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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 201819 286282

Deaths in acute care hospitals, 32.6 (32.4-32.8) 269 (26.7-27.1) 246 (24.5-24.8)
% (95% CI)

ICU use in last month of life, 24.3 (24.1-24.5) 26.3(26.1-26.5) 20.2 (29.0-20.3)
% (95% CI)

Hospice use at time of death, 21.6(21.4-21.7) 32.3(321-325) 422(42.0-42.4)
% (95% CI)

Health care transitions in last 90 d 2.1 (1.0) 2.8 (2.0) 3.1 (2.0)
of life per decedent, mean (meadian) (0-3.0) (1.0-4.0) (1.0-5.0)
(IQR)

Health care transitions in last 3 days 10.3(10.1-104) 124 (12.3-125) 14.2(14.0-14.3)

of life, % (95% CI)

Joan M. Teno, MD, MS JAMA. 2013;309(5):470-477



Original Investigation

Comparison of Site of Death, Health Care Utilization,
and Hospital Expenditures for Patients Dying With Cancer
in 7 Developed Countries 79 £7 year

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-Viug, 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 Morway United States

Decedents in cohort, 21054 20818 97095 24434 7216 b63b 211816
2010, No.

Deaths in acute care 10 780 (51.2) 10846 (52.1) 40514 (41.7)* 0360 (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 18675 (88.7) 18132 (87.1) 80283 (82.7) 17078 (69.9) 5524 (76.5) 5481 (82.6) 158227 (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 (50}

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)

=1 ICU admission, 1684 (17.5) 3164 (15.2) 2014 (8.2) 737 (10.2) 85362 (40.3)
No. (%)

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)



Perception of excessive care (treatment)

» 27% (439/1651) of physicians and nurses found that care was inappropriate = 1 patients /
93% “too much care” / 23% (207/883 )of the patients

Piers R JAMA 2011

» 38% (444/1169) of the clinicians (51% in physicians and 36% in nurses) identified at least
1 patient receiving inappropriate treatment on the day of survey (93% “too much care”)

Anstey MH Crit Care 2013

» 6.1% (19/294) of the patients, however in 37.5% (110/294) of these patients at some point
during the treatment
Singal RK Can Respir J 2014

» 12% (181/1761) of critically patients admitted in the ICU were idendified as receiving
excessive by at least two clinicians. Probability of these patients to survive with a good
quality of life at one year of 7%.

Benoit DD Intensive Care Med 2018
4/




ORIGINAL

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

D. D. Benoit''®, H. |. Jensen?3, 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'”'®, 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 intensive Care Med (2018) 44:1039—1049

Patients without concordant PECs (n=1225) n=215% n=464 n=75 n=471

Combined endpoint? 115 (535%) 274 (59.1%) 48(64.0%) 244 (518%) 0.057 } 55% 0740
Dead 68 (31.6%) 175(378%) 39(52.0%) 168 (35.7%)
Alive not at home or utility <05 47 (219%) 99(213%) 9(12.0%) 76 (16.1%)

Patients with concordant PECs (n=171) n=35% n=46 n=19 n=71

Combined Endpﬂir‘ltb 35 (100%) 44 (9569%) 18(04.7%) 61(85.9%) 0047 } 930/0[}.[}2[}
Dead 33(943%) 41(89.1%) 18(04.7%) 54 (76.0%)
Alive not at home or utility <05 2 (5.7%) 3 (6.5%) 0 (0.0%) 7 (9.99)

After weighting to adjust for differential case-mix, hospital and country characteristics, the probability of attaining the combined endpoint in patients *without and
Bwith concordant PECs was 56, 62, 60 and 55% (P=0.26, difference between good and poor climate, P=0.82) and 100, 93.9, 93.5 and 86.2% (P=0.042, difference
between the good and the poor climate, P=0.017) from the good to the poor climate, respectively




Quality of (dying as part of) life

Being able to shift from cure to care

Treat the whole person, not just the disease

Maintained dignity and self-respect / following treatment choices
Reponsive to emotional needs / signs of affection / laugh and smile

Give bad news in a sensitive way

Open, correct and consistent communication

Respect and use the team expertise / interdisciplinary collaboration

Symptom and pain control, but mentally aware
Steinhauser JAMA 2000

Spend time with family and friends / presence of family

Burge F J Palliat Med 2000

Die at home (60-80%)
Downey J - Engelberg J Pain & Symptom Manag 2010

Gerritsen J Crit Care 2018



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

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 AT
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 hefore 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




Associations Between End-of-Life Discussions,
Patient Mental Health, Medical Care Near
Death, and Caregiver Bereavement Adjustment

Alexi A. Wright, MD

Baohui :{halllg. MS JAMA. 2008:300(714):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 Standardized 3 P Standardized 3 P
Outcomes Coefficient® Value Coefficient® Value Coefficient® Value
Health-related quality of life” i )
Overall —0.15%° 004 0.06%° 31 0.20%81 <001
Self-reported health -0.12¢ 04 —-0.06% 30 0A7CE 004
Physical function -0.10¢%8 05 0.01058 85 0.145&N 02
Mental health —0.11¢ .06 0.01¢ 81 0.13c& 04
Role limitation 0.170K .008 -0.03° B2 —0.10%# a5
Change in health 0.57 (0.29to 1.11)° 10 1.55 (0.89 to 2.69)¢ 12 1.17 (1.05to 1.29)%# 003
adjusted OR, (95% Cl)
Grief reaction R
Felt prepared for death —0.30% <.001 0.13¢ 05 0.23c8. 002
Regret 017 0.01 —0.08f 25 —0.30¢® <001
Mental disorders™
Any rmental disorder 2.25(0.81 to 6.23)°N A2 0.87 (0.38 to 1.97)°N 78 0.87 (0.73 to 1.03)%# 10
adjusted OR (95% CI)
Major depressive disorder 3.37 (1.12t0 10.13)°0 03 0.46 (0.17 to 1.21)cN 12 0.86 (0.71 to 1.05)® 09

adjusted OR (95% ClI)




26.1% (782/2992)

. One in five nurses
leave their first
nursing job within

-~ one year of hire.

Vandenbulcke B. Intensive Care Med 2020



Intent to job leave

Effect Level OR 95% CI P
Country
Big mac index Per point 1.86 1.17 to 2.95 0.007
Hospital
- - - - NS
IcU
Nurse to patient ratio 0.76 0.61t0 0.95 0.016
ICU mortality in 2013 Per percent 1.03 1.01 t0 1.03 0.015
Ethical climate factors Not avoiding EOL-dec. | 0.86 0.77 t0 0.98 0.023
Mutual respect 0.77 0.66 to 0.90 0.001
Interdisplinary reflect. | 0.72 0.62 to0 0.85 <0.001
Decision-making 0.87 0.75t01.01 0.065
Clinician
Age Per percent 0.98 0.971t00.98 <0.001
Hours working / week Per hour 0.99 0.97to 1.01 0.393*
Role Nurses 0.17 0.05 to 0.56 0.003*
Junior doctor 0.22 0.051t0 1.00 0.05*
Nurses ref
Intercept 0.04 0.01t00.34 0.007

Intensive Care Med (2020) 46:46-56
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Intensive Care Med (2013) 39:1829-1831 .
DOI 10.1007/s00134-013-3013-x WHAT’S NEW IN INTENSIVE CARE

Mait¢ 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 prooedures
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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Sensibilisation / problem-solving

» Stimulating self-reflection / awareness (while taking care of the resistance)
~ “Mirroring” & feed-back of outcomes

» In general (£ benchmarking )
» Ethical climate (EDMCQ) ~ safety climate allowing “speaking-up” by the entire team

» Incidence / prevalence of perception of excessive treatment, mortality, mortality / DNR-ratio...

» Individual cases
» Debriefings

» Mortality & morbidity meetings




AVGNEd  Ethical decision-making climate in the ICU:
& Safety theoretical framework and validation of a
self-assessment tool

Bo Van den Bulcke, Ruth Piers, Hanne Irene Jensen, Johan Malmgren,
Victoria Metaxa, Anna K Reyners, Michael Darmon, Katerina Rusinova,
Daniel Talmor, Anne-Pascale Meert, Laura Cancelliere, Laszlo Zubek,
Paclo Maia, Andre] Michalsen, Johan Decruyenaere, Erwin J O
Kompanje, Elie Azoulay, Reitske Meganck, Ariélla Van de Sompel, Stijn
Vansteelandt, Peter Vlerick, Stijn Vanheule and Dominique D Benoit

BMJ Qual Saf published online February 23, 2018

ORIGINAL

Outcome in patients perceived L
as receiving excessive care across different

ethical climates: a prospective study in 68
intensive care units in Europe and the USA

D. D. Benoit'"®, H. 1. 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''® 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 Intensive Care Med (2018) 44:1039-1049
https://doi.org/10.1007/500134-018-5231-8




Practice and climate of ethical
awareness

Active decision-making by physicians «

Climate of mutual respect within the
interdisciplinary team

[ Good
Number of ICUs: 12 (17,65%)
Number of clinicians: 535 (17,88%)

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

rrrrrrr 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  intensive Care Med (2018) 44:1039-1049




Time from at least 2 concordant PECs until death or combined endpoint (Unweighted)

2 4| - Good: HR 1.88 (95% CI 1.20-2.92)
Average +: HR 1.33 (95% CI 0.88-2.01) -
---  Average - HR 1.25 (95% C1 0.73-2.14)
Poor (refarence)
Log-rank p-value = 0.014
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Time from at least 2 concordant PECs until TLDs (Unweighted)

S | - Good: 2.32 (95% CI 1.11-4.85)
Average +: 2.79 (95% CI 1.46-5.32)
---—  Average - 2.30 (95% CI 1.01-5.21)
— Puoor (refarence)
Log-rank p = 0.011

f¥ ]
i
pmemmem e e
< _| i
(= i
oo e
8 i
@ i
- I A S SI—— et 3
2 ! i
o - d
2 S ]
E ===
2 i
E .
= I
a frrrsmemmes
R
f\! | ]
= ']
= -
=
o
| T T T
1 7 14 21 28
Number at risk (censored) Days since at least 2 PECs
Good 36(0) 10(15) 5{19) 0(23) 0(23)
Average + 50(0) 13(18) 6{22) 1(27) 0(28)
Average - 21(0) 11(4) 49) 2(11) 0{12)

Poor 74(0) 28(32) 9(49) 5(53) 0(58)




Ethical decision-making climate : some items

In my ICU...

Patients with little chance of recovery are frequently admitted

These patients frequently occupy an ICU bed

EOL decisions are frequently postponed

We regularly reflect about the quality of care provided
Death is perceived as a treatment failure

Easy to learn from the errors of others

There is an open and informal dialogue
There is structural and formal dialogue

Discussions lead to greater understanding and agreements

Cohort
n=2992

70%

55%

49%

55%

19%

S57%

73%

63%

53%

Flanders

n=425

89%

75%

63%

31%

29%

42%

59%

42%

31%

Flemish Units

81%

63%

19%

61%

3%

49%

80%

73%

61%

b

78%

48%

56%

1%

26%

26%

52%

1%

1%

C

95%

82%

78%

28%

56%

28%

45%

46%

28%
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Sensibilisation / problem-solving

» Stimulating self-reflection / awareness (while taking care of the resistance)
~ “Mirroring” & feed-back of outcomes

» In general (£ benchmarking )

» Ethical climate (EDMCQ) ~ safety climate allowing “speaking-up” by the entire team

» Incidence / prevalence of perception of excessive treatment, mortality, mortality / DNR-ratio...

» Individual cases
» Debriefings

» Mortality & morbidity meetings

» Procedures / guidelines / recommendation

» Guidelines for EOL decisions, shared decision making, family meetings....

» Objective admission or triage criteria




Intensive Care Med (2015) 41:1572-1585

DOI 10.1007/s00134-015-3810-5 SYSTEMATIC REVIEW
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TABLE 3 ADIUSTED ASSOCIATIONS BETWEEN PATIENT CHARACTERISTICS AND DYING IN THE ICU or

IN THE HoSPITAL FOLLOWING ICU 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

cut In hospital following ICU*
OR 95% CI p value OR 95% CI 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 3.20-4.50 <0.001 1.97 1.57-2.46 <0.001
Nonmetastatic solid 281 2.17-3.63 <0.001 1.91 1.36-2.68 <0.001
Metastatic solid 1.00 1.00
Months since diagnosis
<2 142 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 234 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




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
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How to improve ethical decision-making ?

« Objectivity » Pure knowlegde-based discussions often
conducted by the doctor (alone)

Shared Value- and knowlegde-based reflections & decision-making
objectivity & subjectivity supported by the entire team (doctor as a leader)

CO(aching) D(octors) in self-reflective and empowering
leadership regarding E(thical decision-making) study

28 /
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L. Huwel et al.

Appropriate care

Socially
sustainable care

Equal distribution
of care

Sustainable
healthcare system

Patient-oriented

High-quality care e

Evidence-based care

Heliyon 9 (2023) 13471

Register patient’s
needs and preferences

Care in accordance
with guidelines

Dignified care

Technically correct care

Safe care
Truthful information

Attention to
perception and comfort

of

Recognition

from relatives

Fig. 1. The five elements of appropriate care.

Meaningful care

Care proportional
to patient’s
estimated prognosis

Dealing with
prognostic uncertainty
and indistinct
patient perspectives




L. Huwel et al. Heliyon 9 (2023) 13471

Boundary appropriate-inappropriate care

by a healthcare professional

I._- -

Focus on
patient’s

Duration of stay at ICU

Fig. 2. Diversity in the opinion of healthcare professionals about proportionality between meaningful care and dignified care.
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Hypothesis

To assess whether coaching (junior and senior) doctors during 4 months in self-reflective
and empowering leadership, and in managing team dynamics with regard to ethical

decision-making improves goal-oriented care in patients potentially receiving excessive
treatment.

https://youtu.be/68TDLAW1VvFQ
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https://youtu.be/68TDLdW1vFQ

Primary endpoints CODE study

F4. mutual respect

F2. open reflection

F7. ethical awareness

F5. active involvement of
nurses at EOL and DM

F1. self-reflective & F6. active decision-making by doctors

empowering leadership
by doctors

F3. non-avoiding EOL decisions

collective decision

32 / individual decision
intervention —— doctors » Written DNI-DNACPR cod




Methodology : cluster randomisation & pre-post

Departments

1 2 3 4 5 3 7
10/01/2022 7/02/2022 14/03/2022 25/04/2022 23/05/2022 20/06/2022 15/08(2022
17/01/2022 14/02/2022 21/03/2022 2/05/2022 30/05/2022 27/06/2022 22/08/2022
24/01/2022 21/02/2022 28/03/2022 9/05/2022 6/06/2022 4/07/2022 29/08/2022
31/01/2022 7/03/2022 18/04/2022 16/05/2022 13/06/2022 11/07/2022 5/09/2022
28/02/2022  4/04/2022 18/07/2022  1/08/2022

11/04/2022 75/07/2022  B/08/2022

8 9 10 11
12/08/2022 10/10/2022 14/11/2022 12/12/2022
19/09/2022 17/10/2022 21/11/2022 19/12/2022
76/09/2022 24/10/2022 28/11/2022 9f01/2023
3/10/2022 7/11/2022 5/12/2022 16/01/2023
31/10/2022 26/12/2022
2/01/2023
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Methodology : cluster randomisation & pre-post

Departments

1 2 3
10/01/2022 7/02/2022 14/03/2022
17/01/2022 14/02/2022 21/03/2022
24/01/2022 21/02/2022 28/03/2022
31/01/2022 7/03/2022 18/04/2022
78/02/2022  4/04/2022
11/04/2022
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4 5 3
25/04/2022 23/05/2022 20/06/2022
2/05/2022 30/05/2022 27/06/2022
9/05/2022  6/06/2022  4/07/2022
16/05/2022 13/06/2022 11/07/2022
18/07/2022
25,/07/2022

7
15/08/2022
22,/08/2022
79/08/2022
5/09/2022
1/08/2022
8/08/2022

) 9 10

12/08/2022 10/10/2022 14/11/2022

19/09/2022 17/10/2022 21/11/2022

26/09/2022 24/10/2022 28/11/2022

3/10/2022 7/11/2022 5/12/2022
31/10/2022

11
12/12/2022
19/12/2022
9/01/2023
16/01/2023
26/12/2022
2/01/2023




Methodology : CODE intervention in doctors

1) A single interactive session lasting 2- 3 hrs about the concepts of medical ethical decision-making, the
psychological challenge of dealing with ethical sensitive questions and empowering leadership

2) Observation of the interdisciplinary team meetings_by a first coach who gave feedback to the doctor in
charge to enhance self-reflection on empowering leadership and managing groups dynamics during the 4 month

intervention period

3) Individual coaching (1h) by a second coach during 4 months, centered on fostering self-reflection and
empowering leadership, along with adressing group dynamics concerning ethical decision making on

» Patients potentially receiving excessive treatment according to the team
» Patients potentially receiving excessive treatment according to the doctor who were not identified by 2 or more clinicians

» Patients who potentially received excessive treatment in the past according to the doctor
» Other issues with regard to ethical decision-making in team

4) Patient potentially receiving excessive care (PET) were identified by the team via the CODE alert in the
electronic patient data record during 12 months

35/




Hierarchy of Intelligences

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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[ 10 INTERNAL MEDICINE DEPARTMENTS ]

o T~

ELIGIBLE CLINICIANS (pre-post design) ELIGIBLE PATIENTS for randomized design
442 pre (349 nurses and 93 doctors) 7254 first admissions (post-hoc analysis)
423 post (329 nurses and 94 doctors) of whom 125 PET patients (main analysis)
f EXCLUSIONS h
> 16 missing data because problems linking anonymized mortality and PET database
of whom 16 PET
EXCLUSIONS

g J
—p| 172 pre and 162 post 624 out of 7238 first admissions b DNIR positive at inclusi
did not answer out o Irst aadmissions pecause positive at Inclusion

clinician survey

(DNIR prevalence 8.6%)

v

of whom 26 PET out of 109 PET patients (DNIR prevalence 23.9%)

v v \ /

INCLUDED PATIENTS

INCLUDED CLINICIANS 6614 first admissions DNIR negative at inclusion

270 pre (207 nurses and 63 doctors) ol 58 2T

261 post (198 nurses and 63 doctors) / \
INTERVENTION \ / CONTROL \
(< 1 month coaching or usual care) (2 1 months of coaching)
4012 first admissions 2602 first admissions
of whom 37 PET / \ of whom 46 PET /
INCLUDED DOCTORS in INTERVENTION
. N [
32/52 seniors (63%) DNIR positive at discharge: DNIR positive at discharge:
18/42 juniors (43%) 136 (3.4%) in first admissions 50 (1.9%) in first admissions

Total of 200 sessions or 4.63 + 2.55 per doctor

/ of whom 11 (29.7%) in PET of whom 9 (19.6%) in PET

-




Reasons for having identified less PET than expected

. L Doctor | Nurse  [Overall _|p-value®
T N=6T7 N=217 N=284

36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027




Reasons for having identified less PET than expected

. L Doctor | Nurse  [Overall _|p-value®
T N=6T7 N=217 N=284

36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

Poor visibility of the CODE alert in the EPD 23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027

Would you like to keep on using the CODE alert, even after the
study period ? 48 (71.6%) 205 (94.5%) 253 (89.1%) < 0.001




Reasons for having identified less PET than expected

. L Doctor | Nurse  [Overall _|p-value®
T N=6T7 N=217 N=284
-]

Fading attention for the study over time 36 (53.7%) 162 (74.7%) 198 (69.7%) 0.002

Poor visibility of the CODE alert in the EPD 23 (34.3%) 110 (50.7%) 133 (46.8%) 0.027

Fear of blaming doctors when using the CODE alert 19 (28.4%) 96 (44.2%) 115(40.5%) 0.030

Disbelief that the identification will change something at the
patient level 10 (14.9%) 93 (42.9%) 103 (36.3%) < 0.001

24 (35.8%) 76 (35.0%) 100 (35.2%) 0.999

48 (71.6%) 205 (94.5%) 253 (89.1%) < 0.001




- ] Naive analysis Adjusted analysis

) Estimated effect of Estimated effect of
Intervention Control . . p-value . . p-value
intervention intervention
Patient level
V' EIMEREWARS
Number of PET 37 46
Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183
[4.21 - 4.27] [0.54 - 25.5]
Post-hoc analysis
Number of patients 4012 2602
Written DNIR order 34 % 1.9% OR 1.65 0.011 OR 2.00 <0.001
[1.12 - 2.43] [1.34 - 3.00]




Intervention Control
p-value
N (% N (%

181 (4.51) 59 (2.27) <0.001
179 (4.46) 59 (2.27) <0.001

code_2_no resuscitation 131 (2.27) 54 (2.08) 0.005

131 (3.27) 54 (2.08) 0.005
code_2_no referal to the ICU 87 (2.17) 31 (1.19) 0.004
121 (3.02) 46 (1.77) 0.002
84 (2.09) 27 (1.04) 0.001
104 (2.59) 34 (1.31) <0.001
9 (0.22) 1(0.04) 0.115

code 2 no transfusion of blood / blood 9 (0.22) 0 0.038
products

code_2_no artificial nutrition 29 (0.72) 12 (0.46) 0.244

44/ VOETTEKST CODE 3 14 (0.35) 4 (0.15) 0.2123




- ] Naive analysis Adjusted analysis

) Estimated effect of Estimated effect of
Intervention Control . . p-value . . p-value
intervention intervention
Patient level
V' EIMEREWARS
Number of PET 37 46
Written DNIR order 29.7% 19.6 % OR 4.24 < 0.001 OR 3.71 0.183
[4.21 - 4.27] [0.54 - 25.5]
One-year mortality 85.0% 83.7% HR 2.76 0.0112 HR 3.26 0.008
[72.4 - 94.0] [71.4 - 92.8] [1.26 - 6.04] [1.35-7.84]
Post-hoc analysis
Number of patients 4012 2602
Written DNIR order 34 % 19% OR 1.65 0.011 OR 2.00 <0.001
[1.12-2.43] [1.34 - 3.00]




Survival probability

Kaplan-Meier Survival curves in PET population

Arm =+ amm=standard =+ arm=intervention

1.004

0.754

0.504

0.254

0.00 4

200
Time(days)

250

350

400




Patient level
Main analysis
Number of PET

Written DNIR order

One-year mortality

Post-hoc analysis
Number of patients

Written DNIR order

One-year mortality

Intervention

37

29.7%

85.0%
[72.4 - 94.0]

4012

3.4 %

14.5%
[13.4 - 15.8]

Control

46

19.6 %

83.7%
[71.4 - 92.8]

2602

1.9 %

15.1%
[13.8 - 16.5]

intervention

OR 4.24
[4.21 - 4.27]

HR 2.76
[1.26 - 6.04]

OR 1.65
[1.12 - 2.43]

HR : 0.89
[0.72 - 1.09]

p-value

< 0.001

0.0112

0.011

0.251

Estimated effect of

intervention

OR 3.71
[0.54 - 25.5]

HR 3.26
[1.35 - 7.84]

OR 2.00
[1.34 - 3.00]

HR:1.03
[0.84 - 1.27]

- ] Naive analysis Adjusted analysis

Estimated effect of

p-value

0.183

0.008

<0.001

0.769

0.824




Kaplan-Meier Survival curves in overall population

Arm =+~ amm=standard =+ arm=intervention

1.004
0.954 p =067
Z
=
2
o
S 0.90
©
=
s
=
5]
0.85+
0,804
50 100 150 200 250 300 350
Time(days)
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Patient level
Main analysis
Number of PET

Written DNIR order

One-year mortality

Post-hoc analysis
Number of patients

Written DNIR order

One-year mortality

Clinician level

Main analysis

Number of clinicians

EDMCQ score®

Intervention

37

29.7%

85.0%
[72.4 - 94.0]

4012

3.4 %

14.5%
[13.4 - 15.8]

Before study period

270

0.45 (SD 0.164)

Control

46

19.6 %

83.7%
[71.4 - 92.8]

2602

1.9 %

15.1%
[13.8 - 16.5]

After study period

261

0.47 (SD 0.165)

intervention

OR 4.24
[4.21 - 4.27]

HR 2.76
[1.26 - 6.04]

OR 1.65
[1.12 - 2.43]

HR : 0.89
[0.72 - 1.09]

AR 0.025
[-0.18 - 0.23]

p-value

< 0.001

0.0112

0.011

0.251

0.815

Estimated effect of

intervention

OR 3.71
[0.54 - 25.5]

HR 3.26
[1.35 - 7.84]

OR 2.00
[1.34 - 3.00]

HR:1.03
[0.84 - 1.27]

AR 0.0239
[-0.19 - 0.23]

- ] Naive analysis Adjusted analysis

Estimated effect of

p-value

0.183

0.008

<0.001

0.769

0.824




Changes in EDMCAQ for all clinicians at all departments

Selfreflective and empowering
leadership by physicians
(p=0.856, [-0.14,0.17])

1
0.8
Practice and climate of ethical 0.6 Practice and climate of open and
awareness™** 0.4 interdisciplinary reflection
(p<0.001, [-0.33,-0.1]) (p=0.071, [-0.29,0.01])
Active decision-making by physicians Climate of not avoiding EOL decisions
(p=0.713, [-0.14,0.21]) (p=0.199, [-0.04,0.2])

Climate of mutual respect within the ~ Active involvement of nurses in EOL
interdisciplinary team* care and decision-making
(p=0.032, [0.01,0.27]) (p=0.117, [-0.2,0.02])

50 / VOETTEKST t1(pre): n=270 t2(post): n=261
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Differences in EDMCQ between doctors and nurses pre-intervention
(all departments)

Selfreflective and empowering
leadership by physicians™*
(p=0.006, [0.11,0.62])

1

0.8

Practice and climate of ethical 0.6

awareness 0.4
(p=0.263, [-0.29,0.08]) 0

*kk

Active decision-making by physicians
(p<0.001, [0.37,0.92])

Climate of mutual respect within the
interdisciplinary team
(p=0.477, [-0.36,0.17])

Practice and climate of open and
interdisciplinary reflection
(p=0.389, [-0.38,0.15])

Climate of not avoiding EOL decisions
(p=0.101, [-0.03,0.39])

Active involvement of nurses in EOL
care and decision-making
(p=0.317, [-0.12,0.36])

1=63 nurse: n=207
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Differences in EDMCQ between doctors and nurses post-intervention
(all departments)

Selfreflective and empowering
leadership by physicians
(p=0.366, [-0.18,0.48])

1

0.8
Practice and climate of ethical 0.6

*% p
awareness 0.4

(p=0.002, [-0.47,-0.11])

Fkk

Active decision-making by physicians
(p<0.001, [0.34,1.07])

Climate of mutual respect within the
interdisciplinary team
(p=0.924, [-0.23,0.25])

Practice and climate of open and
interdisciplinary reflection*
(p=0.049, [-0.49,0])

*kk

Climate of not avoiding EOL decisions
(p<0.001, [0.24,0.71])

Active involvement of nurses in EOL
care and decision-making*
(p=0.023, [0.03,0.45])

nurse: n=198
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Table 2. Satisfaction of participating doctors to the one-on-one coaching (N=35)

T Frequency N (%)

Organizational aspects
Satisfaction about coaching (min 1- max 10) 8,7 (SD 0,80)

Total number of coaching sessions

23 (66%
10 (28%
s (6%

35 (100%)

Effects of the coaching wi gard to ethical decision-making :

With regard to awareness

I have more insight in how | cope with prognostic uncertainty (agree) 22 (63%)
I have more insight in how | cope with difficult decisions (agree) 31 (89%)

35 (100%)
24 (69%)
25 (71%)
20 (83%)
31 (89%)
| am more aware of the external barriers with regard to decisions at end-of-life (agree) 31 (89%)
The coaching sessions improved my skills in taking decisions with regard to end-of-life 29 (83%)
I use what | have learned during the coaching sessions in my daily practice (agree) 30 (86%)
| am able to implement insights from the coaching during the multidisciplinary meeting 30 (86%)
| use the empowering leadership style during multidisciplinary meetings (agree) 30 (86%)

The collaboration with senior doctors improved thanks to the coaching sessions (agree) 21 (60%) Piers R, Plos One 2025

The collaboration with junior doctors improved thanks to the coaching sessions (agree) 21 (60%)
18 (51%)
The collaboration with the nurses improved thanks to the coaching sessions (agree) 26 (74%)
The coaching sessions improved my skills in taking decisions with regard to end-of-life 29 (83%)

With regard to wellbeing
53/ VOETTEKST The coaching sessions were useful for myself (agree) 34 (97%)

The coaching sessions increased my job satisfaction (agree) 21 (60%)




Final conclusion

“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 thus by
the quality of human relationships involved”.

Dunstan GR 1917-2004
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