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Change in End-of-Life Care

for Medicare Beneficiaries
Site of Death, Place of Care, and Health Care Transitions
in 2000, 2005, and 2009

2000

2005

2009

MNo. of decedents

270202

291819

286282

Deaths in acute care hospitals,
% (95% CI)

32.6 (32.4-32.8)

26.9 (26.7-27 1)

24.6 (24.5-24.8)

ICU use in last month of life,
% (95% CI)

24.3 (24.1-24.5)

26.3 (26.1-26.5)

29.2 (29.0-29.3)

Hospice use at time of death,
% (95% CI)

21.6 (21.4-21.7)

32.3 (32.1-32.5)

42.2(42.0-42.4)

Health care transitions in last 80 d
of life per decedent, mean (median)
(IQH)

21 (1.0)
(0-3.0)

2.8 (2.0)
(1.0-4.0)

3.1 (2.0)
(1.0-5.0)

Health care transitions in last 3 days
of life, % (95% Cl)

10.3 (10.1-10.4)

12.4 (12.3-12.5)

14.2 (14.0-14.5)

Joan M. Teno, MD., MS

JAMA. 2013,;309(5):470-477



Trends in the Aggressiveness of End-of-Life Cancer Care in

the Universal Health Care System of Ontario, Canada
Thi H. Ho, Lisa Barbera, Refik Saskin, Hong Lu, Bridget A. Neville, and Craig C. Earle
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Fig 1. Trends in end-of-life care in Ontario (ON) compared with the United States (US). (A) Emergency department visits; (B) chemotherapy; (C) intensive care unit
admissions; (D) hospitalizations. NACRS, National Ambulatory Care Reporting System.

J Clin Oncol 29:1587-1591. © 2011 by American Society of Clinical Oncology
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Original Investigation
Family Perspectives on Aggressive Cancer Care
Near the End of Life

Alexi A. Wright, MD, MPH; Nancy L. Keating, MD, MPH; John Z. Ayanian, MD, MPP; Elizabeth A. Chrischilles, PhD; Katherine L. Kahn, MD;
Christine S. Ritchie, MD, MSPH; Jane C. Weeks, MD, MSc'; Craig C. Earle, MD, MSc; Mary B. Landrum, PhD

JAMA. 2016;315(3):284-292.

Table 5. Associations Between Aggressive End-of-Life Care and Family Members’ Overall Rating of the Quality of a Patient’s End-of-Life Care

Family Member-Rated End-of-Life Care as Excellent Quality

Type of Aggressive Total No. (%) Unadjusted e
End-of-Life Care (N =1146) No. (%) % Risk Difference (95% CI)? P Value®
During last mo of life
Intensive care unit admission
No 995 (86.8) 520 (52.3) 52.5
-9.4 (-18.2 to -0.6) .04
Yes 151 (13.1) 68 (45.0) 43.1
=2 Hospitalizations
No 1076 (93.9) 556 (51.7) 51.8
-8.5(-20.8 t0 3.8) 17
Yes 70 (6.1) 32 (45.7) 433
=2 Emergency department visits
No 1056 (92.1) 542 (51.3) 51.4
-1.5(-12.8t09.7) 79
Yes 90 (7.9) 46 (51.1) 49.9
Chemotherapy =2 wk before death
No 1071 (93.5) 551 (51.5) 51.5
-2.6 (-14.8 t0 9.6) .68
Yes 75 (6.5) 37 (49.3) 48.9
No hospice or <3 d before death
No 599 (52.3) 352 (58.8) 59.3
-16.5 (-22.4 to -10.7) <.001
Yes 547 (47.7) 236 (43.1) 42.8
Death occurred in hospital
No 686 (59.9) 394 (57.4) 58.0
-17.0 (-22.9 to -11.1) <.001
Yes 460 (40.1) 194 (42.2) 41.0
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Associations Between End-of-Life Discussions,
Patient Mental Health, Medical Care Near
Death, and Caregiver Bereavement Adjustment

Alexi A. ‘s‘-.'righl, MD

Baohui }Chun;_f. MS JAMA. 2008:300{14):1665-1673
Alaka I{u}'. MD

Table 4. Associations Between Caregivers' Outcomes and Patients’ End-of-Life Care and Quality of Life (N = 202)

Aggressive Medical Care Hospice Care Patients’ Quality of Life
I 1 I 1 I 1
Caregiver Bereavement Standardized p P Standardized p P Standardized p P
Outcomes Coefficient® Value Coefficient® Value Coefficient® Value
Health-related quality of life® )
Cwerall —0.15%d 004 0.06%¢ 31 0.200%&f =001
Self-reported health -0.12¢ 04 -0.06% 30 01758 004
Physical function -0.10%49 05 0.010%9 85 0.14c8h 02
Mental health —0.11¢ 06 0.01¢ 81 0.13C& 04
Rale limitation 0176k 008 -0.03¢ B2 —-0.10%# 156
Change in health 0.57 (0.29 to 1.11)¢ 10 1.55 (0.89 to 2.60)° 12 1.17 (1.05to 1.29)%# 003
adjusted OR, (95% CI)
Grigf reaction . R
Felt prepared for death —0.30%! <.001 0.136% 05 0.23%8 002
Regret 017 0.0 -0.08f 25 —0.30# =.001
Mental disorders™
Any mental disorder 2.25(0.81 to 6.23)%" a2 0.87 (0.38 to 1.97)5" 78 0.87 (0.73 t0 1.03)%# 10
adjusted COR (95% CI)
Major depressive disorder 3.37 (1.12 to 10.13)%N 03 0.46 (017 to 1.21)0 12 0.86 (0.71 to 1.05)® 09

adjusted OR (95% ClI)
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Augmentation de l'incidence d’admission en fin vie de patients
cancereux en USI les vingt dernieres annees

Conclusions

Une admission en USI en fin de vie reduit la perception de la

qualité des soins chez les conjoints et augmente le risque d’un
deuil complique.
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Original Investigation

Comparison of Site of Death, Health Care Utilization,

and Hospital Expenditures for Patients Dying With Cancer
in 7 Developed Countries

Justin E. Bekelman, MD; Scott D. Halpern, MD, PhD; Carl Rudolf Blankart, PhD; Julie P. Bynum, MD, MPH;

Joachim Cohen, MSc, PhD; Robert Fowler, MDCM, MS(Epi): Stein Kaasa, MD, PhD; Lukas Kwietniewski, MSc;

Hans Olav Melberg, PhD; Bregje Onwuteaka-Philipsen, PhD; Mariska Oosterveld-Vlug, PhD; Andrew Pring, MSc; JAMA. 2016:315(3):272-283.
Jonas Schreydgg, PhD; Connie M. Ulrich, PhD, RN; Julia Verne, MBBS, PhD; Hannah Wunsch, MD, MSc;

Ezekiel J. Emanuel, MD, PhD:; for the International Consortium for End-of-Life Research (ICELR)

Table 3. Health Care Utilization and Hospital Expenditures for Decedents Older Than 65 Years With Any Cancer in 7 Developed Nations

Belgium Canada England Germany The Netherlands MNorway United States

Decedents in cohort, 21054 20818 97095 24434 7216 b636 211816
2010, No.

Deaths in acute care 10780 (51.2) 10846 (52.1) 40514 (41.7)* 0369 (38.3) 2125 (20.4) 2966 (44.7) 47087 (22.2)°
hospitals, Mo. (%)

Last 180 Days of Life

Inpatient health care
utilization

Hospitalization in acute 18 675 (88.7) 18132 (87.1) 80283 (82.7) 17078 (69.9) 5524 (76.5) 5481 (82.68) 158 227 (74.7)
care hospital, No. (%)

Per capita hospital 2.0(1.5) 1.6 (1.2) 1.7 (1.5) 1.7 (1.8) 1.6 (1.9) 3.1(1.8) 1.6 (1.5)
admissions, mean (5D)

Per capita hospital 27.7(27.4) 19.0 (21.5) 18.3 (20.7) 21.7 (25.0) 17.8 (24.9) 24.8(12.8) 10.7 (14.0)
days, mean (SD)

21 ICU admission, 1684 (17.5) 3164 (15.2) 2014 (8.2) 737 (10.2) 85 362 (40.3)
Mo. (%)

Per capita ICU days, 1.3 (5.7) 1.2 (5.1) 0.6 (4.1) 0.7 3.7 3.6(8.4)
mean (S0

ED visit, No. (%) 13580 (64.5) 18341 (88.1) /6121 (78.4) 11426 (46.8) 156532 (73.9)
Per capita ED visits, 1.0 (1.0) 23(2.1) 1.4(1.2) 0.7 (1.0) 1.7 (1.7)

mean (S0
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Fig. 2 - Trends of aggressive end-of-life care in 92 hospital referral regions among SEER-Medicare areas. Each line represents a
hospital referral region (HRR), showing the regression for trend in aggressive end-of-life care. Five HRRs (highlighted in orange)
had a trend of >2% decrease. SEER: Surveillance, Epidemiology, and End Results.
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TABLE 3 ADJIUSTED ASSOCIATIONS BETWEEN PATIENT CHARACTERISTICS AND DyING IN THE ICU or
IN THE HospPITAL FOLLOWING [CU CoMPARED WITH DYING IN THE HospiTAL wiTHOUT ICU UTILIZATION AMONG
INPATIENT DECEDENTS AT THE UNIVERSITY OF TEXAS MD ANDERSON CANCER CENTER FROM 2003 1o 2007, N=3860

Place of death

cot In hospital following ICU*
OR 95% CI p value OR 95% C1 p value
Residence
Harris County 1.00 1.00
7 surrounding counties 1.13 0.88-1.44 0.339 1.29 0.95-1.74 0.104
Rest of Texas 1.28 1.05-1.55 0.014 0.97 0.75-1.26 0.835
Rest of United States 1.50 1.22-1.85 <0.001 1.16 0.88-1.53 0.305
International 1.85 1.18-2.91 0.007 0.87 0.43-1.76 0.698
Malignancy
Hematologic 3.80 20-4.50 <0.001 1.97 1.57-2.46 <0.001
Nonmetastatic solid 281 2.17-3.63 <(.001 1.91 1.36-2.68 <0.001
Metastatic solid 1.00 1.00
Months since diagnosis
<2 1.42 1.13-1.78 0.003 1.02 0.75-1.39 0.895
2-<6 1.08 0.85-1.39 0.526 0.79 0.56-1.11 0.168
6-<12 0.86 0.67-1.12 0.262 1.02 0.74-1.41 0.898
12-<36 0.83 0.66-1.05 0.118 0.96 0.71-1.29 0.785
36+ 1.00 1.00
Admission Priority
Elective 1.34 1.06-1.69 0.013 0.99 0.71-1.38 0.957
Urgent 1.74 0.92-3.30 0.090 1.13 0.45-2.82 0.794
Emergency 1.00 1.00
Service
Medical 1.00 1.00
Pediatric 2.11 1.28-3.47 0.003 1.13 0.54-2.39 0.743
Surgical 2.34 1.81-3.04 <0.001 1.78 1.27-2.50 0.001
Palliative care consultation 1.00 1.00
at hospital admission 0.05 0.03-0.10 <0.001 0.08 0.04-0.17 <0.001

K. Wallace, PhD,

JOURNAL OF PALLIATIVE MEDICINE |
Volume 18, Number 8, 2015
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Conclusions fo%g‘

Augmentation de l'incidence d’admission en fin vie de patients
cancereux en USI les vingt dernieres annees

Une admission en USI en fin de vie reduit la perception de la

qualité des soins chez les conjoints et augmente le risque d’un
deuil complique.

Il y a une variation importante de |'utilisation des ressources en
fin de vie entre pays, centres, services et médecins.
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JAMA | Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT

Changes in End-of-Life Practices in European Intensive Care
Units From 1339 to 2016 o

Charles L. Sprung, MD; Bara Ricou, MD; Christiane S. Hartog, MD; Paulo Maia, MD; Spyros D. Mentzelopoulos, MD, PhD; Manfred Weiss, MD;
Phillip D. Levin, MB, BChir; Laura Galarza, MD; Veronica de la Guardia, MD; Joerg C. Schefold, MD; Mario Baras, PhD; Gavin M. Joynt, MBBCh;
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Angel Estella, MD; Alexander Avidan, MD

Figure. Changes in End-of-Life Practices From 1999-2000 to 2015-2016 in 22 ICUs by European Region
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A:Seven hospitals with lowest number of deaths
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Provider and Patient Gender Influence
on Timing of Do-Not-Resuscitate Orders
in Hospitalized Patients with Cancer

Melissa A. Crosby, MD, Lee Cheng, MD, PhD? Alma Y. DeJesus, MSN?
Elizabeth L. Travis, PhD? and Maria A. Rodriguez, MD*

TABLE 3. ApJusTED ODDS RATIO FOR EARLY
DoO-NOT-RESUSCITATE ORDER (<5 DAYS)
BY PHYSICIAN GENDER

Patient characteristics OR 95% CI p
Physician gender
Male Reference
Female 0.97 0.76-1.20 0.2449
Patient gender
Male Reference
Female 1.27 [.07-1.50 0.006
Gender interaction
Male physician*male Reference
patient
Male physician*female 1.09 091-1.31 0.361
patient
Female physician*male  Reference
patient
Female physician*female .48 1.13-1.94 0.006
patient

JOURNAL OF PALLIATIVE MEDICINE
Volume 19, Number 7, 2016



Provider and Patient Gender Influence
on Timing of Do-Not-Resuscitate Orders
in Hospitalized Patients with Cancer

Melissa A. Crosby, MD, Lee Cheng, MD, PhD? Alma Y. DeJesus, MSN?
Elizabeth L. Travis, PhD? and Maria A. Rodriguez, MD*

TABLE 3. ApJusTED ODDS RATIO FOR EARLY
DoO-NOT-RESUSCITATE ORDER (<5 DAYS)
BY PHYSICIAN GENDER

Patient characteristics OR 95% CI p
Physician gender
Male Reference
Female 0.97 0.76-1.20 0.2449
Patient gender
Male Reference
Female 1.27 1.07-1.50 0.006
Gender interaction
Male physician*male Reference
patient
Male physician*female 1.09 091-1.31 0.361
patient
Female physician*male  Reference
patient
Female physician*female .48 1.13-1.94 0.006
patient

JOURNAL OF PALLIATIVE MEDICINE
Volume 19, Number 7, 2016



Provider and Patient Gender Influence
on Timing of Do-Not-Resuscitate Orders
in Hospitalized Patients with Cancer

Melissa A. Crosby, MD, Lee Cheng, MD, PhD? Alma Y. DeJesus, MSN?
Elizabeth L. Travis, PhD? and Maria A. Rodriguez, MD*

TABLE 3. ApJusTED ODDS RATIO FOR EARLY
DoO-NOT-RESUSCITATE ORDER (<5 DAYS)
BY PHYSICIAN GENDER

Patient characteristics OR 95% CI p
Physician gender
Male Reference
Female 0.97 0.76-1.20 0.2449
Patient gender
Male Reference
Female 1.27 1.07-1.50 0.006
Gender interaction
Male physician*male Reference
patient
Male physician*female 1.09 091-1.31 0.361
patient
Female physician*male  Reference
patient
Female physician®*female 1.48 1.13-1.94 0.006
patient

JOURNAL OF PALLIATIVE MEDICINE
Volume 19, Number 7, 2016



Conclusions {0%@(

Augmentation de l'incidence d’admission en fin vie de patients
cancereux en USI les vingt dernieres annees

Une admission en USI en fin de vie reduit la perception de la
qualité des soins chez les conjoints et augmente le risque d’un
deuil complique.

Il y a une variation importante de |'utilisation des ressources en
fin de vie entre pays, centres, services et médecins.

Il y a une variation importante de prise de décision de LATA
entre pays, centres, services, medecins et sexes.
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cancereux en USI les vingt dernieres annees

Une admission en USI en fin de vie reduit la perception de la
qualite des soins chez les conjoints et augmente le risque d’un
deuil complique.

Il y a une variation importante de |'utilisation des ressources en
fin de vie entre pays, centres, services et médecins.

Il y a une variation importante de prise de décision de LATA
entre pays, centres, services, medecins et sexes.

Subjectivité >>> “Objectivé”



Quelles limites ?

L’utilisation des ressources en fin de vie

Variations de l'utilisation des ressources en fin de vie

Variations de prise de décision de LATA en USI

Solutions potentielles



Solutions ?7?

Réduction du nombre de lits (et centralisation des soins) ?
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Solutions ?7?

Réduction du nombre de lits (et centralisation des soins) ?

Utilisation de criteres de triage “objectifs” 772!



Solutions ???

Réduction du nombre de lits (et centralisation des soins) ?
Utilisation de criteres de triage “objectifs” 722!

Deécisions (“objectiviteé” + subjectivité) partagées en groupe



Practice and climate of ethical
awareness

Active decision-making by physicians «

Climate of mutual respect within the
interdisciplinary team

[ Good
12 (17,65%)
535 (17,88%)

Number of ICUs:
Number of clinicians:

Radar chart 'ethical climates'

Selfreflective and empowering
leadership by physicians
0,8

Practice and climate of open and
~ r interdisciplinary reflection

_\‘ Climate of not avoiding EOL decisions

Active involvement of nurses in EOL
care and decision-making

[ Average + B Average - B Poor
20 (29,41%) 12 (17,65%) 24 (35,29%)
1253 (41,88%) 302 (10,09%) 902 (30,15%)

DISPROPRICUS study group  ntensive Care Med (2018) 44:1039-1049
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Solutions ???

Réduction du nombre de lits (et centralisation des soins) ?
Utilisation de criteres de triage “objectifs” 722!
Deécisions (“objectiviteé” + subjectivité) partagées en groupe

Risque de stigmatisation ou de discrimination ?



DISPROPRICUS : subanalysis

* Of the 1641 patients not admitted for monitoring only during the study
period,

— 117 (7.1%) had uncontrolled cancer
— 270 (16.4%) had controlled cancer
— 1254 (76.4%) had no cancer

* Of the 2690 participating clinicians,
— 2293 (85.2%) provided 25025 perceptions of appropriateness of care
— Of which 2279 (9.1%) Perceptions of Excessive Care

— 728 (27.0%) clinicians perceived the care as excessive in 334 (20.3%)
patients

* 160 (9.75%) patients had at least two PECs by different clinicians
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Leadership éethique



Hierarchy of Intelligences

e

Only able to utilise effectively —
By bringing to full conciousness

/ Able to develop throughout our

lives —Can rewire

Born with maximum potential — Diagram 1

Cannot rewire



Core Leadership Values

Personal Conscience Values Self Determination Values

Fairness Purpose
Trustworthiness Motivation
Conscientiousness Drive (Intense Will)

Humility Power

Vulnerability Energy

Fatience Courage

Truth & Honesty Resilience

Excellence Aspirations
Integrity Continuous Professional Development — CPD
Forgiveness

Altruistic Love

Diagram 2
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Solutions ???

Réduction du nombre de lits (et centralisation des soins) ?

Utilisation de criteres de triage “objectives™ ???

Deécisions (“objectivité” + subjectivite) partagées en group
Risque de stigmatisation ou de discrimination !

Leadership ethique (a Gand)
Réflexion sur soi (étudiants en médecine 2012 & internistes 201 |)
Réflexion et simulation multidisciplinaires (2019)

Coaching des médecins internistes (2020)



Trends in end-of-life cancer care in the
Medicare program W) o

Shi-Yi Wang®"*, Jane Hall?, Craig E. Pollack®, Kerin Adelson™?, Elizabeth H. Bradley®,
Jessica B. Long®, Cary P. Gross’’
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Fig. 2 - Trends of aggressive end-of-life care in 92 hospital referral regions among SEER-Medicare areas. Each line represents a
hospital referral region (HRR), showing the regression for trend in aggressive end-of-life care. Five HRRs (highlighted in orange)
had a trend of >2% decrease. SEER: Surveillance, Epidemiology, and End Results.

JOURNALOF GERIATRIC ONCOLOGY 7 (2016)116-125



Conclusion




Intensive Care Med (2013) 39:1829-1831 ,
DOI 10.1007/s00134-013-3013-x WHAT’S NEW IN INTENSIVE CARE

Maité Garrouste-Orgeas What’s new for patient safety in the ICU?

Andreas Valentin

Generative culture
Risk management as integral part of
the thinking of professionals and managers

Proactive culture
What might go wrong ?
Steps before something might go wrong.

Bureaucratic culture
~aS Iong as one keeps fo procedures
nothing can ever happen®

Reactive culture

Reaction only after
things have already gone wrong

Denial
we don‘thave
that kind of incidents*

Fig. 1 Conceptualization of the evolution of safety in the ICU
environment
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Conclusion (o%ﬁ!

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

Dunstan GR 1917-2004



