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Special Articles

Recommendations for end-of-life care in the intensive care
unit: A consensus statement by the American College of

Critical Care Medicine

Robert D. Truog, MD, MA; Margaret L. Campbell, PhD, BN, FAAN: J. Randall Curtis, MD, MPH:
Curtis E. Haas, PharmD, FCCP; John M. Luce, MD; Gordon D. Rubenfeld, MD, MSc;
Cynda Hylton Rushton, PhD, RN, FAAN: David C. Kaufman, MD

crit€are Med 2008:-36:953-963
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EOLC(End-of-Life Care)
AR HBBE
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® Physicians who would not be surprised if their patient
died within the next year should initiate discussions
about prognosis and advance directives.

Lynn. JAMA 2001,285:925-32










Pallrative Care

@ |s an approach that improve the quality of
ife of patient'and their families facing the
problem associate with life threaten

iliness, through the/prevention and
relief of suffering by means of early
identification and impeccable treatment of
pain and other problems, physical,

psychological and spiritual
WHO, 2002




National Hospice/Palliative Care Month

NOVEMBER 2007

It must be LC ...I6’s called hospice.

National Hospice as



NIH State-of-the-Science
Panel’'s Conclusions

1. Circumstances surrounding end of life are poorly understood, leaving many
Americans to struggle through this life event.

2. Ambiguity surrounding the definition of end-of-life hinders the development
of science, delivery of care, and communications between patients and
providers.

3. End-of-life care is often fragmented among providers and provider settings,
leading to a lack of continuity of care and impeding the ability to provide
high-quality, interdisciplinary care.

4. Current end-of-life care includes some untested interventions that need to
be validated.

5. Enhanced communication among patients, families, and providers is crucial
to high-quality end-of-life care.

6. Subgroups of race, ethnicity, culture, gender, age, and disease states
experience end-of life care differently, and these differences remain poorly
understood:
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xF% K (medical futildty), 4
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Supporting Family Caregivers at End of Life
“They Don’t\kmow what they Don’t Know”
“We/don’t know what they don’t know”
“We don’t know what we don’t know”
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% 84 yo, Dementia

» Fall, SDH, contusion, GCS14
' ICU, Physical restrain, NG
Dlgnlty > Death

@ General ward

@ 7t day, peaceful death
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»/Fall, SDH, contusion, GCS14
» ICU, Physical restrain, NG
Dlgnlty> Death

® General ward

@ 71 day, peaceful dead
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JAT = &F(QODD)

® Measurement

® Questionnaire
e Attending, Rs, Nurse
e Patient, Families

@ Prospective
@ Retrospective
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Fatal+CU-admitted stroke patients

€ /Period: 2002/11 ~ 2006/2
© Place: NTUH Stroke ICU

@ Patients: 114
e Male: 62 (54%); female: 52 (46%)
e Age: 64.5+15.5 years
e In-hospital death: 74 (65%)
e Critical AAD: 40 (35%)




DNR Order 11104 Stroke Patients

Total Infarct ICH SAH
(n=104) (n=48) (n=42) (n=14)

DNR items

No'intubation 27 21 5 1

No tracheostomy 77 36 33 8

No cardiac message 104 48 42 14

No DC shock 104 48 42 14

No artificial 75 38 28 9
respiration

No catecholamine use 48 25 20 3

No antibiotics use 64 30 27 7

TNanirnl <eci 20024 5"ARN A



NR Order

91.2

Infarct ICH Total
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N=114
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Frequency of Laboratory Examinations
and Chestx=ray Study on/DNR and Death

100 /r 92.3

H Laboratory exam

H Chest x-ray

37.7

DNR Death
N=104 N=114
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Significant factors of ICU mortality
N
pralonged ICU stay
Odds Ratio 95% ClI

Use of RRT 3.725 2.278 —6.092 <0.001

Sighing a DNR consent 25.845 15.631 —42.733

(Logistic regression model)

Huang et al. J Fomosa 2009(Accepted)
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Table 4 Comparisons of treatment intensity at time of death between

patients in different groups (I)

Total DNR status Age (years)
DNR Non <1  40-65 >75 P
n=601  DNR _ / ™\ n=30 n=361  n=179
FiO, 0.6410.27 061402 072402 Nago0 S 0.8810.2 0.6410.2 061025 0.000
Ventilator 822 (94.2) 564 258 30 (100) 340 163 0.128
(93.8)  (94.9) @ (942)  (91.1)
Antibiotics? 0.007
Nil 198 (22.7) 138 60 (22.1) 4(13.3) 80(22.2) 49 (27.4)
(23.0)
1° 34 (3.9) 23(3.8) 11 (4.0) 133) 11(3)  8(4.5)
2 307 (35.2) 207 100 6(20) 144 48 (26.8)
(34.4)  (36.9) (39.9)
3 334 (38.3) 233 101 19 (63.3) 126 74 (41.3)
(38.8)  (37.1) (34.9)
1= 23.4t315  22.0128. 26.8137. 32.3t25. 24.3t36. 18.7+21.0 0.047
4 4 1 3
Dialysise 239 (27.4) 151 88 (32.4) 19 (63.3) 107 36 (20.1)  0.000
(25.1) (29.6)
Lab 548 (62.8) 363 185 (68) 27 (90) 230 106 0.005
(60.4) 63.7)  (59.2)
VYD NAD (K9 O\ 2907 1AL 10 (R2 2\ 10A QA (19) N 104
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Table 1. Number of mortality, DNR, and length of different stay in
surgical ICU of NTUH (2003-2006)

2003 2004 2005 2006

DNR/Mortality 96/145 (66.2) 142/200 (71) 194/296 169/232
(%) (65.5) (72.8)

11.1+15.3 12.8126.5 11.0£34.1 (3) 11.8+20.1 (5)
ICU- DNR (day) (5.5) (5)

DNR- death (day) (2.345.0 (0)  2.745.6 (1)  4.4f11.0(1) 3.515.9 (2)

ICU- death (day) 12.7+19.1(6) 13.9£23.7  14.2%37.3 (5) 15.6+24.0 (8)




Going home te-die from surgical ICU

Table 1 Yearly trend (2003-2007) of admssion number, morlahty number, and mber of patients gomg home o die i the lemm
sage m SICU paents of NTUH

Yeur 203 XM 2008 006

[CU alrmnssion 2620 1153 419 4131
ICU morlahty” 145 (35] X0 5.3) W6 (1.1) 132 (56)
(o home {o die from 1CU° 6 (44.) 185 81 (274 5 (24.]] ﬁH 34.ﬁ|

NI IMlhml Tarwan Univeraty Hospital, SICU surmcal mlen- e nny - our SICU paents were sigmficantly  cafferent




Tt i pif IR L R A2

(1)34% Eff‘ iE RO % LisPIT s RS GG R R DR, 0 e R
T AAD =R GEAL sﬂlx.pm.g/fb
@)%?i#iiffﬁiﬁ-(%%%ﬁﬁikha)

FHPER2E £ 4 4 J5 % W ICU Vs & op Vs) » li'—]‘{‘iﬁ"' ETR R AT 35 (mﬁ:’\ ﬁ - F & SICUAE = - nursmg
protocol/ﬁii’“ PR/ BEEL/FEDY o FFHETAMIFR 0 T p AR AT FEWEL A
A e T f‘—"]‘(i 5 #5204 12304 "Jl‘m 2

P ?\wﬂa‘ To-PAMEEL - PRARARL IS F A fET AR AT
@) ?%;ﬂ'ff i?\ﬁvﬂﬁﬁ* (LA )

e S R AP £

1}1'5"\&,% FepF &

B4 f e s (10N 5 - ¢ %)
4 e uEEJHBAM— TAM % 2

(4) k. - l‘fendoli [V line (% Z&w 30 ¢ » H - Ié‘iiﬁ“,f > Morphine 5amp/250 N/S for sedation,
catecholamme B % * - & (dopamine or bosmln)

(5) ERE » BRpeBER
A RRE TR A ETLT RGP AL L{ T DA PR LR - R

SR LR L VESERT LR

(6) f‘ufr;% —> L RZE FRXt R 0 PHEA B by o RHR2 Key# o REIB R R L S R
AR ML L o AP I GBI (R g B DY R ey

(7) «) HH — A LR FRLFF RN FER L (Y AT d R K

(8) %fﬂ%m:

Yo )



N\



Initiating End-of-Life Discussions

With . Seriously |l Patients

Addressing the “Elephant in the Room”
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JAMA. 2000;284:2502-2507




THE DOGTOR AND PATIENT:
FACINGTHE INEVITABLE TOGETHER

JAMA. 2000,284.2502-2507 W\WWw.jama.com
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Joumal of Critiesl Cre (2008 1) joctors need to know the wishes of their patients as soon
: as they enter the hospital system. We need to leam to

set goals of care in real time [3-7]. There are excellent

- frameworks available as guidelines [7.8]. There is so much
ELSEVIER to lose when these discussions do not occur [7]. Is palli-
ation a sign of failure to some physicians or have they not

Narrative in Critical 'read the literature?

‘nal of
al Care

Liver failure, life support, family support, and palliation:

An inside story

Victoria Guy BScN, RN*

Halifax, Nova Scotia Canada BIM 4

v
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Hospice and Palliative Medicine: New Subspecialty, New
Opportunities

Tammie E. Quest, MD From Emery University, Atlanta, GA (Quest); the University of Toleds, Toleda, OH {Marco); and the
Catherine A Marco, MD Department of Population Health-8ioethics and Department of Emergency Medicine, Madical
Arthur B Derse. MD. 1D College of Wisconsin, Milwaukee, Wl (Derse).

[Ann Emerg Med. 2008;XxX:XxX.]
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Improving EOLC
communication

1. Communication skills training, for clinicians
2. ICU family conference early in ICU course
3. Interdisciplinary team rounds

4. Avallability of palliative care and/or ethics
consultation

5. Development of a supportive ICU culture for
ethical practice and communication




Evidence-based recommendations for
conducting family conference:

Find a private location
Increase proportion ofitime spent listening to family .
Use “VALUE” mnemonic during family conferences.
Yalue statements made by family members.
Acknowledge emotions.
Listen to family members.
Understand who the patient is as/a person.
Elicit questions from family members.
Identify commonly missed opportunities
Listen and respond to family members.
Acknowledge and address family emotions.
Explore and focus on patient values and treatment preferences.
Affirm nonabandonment of patient and family.
Assure family that the patient will not suffer

Provide explicit support for decisions made by the family




Joumal of Critical Care (2000 1x, 00—

Journal of
Critical Care

ELSEVIER

Family meetings made simpler: A toolkit for the intensive

care unit™

Judith E. Nelson MD, JD**, Amy S. Walker BA?, Carol A. Luhrs MD®,
Therese B. Cortez MSN, NP, ACHPN “; Peter J. Pronovost MD, PhD©
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ICU Communication
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Interdisciplinary ICU Communication

= TN N ]

Respir Care 2008;53(4):480-487
tensive Care Med2006;32(1):15-17
Fillv CM: Am—-1 Med 2000 .-,.
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V.A.L.U.E.

V = Value comments made\by the family
A = Acknowledge family emotions

L = Listen

U = Understand the patient as a person
E = Elicit family questions

Raoachir.Care 200252/ ANV-A420)_AN127



® AMttitude: Z 3% f iz
® Prepare: & §
€ Persons: 7 & %

® [isten: ™

® Fnvironment: &5
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Shared Decision Making
£ AR

Default starting place of shared decision-making

!

1. Assess prognosis and certainty of prognosis

|

2. Assess family preference for role in decision-making

|

3. Adapt communication strategy basad on patient ard family factors
and reassoss regularly

]~

N

Parentalism or Autonomy or

Doctor Decides w Family Decides

Shared Decision
Making

1. r]-|.|.L'-.'-.'—r=lfr-.'1':- approach to J_'l-s'l.l.'jl.'l'l‘l'— and |:';.l.|'|'|i.|._-.
1Ty that s for a default s 1
1 be moditied |’
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Good<communication

@ Clear and sensitive language

@ Skill and attitude

& Self-awareness, psychological insight
@ Lifelong educational process

@ |nstitutional culture

A e tauz s | AT - 7]
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N bandonment

& Announcement
AT &5 A
& Assurance and reassurance
A %FE FHg2ER 7y
® Action
iEFE Rk E IR

J palliative-care 2005; 8:797-807
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Palliative trian

Fig. 4. The palliative triangle. Interactions among the patient, the family, and the surgeon
guide individual decisions regarding palliative care. Hope for achievable goals is advanced
as each participant of the palliative triangle fulfills specific obligations.
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DNRZ_ (s fmerd 77 %

@ Wit
&/ Wit
& Wit

NG
NG

NG

<’F T2 R

raw mannitol
raw catecholamine
raw ventilator: FI02=25%,

RR=8/min
@ DC Lab
@ Colloid
@ Keep negative balance




DNRz 1¢
PR

8 /)4 - CO”Oid, Lasix, NPO, Levophed
& v
e 7 i& ¢ Sedatives, NMB
e X % #: morphine
® J; . analgesics
@ §2.87 . Cold packing, Supp
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® Edema

®/Co
® Sp
@ Co

d packing
Inting
loid

@ Diuretics
@ Negative balance




Barriers<to palliative care

@ Physician

& Traditional value

& Uncertainty In prognosis

@ Organ-oriented care

@ [nadequate palliative training
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