PROWESS-5HOCK Trial)l. He

lectured for LIDCO (lecture fees). Dr. Opal's institution received funding

from Eisai {provided a grant to institution to run the clinical coordinating

center for the phase 3 study of Ertoran), Ferring (for clinical coordinating

center], and Cardeas. He disclosed other support from Arsanis (advisory

committes], Andis [consultant), BioAegis (consultant), Glaxo Smith Kline

(inatitutional grant), Atoxbio {instiutional grant), Immunexpress (consul-

tant}, Battelle {consultant], Bekton-Dickerson [consultant), and Spectral,

Partek, and Achaogen (data monitoring board). Dr. Thompson consulted

for Lilly (see electronic supplement to PMID: 22618830 for details) and

received support for travel from Lilly. Dr. Bozza is employed by Cawaldo

Crnuz Foundation, Ministry of Health, Brazil. Dr. Bozza and hie institution

recaived grant support from CNPg, FAPER), CAPES [Brazilian Agencies

for Research), the National Institutes of Health, Wellcome Trust, and Biom-

enewux Foundation. Dr. LaRosa received support for participation in review

activities from Eazai {clinical evaluation commities—A Controlled Compari-

son of Ertoran and placebo in patients with Severe Sepsis [ACCESS]

trial} and consulted {scientific advisory board). His institution received

Copyright £ 2016 by the Society of Critical Gare Medicine and Wokers
Khrwer Health, Inc. All Rights Reserved.

DOl 10.1097/CCM.00D0000000001 658

Crtical Care Medicine

ando A. Bozza, MD, PhD'5; Steven P. La

» Andrew Bhodes, MD*; Simon Finfer

grant support from Easai (for access frial). Dr. Angus served 25 a board
meamber for data and safety monitoring board PROWESS-SHOCK Trial
and consulted for Eieai for AGCESS, Ferring Phamaceuticals, Medim-
mune, and GlaxoSmithKine. He received grant support from Eisai The
remaining authors have disclosed that they do not have any potential con-
flicts of interest.

Faor information regarding thie article, E-mail: yendes@upmc.edu

Objectives: To descnbe the quality of life among sepsis survivors.
Design: Secondary analyses of two international, randomized
clinical trials (& Controlled Companson of Entoran and placebo in
patients with Severe Sepsis [denvation cohort] and PROWESS-
SHOCK [validation cohort]).
Setting: ICUs in Morth and South America, Europe, Africa, Asia,
and Australia
Patients: Adultz with severe sepsis. We analyzed only patients
who were functional and Iving at home without help before sepeais
hospitalization {n = 1,143 and 987 from A Controlled Compan-
zon of Ertoran and placebo in patients with Severe Sepsis and
PROWESS-SHOCK, respectively).
Interventions: MNone.

Measurements and Main Besufts: In A Controlled Companson of En-
toran and placebo in patients with Severe Sepsts and PROWESS-
SHOCK, the average age of patients [ving at home independently was
63 and 61 years; 400 (34.9%) and 298 (30.2%) died by § months.
In A Controlled Companson of Entoran and placebo in patients with
Severs Sepsis, 580 patients had a quality of lfe measured using
ECH-5D at & months. Of thess, 41.6% could not ive independently
{22.7% were home but required help, 5.1% weare in nursing home or
rehabiltation facilities, and 5.3% wera in acute cars hospitals). Poor
quality of kfe at & months, as evdenced by problems in mobility, usual
activities, and ssl-care domains were reported in 374%, 43.7%, and
20.5%, respectively, and the high incidence of poor quality of e was
also seen in patients m PROWESS-SHOCK. Over 45% of patients
with mobdity and =self-care problems at & months in A Cantrolled
Companszon of Entoran and placsbo in patients with Severe Sepais
died or reported persistent problems at 1 year.
Conclusions: Among individuals enrolled in a clinical trial who lved
independently prior to ssvere sepsis, one third had died and of
those who survived, a further one third had not retumed to inde-
pendent lving by & months. Both mortality and quality of [fe should
1461
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Long-term Cognitive Impairment
and Functional Disability Among Survivors
of Severe Sepsis
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OGHITIVE IMPAIBMENT AND
physical disability are major
health burdens and drivers of
health care costs. The onset
of disahility is associated with worsened
mortality' and substantial increases in
medical costs over subsequent years,?
including a disproportionate strain on
Medicaid and Medicare. Both cogni-

further burdens on families and infor-
mal caregivers.® Irreversible cognitive
and physical impairment following
acute illnesses are particularly feared
outcomes and weigh heavily on patient
decision making.?

Hundreds of thousands of patients
endure severe sepsis cach year in the
United 5tates.* It has been suspected
that many are discharged with a new—
but poorly defined—constellation of
cognitive and functional impair-
ments,” which may explain their re-
duced quality of life.” Even hospital-
izations for less severe illness often
result in a period of functional dis-
ability? and may hasten the progres-
sion of dementia.*'® Long-term cogni-
tive and functional declines have been
shown among survivors of other criti-
cal illnesses, but these declines may be
partially preventable "' Although se-
vere sepsis is the most common non-
cardiac cause of critical illness,*' the
long-term impact of severe sepsis on
cognitive and physical functioning is
unknown.

S5ee ako p 1833 and Patlent Page.
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Context Cognitive Impalrment and functional disability are major determinants of
caregiving needs and sodetal health care costs. Although the Incldence of severe sep-
sis Is high and Increasing, the magnitude of patients’ long-term cogniltive and furnc-
tional imitations after sepsls Is unknown.

Objective To determine the change In cognitive Impalment and physical functioning
among patients who survive savere sepsls, controlling for thelr presepsis functoning.

Deslgn, Satting, and Patlents A prospective cohort Invalving 1194 patlants with
1520 hospitalizations for severa sepsls drawn from the Health and Retirement Study,
a nationally representative survey of US residents (1998-200E). A total of 9223 re-
spondents had a baseline cognitive and functional assessment and had Inked Medl-
care claims; 516 sundved severa sepsis and 4517 sunived a nonsapsls hospltalzation
to at least 1 follow-up survey and are Induded In the analysls.

Maln Quicome Measures Personal Interdews werne conducted with respondents
or proxles using valldated surveys to assess the presence of cognitive Impalmmeant and
to determine the number of acdvities of dally Iving (ADLs) and Instrumental ADLs (IADLs)
for which patients needed assistance.

Results Surviviors' mean age at hospitalization was 769 years. The prevalence of mod-
erate 1o severs cognltive Impalrment Increased 10.6 percentage points among patients
who survived severe sepsls, an odds ratio (OR) of 3.34 (95% confidence Interval [C1],
1.63-7.25) In multivariable regression. Likewise, a high rate of new functlonal imitations
was seen following sepsts: In those with no lmits before sepsls, 2 mean 1.57 new Nmi-
tatlons (95% Cl, 0.99-2.15); and for those with mild to moderate limitations before sep-
sis, a mean of 1.50 new Imitatons (95% Cl, 0.87-2.12). In contrast, nonsapsls general
hospltalzations were assodated with no change In moderate to severe cognlitive Impalr-
ment ({OR, 1.15; 95% I, 0.80-1.67, P for difference vs sepsls=_01) and with the devel-
opment of fewer new limitatlons (mean among those with no limits before hospltaliza-
tion, 0.48; 95% Cl, 0.39-0.57; P for difference vs sepsls <001 and mean among those
with milld to moderate Imits, 0.43; 95% CI, 0.22-0.63; P for difference=.001). The de-
clines In cognitthve and physical function persisted for at least 8 years.

Conclusions Severe sepsis in this older population was independently associated with
substantlal and persistent new cognitive Impalrment and functonal disabllity among
survlvors. The magnitude of these new deficis was large, likely resulting In a pivotal
downturn In patients’ abllity to live Indepandently.
TAMA, 207020 TE1787-1794
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We studied whether an incident epi-
sode of severe sepsis increased the odds
of subsequentworsened cognitive impair-

vivors. We took advantage of a nationally
representative ongoing cohort study of
older Americans that included detailed in-

mentand functional disability among sur-

formation from personal surveys and
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Intensive Care Units (ICUs). The physical function score of at least 100 diagnoses. Conclusions:  One-guar-
objective of this study was to describe  points, and not 10 or more points ter of patients aged B0 vears or older

12-month outcomes of these patients below baseline. We used regression  who are admitted to ICU survived and
and determune which characteristics  analysis to examine factors associated retumed to baseline levels of physical
are associated with a return o base-  with physical recovery. Re- function ai | vear. Routine assess-
ling physical function | year later. sults:  Patients were on average ment of baseling physical function
Methods:  In this prospective cohort B4 vears old (range 80-99). Mortality and frailty status could ad in prog-
study in 22 Canadian hospitals, we  was 14 % in ICU, 26 % in hospital  nostication and informed decision-
recruited 610 patients aged 80 vears and 44 % at 12 months after admis- making for very old cntically 1l

or older who were admitted to ICU  sion. Of 505 patients evaluable at patients, (ClimcalTrials.gov number
for at least 24 h. At baseline, we 12 months, 26 % achieved physical NCTO1293708).

completed a comprehensive periatric  recovery. In the multivariable model.

assessment and followed patients o physical recovery was significantly kevwords Outcome assessment
determing 12-month survival and associated with younger age, lower  Cntical illness - Physical function
physical function. Our primary out-  APACHE II score, lower Charlson Follow up study - Frailty

come was physical recovery from comorbidity score, lower frailty Aged 80 and older

critical illness at 12 months, defined index, lower baseline physical func-
as being alive with Short Form-36 tion score, and specific admission




After all, there are worse things in life than
death. If you've ever spent an evening with an
insurance salesman, you know what I'm talking

about.

(Woody Allen)

izquotes.com




CMA]

Association between frailty and short- and long-term
outcomes among critically ill patients: a multicentre
prospective cohort study

Sean M. Bagshaw MD, H. Thomas Stelfox MD, Robert C. McDermid MD, Darryl B. Rolfson MD,
Ross T. Tsuyuki PharmD, Nadia Baig B5c, Barbara Artiuch MD, Quazi Ibrahim MSc, Daniel E. Stollery MD,
Ella Rokosh MD, Sumit R. Majumdar MD

ABSTRACT

Background: Frailty is a multidimensional syn-
drome characterized by loss of physiclogic and
cognitive reserves that confers vulnerability to
adverse outcomes. We determined the preva-
lence, correlates and outcomes associated with
frailty among adults admitted to intensive care.

Methods: We prospectively enrolled 421 criti-
cally ill adults aged 50 or more at 6 hospitals
across the province of Alberta. The primary
exposure was frailty, defined by a score greater
than 4 on the Clinical Frailty Scale. The primary
outcome measure was in-hospital mortality.
Secondary outcome measures included adverse
events, 1-year mortality and quality of life.

Results: The prevalence of frailty was 32.8%
(95% confidence interval [CI] 28.3%-37.5%).
Frail patients were older, were more likely to
be female, and had more comorbidities and
greater functional dependence than those
who were not frail. In-hospital mortality was

higher among frail patients than among non-
frail patients (32% wv. 16%; adjusted odds ratio
[OR] 1.81, 95% C| 1.09-3.01) and remained
higher at 1 year (48% w. 25%; adjusted hazard
ratio 1.82, 95% Cl 1.28-2.60). Major adverse
events were more common among frail
patients (39% wv. 29%; OR 1.54, 95% Cl 1.01-
2.37). Compared with nonfrail survivors, frail
survivors were more likely to become function-
ally dependent (71% v. 52%; OR 2.25, 95% CI
1.03-4.89), had significantly lower quality of
life and were more often readmitted to hospi-
tal (56% v. 39%, OR 1.98, 95% Cl 1.22-3.23) in
the 12 months following enrolment.

Interpretation: Frailty was common among
critically ill adults aged 50 and older and iden-
tified a population at increased risk of adverse
events, morbidity and mortality. Diagnosis of
frailty could improve prognostication and
identify a vulnerable population that might
benefit from follow-up and intervention.
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Appendix 2: Clinical Frailty Scale

Clinical Frailty Scale*
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Selection of critically ill patients for the study cohort.

Patients admitted to ICU
n=2180

Excluded n =821
e Age<50yr n=639
¢ Moribund, orstay <24 h n=182

Potentially eligible patients
R=A359

Excluded n =938
¢ Missed/no consent/excluded
for other reasons n =840
e Prior admission to ICU during
index hospital admission n =61
e Prior inclusion in study n =37

Enrolled in study
n =421

Assessed at 6 and 12 mo
for vital status
n=421

Bagshaw S M et al. CMAJ 2014;186:E95-E102
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Distribution of Clinical Frailty Scale scores and prevalence of frailty (score > 4) among the

participants.
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Adjusted hazard ratios for death within 12 months after admission to an intensive care unit,
stratified by Clinical Frailty Scale score (score > 4 indicates frailty).

Frailty Decreased | Increased
Model score HR (95% ClI) <— risk | risk —>

Unadjusted 1-3

Model 2

e

Model 5

Hazard ratio (95% ClI)

Bagshaw S M et al. CMAJ 2014;186:E95-E102
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Kaplan—Meier survival curves stratified by Clinical Frailty Scale score.

Clinical Frailty Scale score
-+ 1-3 4
5 — 6-8

Probability of survival

Log-rank, p < 0.001
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ORIGINAL ARTICLE

One-Year Outcomes in Caregivers
of Critically Ill Patients
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ABSTRACT

BACECROUND

Faw respurces are available to support caregivers of pacents who have survived critical ill-
ness; consequently, the caregivers’ own health may suffer. We smdied caregiver and patient
characeeristics w0 devermine which characteristics were associaced with caregivers' health
outcomes duting che first vear after patient discharge from an intensive care unit (ICU7).

METHODS

We prospectively enrolled 280 caregivers of patients who had recewved 7 or more days of
mechanical ventdlation in an ICU. Using hospital data and self-administered quescons
naires, we collected information on caregiver and patient characeeristics, including
caregver depressive sympeoms, psychological well-being, health-related qualicy of life,
sense of conerol over life, and effect of providing care on other activities, Assessments
occurred 7 days and 3, 6, and 12 months after ICU discharge,

RESULTS

The caregivers' mean agewas 32 vears, 709 were women, and 61% were caring for a spouse.
A large percentage of caregivers (7% initdally and 45% ar 1 year) reporeed high leves of
depressive symptoms. Depressive sympeoms decreased at least pardally with dme in 84% of
the caregivers but did not in 16f%. Variables thar were significantly associared with worse
mentd health outcomes in caregivers were younger age, sreaser effect of patient care on
oeher activities, less social support, less sense of conera! over Life, and less personal groweh.
Mo patient variables were consistently associared with Caregiver Oumomes OVer Sme.
CONCLUSIONS

[n this study, mos: caregivers of crigcally il patients repored high levels of depressive sympooms,
which commonly persised up to 1 vear and did not decreass in some caregivers. (Runded by the
Canadian Insdtutes of Health Research and ochers; Clinical Trials.pov number, RCTODEM220)
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Cost to relatives

 Financial: US $642 billion annually.
Canada $27 billion annually.

More than % the patients who have
received prolonged mechanical ventilation
during a stay in ICU and survive to
discharge continue to require assistance
from a care-giver one year after ICU
discharge.



Long-term Outcomes after Critical lliness. The Best Predictor
of the Future is the Past.

Brian Cuthbertson and Hannah Wunsch . AJRCCM 2016.



The single biggest problem in communicationis
the illusion that it has taken place.

-- George Bernard Shaw

Patient centred.
Attitudes, values and beliefs.
Burden of ongoing care.




Is our current system of the end of life care working?

 Major area of disputes, complaints and media attention
DESPITE

o Significant health expenditure

— 50% die In acute care hospitals

— 30% of Medicare expenditure (US) is for patients in
last year of life- 40% in last month of life



Courts and decisions

/2 y.0. out of hospital cardiac arrest

25 minutes down time

GCS 3 at 3 weeks

Breathing spontaneously — not brain dead

Medical consensus that no real prospect of
significant recovery.

Family wanted ventilation for 6 months

« Mesiha v Southeastern Sydney Health Service (2004)



Patient’s current state

Mechanically ventilated through a tube
Fed and hydrated through a tube

Urine removed through a tube

Faeces removed through a tube

Saliva removed through a (suction) tube
Eyes taped to prevent corneal ulceration



Courts, doctors and decisions

...current treatment is futile...also will be
burdensome and intrusive...Court is in no
better position to make a determination of
future treatment than are those who are
principally under the duty to make such a
decision...withdrawal of treatment may put
his life in jeopardy but only to the extent of
bringing forward what | believe to be
Inevitable in the short term.

Howie



Who makes the decisions?

30 y.0. man

Thalassaemia major (i.e.homozygote)
Paediatrics — haematology — cardiology
BP 90/40 on dobutamine

Oliguric

Cardiology — nephrology — intensive care

‘Patient and family want everything done’



What Is ‘everything’?

Do you want everything done?
l.e. treatment, comfort, care, life.

j> Good

Do you want nothing done?
I.e. abandonment, pain, suffering, death.

j> Bad

no brainer




Everything that Is appropriate?

Pain control
Relief of suffering
Facilitating maximal possible functional capacity

Focus on physical, psychological, spiritual and
Intellectual needs of patient

Good (palliative) medicine



ADVANCE CARE DIRECTIVES BILL
House of Assembly - Wednesday, 17 October 2012,
The Hon. J.D. Hill

What is appropriate healthcare to be offered in
particular circumstances is to be determined by
health practitioners according to their clinical
expertise and judgment. This is consistent with a
well accepted common law principle of health care
that a person can consent to treatment that is
offered, and refuse treatment that is offered, but
cannot demand treatment that is not offered.




Part 2—Amendment of Consent to Medical Treatment
and Palliative Care Act 1995

(2) A medical practitioner responsible for the treatment or care of a
patient in the terminal phase of aterminal illness, or a person
participating in the treatment or care of the patient under the medical
practitioner's supervision—

(a) is under no duty to use, or to continue to use, life sustaining
measures in treating the patient if the effect of doing so

would be merely to prolong life in a moribund state without
any real prospect of recovery or in a persistent vegetative

state (whether or not the patient or the patient's

representative has requested that such measures be used or
continued); and

(b) must, if the patient or the patient's representative so directs,
withdraw life sustaining measures from the patient.



6—Health practitioner cannot be compelled to provide particular health care

(1) Nothing in this Act authorises the making of—

(a) a provision of an advance care directive; or

(b) a decision by a substitute decision-maker under an advance care
directive; or

(c) an order made under Part 7,

that purports to compel a health practitioner to provide a particular form
of health care to a person.

Note—

Whilst a person can indicate his or her wishes in respect of the health
care he or she wishes to receive, ultimately the guestion of what form
of health care should be provided to a patient is a matter for the health

practitioner to decide

(however, a person is entitled to refuse health care of any kind, or to
require it to be stopped, including health care that saves or prolongs

his or her life).






ANZICS Statement on End-of-Life Care for the Critically Il
Principles of End-of-Life-Care

“The success of intensive care Is not,
therefore, to be measured only by the
statistics of survival, as though each death
were a medical failure. It is to be measured by
the quality of lives preserved or restored; and
by the quality of the dying of those in whose
Interest it is to die; and by the quality of
human relationships involved in each death.”

G.R Dunstan, University of London, 1984



Should ICU make the decisions??

9)
|
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