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Primum non nocere. 



Death 

• Absolute certainty (like taxes!). 
 

• Part of a process. 
 

• Not a defeat or a failure. 
 
 

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







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? 



ARDS: PTSD  
 Severe exercise limitation 
 
Sepsis:  30% dead at 6months 
 30% dependent at 6 months 
 New cognitive impairment 
 
 

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





Survival Rates, 6-Minute Walk Distance, and Quality of Life for 5 Years after Discharge from 
the Intensive Care Unit. 

Herridge MS et al. N Engl J Med 
2011;364:1293-1304 



Date of download:  8/4/2014 Copyright © 2014 American Medical 
Association. All rights reserved. 

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 

Mean Annual Mortality in Patients With Severe SepsisError bars indicate 95% CI. 
 

Figure Legend: 















Selection of critically ill patients for the study cohort. 

Bagshaw S M et al. CMAJ 2014;186:E95-E102 

©2014 by Canadian Medical Association 



Distribution of Clinical Frailty Scale scores and prevalence of frailty (score > 4) among the 
participants. 

Bagshaw S M et al. CMAJ 2014;186:E95-E102 

©2014 by Canadian Medical Association 



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).  

Bagshaw S M et al. CMAJ 2014;186:E95-E102 

©2014 by Canadian Medical Association 



Kaplan–Meier survival curves stratified by Clinical Frailty Scale score. 

Bagshaw S M et al. CMAJ 2014;186:E95-E102 

©2014 by Canadian Medical Association 





Cost to relatives 

• Financial:  US $642 billion annually. 
Canada $27 billion annually. 
 
More than ½ 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 Illness. The Best Predictor 
of the Future is the Past. 
Brian Cuthbertson and Hannah Wunsch . AJRCCM 2016. 



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 

• 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 

• 72 y.o. 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 I believe to be 
inevitable in the short term. 

                                                     Howie 



Who makes the decisions? 

• 30 y.o. 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? 
i.e. treatment, comfort, care, life. 
              Good 

 
Do you want nothing done? 
i.e. abandonment, pain, suffering, death. 
              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 a terminal 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 question 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 Ill 
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?? 
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