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Misurare, dialogare, decidere e
comunicare: la clinica del post ROSC
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Il mondo con

g e dell’ALS: ce

\

e Sequenze chiare

* Massaggio: 30

* Ventilazione: 2

* Minuti: 2

e Cause reversibili: 8
* Ecc.

VS il mondo incerto, sfocato, opinabile,

“ortevo

‘tezze,

€ C

el BLS ..

AUr

conflittuale, ansiogeno del post ROSC
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D Sono passati 5 giorni dal ROSC

* Pz vigile. Non esegue. Flessione patologica allo
stimolo doloroso, ma forse oggi localizza.

* Intubato, ventilato in modalita assistita con supporto
modesto.

e Emodinamica stabile.

* Alla valutazione prognostica multimodale: elementi
non univoci.

@ ltalian
Resuscitation

IRC | Council



Predittori di esiti negativi e positivi Vooad
N

LA RIVOLUZIONE DEI SISTEMI

Prediction of poor neurological outcome 20
in comatose survivors of cardiac arrest: a
systematlc review

Claudio Sandrc . Sonla DAmigo' @, Sofia Cacclola', Cornelia W. E. Hoedemaekers”, Marlijn J. A. Kamps”

Conclusion: In comatose resuscitated patients, clinical, biochemical, neurophysiological, and radiological tests have
a potential to predict poor neurological outcome with no false-positive predictions within the first week after CA.
Guidelines should consider the methodological concerns and limited sensitivity for individual modalities. (PROSPERO

Prediction of good neurological outcome &4 Take-home message

in comatose survivors of cardiac arrest: a

systematlc review In adult patients who are comatose after return of spontaneous
circulation (ROSC), the following indices predict good neurologi-
cal outcome (no, or mild to moderate neurological disability) with
> 80% specificity and > 40% sensitivity in most studies:

 Specificita elevata, ma sensibilita piuttosto bassa.

_laudio ndroni la DArmige '@, Sofia Cacclola’, Cornelia W. E. Hoedemaekers®, Erik Westhall®

* |Inoltre: non patient-centered, basati su CPC e mRS.
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) ERC and ESICM guidelines 2021:
post resuscitation care.

e <<(CPC, mRS, GOSE)... are not sufficiently sensitive to capture

the problems that many of the survivors experience>>
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Decidere cosa fare potrebbe essere problematico i
anche se sono presentii predittori di esito... w

LA RIVOLUZIONE DEI SISTEMI

[ Return of Spontaneous Circulation {(ROSC) J

# YES AWAKENING FROM COMA-
FOLLOWING COMMANDS AT ANY TIME? GOOD PROGNOSIS

1~o

—

MEETS ALL NEUROLOGICAL CRITERIA FOR DEATH?
Must wait 24 hours following rewarming to 36°C, and be free of all sedation
"
» - T
Guidelines for Neuroprognostication —
in Comatose Adult Survivors of Cardiac Arrest ?
PREDICTOR OF GOOD OUTCOME? vES INDETERMINATE, BUT GOOD
, . . y O motor response withdrawal or localization OR OUTCOME MORE LIKELY
Newroorit Care (2023) 38: 573563 O MRl with absent or small/ isolated DWI lesion 2-7 days from ROSC OR ) ) —
https:sfdoiorg/ 10100751 2028-023-01688-2 O EEG continuous background <12 hours from ROSC or reactive Longer p'E”Uc! of support, 'W_”t'"“Ed
background <24 hours fream ROSC OR chservation for awakening
\? SSEP N20 amplitude >4pV >48 hours from ROSC

POOR
OUTCOME VERY
LIKELY BUT
SOME
UNCERTAINTY
EXISTS

| IS

RELIABLE PREDICTOR OF POOR OUTCOME?

Clinical picture must be consistent with severe, widespread brain injury and
at least one of the following-

O  Absent pupillary light response bilaterally =72 hours from ROSC.

O Bilateral absence M20 waves on S5EP >48 hours from ROSC

(oozo )

POOR

NO OUTCOME
LIKELY BUT
\\' YES SIGMIFICANT
MODERATELY RELIABLE PREDICTORS OF POOR OUTCOME? UNCERTAINTY

EXISTS

Clinical picture must be consistent with sewvere, widespread brain injury and
CT =48 hours from ROSC with diffuse pattern of loss of grey white
differentiation and sulcal effacement

MRI-DWI 2-7 days from ROSC with diffuse pattern of restricted diffusion
EEG with background suppression or burst- suppression (with or without
periodic discharges), >72 hours from ROSCS rewarming.

.
C O U n C' l Fig. 3 Algorithm for neurcprognostication in adult comatoss cardiac arrest survivors: predictors & prognosis

INDETERMINATE OUTCOME
NO Consider a longer period of support
and observation

/ oo o \
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Partiamo dalle basi.
Qual e ['obiettivo cond|V|so7
*|| solito: fare il meglio per il paziente.

LG ILCOR 2020: <<Clinician(s) must take care to ensure
that any decision is in the individual’s best interest>>.

Solo questo. Solo questo.

lllllllllllllllllllllll
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I Cos'é un poor outcome per il pz?

e LG ILCOR 2020 (Ethics of resuscitation and end of life decisions): <<defining an

unfavourable outcome is challenging. The cut-off of a CPC 2 may translate to a

spectrum of functional outcomes. Moreover, the value of an outcome to an

individual will likely be specific to that person>>.

ltalian
Resuscitation

IRC Council



CONCRESSO NADONALL 1RC 262
' - e
i a VvV Q/

IVOLUZIONE DEI SISTEMI

European Resuscitation Council Guidelines 2021:
Ethics of resuscitation and end of life decisions

Epidemiological data provides information on outcome at the
population level.='-=°=:="% Outcome for an individual is influenced by
patient-level factors such as age, co-morbid status, and aetiology of
cardiac arrest. As such, predicting outcome at an individual patient
level Is challenging. Key challenges for clinicians are effective
communication of uncertainty about the likely outcome if an individual
has a cardiac arrest, and to ensure that their personal values and

preferences do not influence the patient.
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D Sono passati dieci giorni dal ROSC .

* Neurologicamente invariato. Respiro quasi autonomo. Stabile il resto.
* Devo fare la tracheostomia e la PEG?

* Ci sono esami da fare adesso che possono risolvere i dubbi?

Guidelines for Neuroprognostication ‘

in Comatose Adult Survivors of Cardiac Arrest
Nt d ot o 10, 100 o1 20 26.025-01655-3 NEUR#ECRITICAL
CARE SOCIETY

Prediction maocdels

Ciut of hospital cardiac arrest (OHCAY: Thers is insufficient evidence for a recormmendation

Cardiac Arrest Hospital Prognosis (CAHF): There is insufficient evidence for a recommendation

When counseling family members or surrogates of comatose survivors of in-hos pital cardiac arrest, we suggest the Good Outcome Following
Attermnpted Eesuscitation (GCOFAR) clinical predictionmmodel alone not be considered a reliable predictor of poor functional outcome assessed at
3 months or later feeeak recommendation; moderate guality evidencel
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T Eddai. Possibile?

PREDICTING LONG-TERN COGNITIVE IMPAIRNMENTS IN SURVIVORS AFTER
CARDIAC ARREST: A SYSTEMATIC REVIEW

Astrid GLIMMERVEEN, MSct2, Marlous VERHULST, MScl2, Jeanine WVERBUNT, MD, PhD?**, Caroline van HEUGTEN,
PhD*-7 and Jeannette HOFMEIJER, MD, PhD?2

s

J Rehabil Med 2023; 55: JrmO0368

In conclusion, despite unequivocal recomummendations
on early screening for identification of patients at
risk of long-term cognitive impairments after cardiac
arrest, evidence on the value of scores from screening
anstruments 1s scarce. Bedside cognitive screening
holds potential to contribute. but needs prospective
validation. Evidence 1s scarce for S-100B levels and
lacking for measures derived from EEG and MRI.
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B»  Quindi:

* Predire in modo affidabile e condiviso I'esito del

e Capire in modo affidabile e condiviso se I'outcome

_—
singolo paziente che resta in coma e difficile. g(?'))
”};\‘ . P o

piu probabile sarebbe accettabile per quel singolo

paziente e difficile.
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S Shared decision making, o3
utopia o opportunita reale?

“a collaborative process that allows patients, or
their surrogates, and clinicians to malke healthcare
decisions together, taking into account the best
scientific evidence available, as well as the patient’s
values, goals, and preferences.”®" Several SDM

*Semplicemente un dovere a cui non sottrarsi. Un dovere che ha luogo in uno
spazio e in un tempo specifici.

*un processo che dipende molto dalle relazioni nello staff e con i famigliari.

*Un dovere faticoso. Un dovere magnifico. Un’arte.
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B Un dovere che ha degli
ingredienti principali:

* | dati clinici

* | valori in astratto

*lLa legge — e le regole aziendali
*lo

* || resto dello staff

* || paziente, | parenti
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) | dati clinici risolvono il problema? « m———

Prognostication and shared decision making in
neurocritical care : BMJ 2022;377:060154

Kelsey Goostrey,' Susanne Muehlschlegel'*?

Uncertainty
Uncertainty is perhaps the greatest challenge of Guidelines _ o _
. i in the neuroICU and is represented No guidelines exist on prognostication or SDM in
pPrognaosticaung 1['1 ' ' P e neurclogical emergencies. A recent gap analysis
bv the confidence intervals around the probability of
a predicted outcome. It is always inherently present.
For example, outliers exist even in large population
based studies that have an unexpectedly good or
poor outcome. A recently described taxonomy of
uncertainty in neurocritical care included several
tvpes of uncertainty: diagnostic, prognostic,
experiential, moral, value, and ethical.*®

A\
\
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-Ci sono valori universalmente condivisi?
The Durban World Congress Ethics Round Table IV: Health care : RNEIYOLUZIONE DEY SETERI

professional end-of-life decision making

Gavin M. Joynt, MBBCh, FFA(SA)(Crit Care), FHKCA (IC), FCICM **,
Jeffrey Lipman, MBBCh, DA, FFA(SA)(Crit Care), FCICM, MD ", Christiane Hartog, MD ©, Bertrand Guidet. MD 9,

Fathima Paruk, MBBCh ¢, Charles Feldman, MBBCh, DSc, PhD, FRCP, FCP (SA) ', -+ Car b=
Niranjan Kissoon, MD #, Charles L. Sprung, MD, MCCM, FCcp " Joumalof Critical ey 22200

Sarmens of genera pnnaples undedying the WD and WH of | e support

Prinap les- pestificaton or oeenng Agree Neuwal Deagree Al
WHWD
Prmap les pestaiyang WiH/'WD
10A Patems hest mnerest not served by 1S] 19 o 3 22
108 Nt Bosen 1 Net medhc A Denein 28 ned 2 1 3] 22
by LS
Theabove conditoms as met w hem
1001 With IST <3 mamth survival 12 3 7 22
1002 Wiith 5T < 1umomth survival 14 S 3 Z2
1003 With IST < 2. wesk survival 17 2 3 22
1004 'With IST les than a few days"survival 21 1 0 22
10C5 KU burden aesweighs likely length of 18 3 i Z2
timeof survival
10C6 KU burden oatwesghs likely futwre 17 = 1 22

qual ny of hife




Pauopan's reported hikel hood of usng speaiic pracs il trggpers that may conoibue o s
the decision to disass WHAWD LS ‘/ ;

Pracocal trggers for WHWD Always Usudl iy Newvesr All
LA RIVOLUZIONE DEI SISTEMI

11 Known dvance dimcove 14 J o 2

12 Family regquest 146 < 2 22

13  Inreversbie condition 10 ) 3 z2

14 Unsurvivable oygury 1= - Q 22

5 Bram mpoy-undear ougcome X 1n 3 z2

15  Hram 1 mjury - P oor outooamie 10 7 5 22
and dependent

17 Bram imgary - man o lly 17 3 2 22

COm S0 oS Rae

1I¥ MOF - -2 argans o G 16 z2 '
19 MOF > S argamns for >3d - 9 9 22 =
20 MOF>3argans for=7d 7 12 3 22
21 Nonmbensficial therapy 14 7 0 21
Z2 Poar X U survival 5 14 0 2
23 TYermunal dllness 15 3 = 22
24 Poor qualny of e = 142 = z2
25 Sewre lliness 1 “ 15 22
26 Age=-¥y 3 7 1 21
Yesu No Al
Z7 Arethere unrversdly 14 = 22
acceped trggers/)
STongly Newnral Krongly Tondd
IZTe= dragres
Z8 Shomld we wuse triggers 15 1 2 21

a5 Drove’

MOF, mu baple organ f@lure
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Cos'e “futile”, o “non beneficiale”, Voo
O inappropriato”? |

* “Interventions should be considered inappropriate when there is no
reasonable expectation that the patient will improve sufficiently to survive
outside the acute care setting, or when there is no reasonable expectation
that the neurologic function will improve sufficiently to allow the patient to
perceive the benefits of treatment”.

SCCM Ethics Committe, Crit Care Med 2016;44:1769-1774.
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Quando un trattamento e inappropriato? 4 '

How Certain Should a Physician
be About Mortality or Other
Outcomes to Consider a Treat-

Nonbeneficial Treatment Canada: Definitions, ment to be NBT?
Causes, and Potential Solutions From the s 521”32 i 18.4 112
Perspective of Healthcare Practltioners‘(*Cm " S G 4755 b ittt e .
tames Downae MDCM. MES: fobn [ Yoo, MD: MSc: Sean M. Bagshaw: MD: MSc: treatment may be beneficial)
. 99% (i.e., 1 /100 chance 319 194

that the treatment may be
beneficial)

99.9% (i.e., 1/1,000 chance 10.3 63
that the treatment may be
beneficial)

>99.9% (i.e., <1/1,000 chance 5.6 34
that the treatment may be
beneficial)

| do not feel that you can ever 122 T4
be certain enough to consider
further advanced curative/
life-prolonging treatments to
be NBT
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* Art 2: ostinazione medica (ex accanimento terapeutico)

Nei casi di paziente con prognosi infausta a breve termine o di

imminenza di morte, il medico deve astenersi da ogni
ostinazione irragionevole nella somministrazione delle cure

e dal ricorso a trattamentiinutili o sproporzionati.
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D E 10?7 Le mie sicurezze?

* “U'illusione di avere capito il passato alimenta |'ulteriore

illusione di poter prevedere e controllare il futuro. Queste
M — illusioni sono c.onfortan:ci. Ridl.JC?n.O I’ansia ch.e proveremmo
' se permettessimo a noi stessi di riconoscere in pieno le
B S T LORY incertezze dell’esistenza.”
S * “l veri esperti conoscono i limiti della loro conoscenza. Vi sono
PERTER molti pseudoesperti i quali non si rendono minimamente
BATEREAM AR conto di non sapere quello che fanno (I'illusione di validita) e
che, in generale, la sicurezza soggettiva e spesso troppo

grande e troppo poco informativa.”
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Gli altri. Medici e infermieri
del reparto e di altri reparti

IIIIIIIIIIIIIIIIIIIIIII

e Le decisioni relative all’end-of-life in ICU

Curiosita del giorno:

sono comuni e difficili. Spesso generano

sapecvate che si possono avere
. : : inioni differenti doversi
conflitti, o fenomeni quali I'effetto cascata ek 1 v e

odiare?
Si chiama intelligenza.

(per evitare i contrasti) o la polarizzazione

(cercare i contrasti).
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Davvero un problema frequente?

LA RIVOLUZIONE DEI SISTEMI

Prevalence and Factors of Intensive Care Unit Conflicts
The Conflicus Study

Elie Azoulay', Jean-Francois Timsit?, Charles L. 5prung® Marcio Soares®, Katerina Rusinova®, Ariane Lafabrie!,

Am | Respir Crit Care Med Vol 180. pp 853-860, 2009

main reported sources of conflict were general behaviors (Figure
2A) and end-of-life care (Figure 2B). Among ceneral behaviors
perceived as causing conflicts, the most common were personal
animaosity, mistrust, and poor communication within the ICU
team. The main perceived sources of conflict related to end-of-
hife care were lack of psychological support, absence of unit-level

m&:&:ting:&e and prn:‘.-hln;f:m':; with the dt:ci:&inn-making process.
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Journal o QUALITY wo PATIENT SAFETY

The Role of Teamwork in
the Professional Education

of Physicians: e
Current Status and Assessment Heid King,MS. CHE
Recommendations P sl

April 2005  Volume 31 Number 4

Teamwork refers to the

Knowledge, skills and attitudes (KSA)
that facilitate a coordinated, adaptive, effective performance.
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I Knowledge, skills and attitudes

LA RIVOLUZIONE DEI SISTEMI

Team/Collective
Orientation

>

Propensity to take other’s behav-
or into account during group
interaction and the belief in the
importance of team goals over
individual member’'s goals

Taking into account alternative solutions
provided by teammates and appraising that
input to determine what is most correct

Increased task inwvolvement, information
sharing, strategizing, and participatory goal
setting

Shared Mental
Models

[

An organizing knowledge struc-
ture of the reliationships between
the task the team is engaged in
and how the team members will
interact

Anticipating and predicting each other's needs
identify changes in the team, task, or team-
mates and implicitly adjusting strategies as
needed

Mutual Trust

The shared belief that team
members will perform their roles
and protect the interests of their
teammates

information sharing

Willingness to admit mistakes and accept
feedback
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B Cosapud aiutare? |

* Bandire con gentilezza |le certezze assolute

e Capacita di includere, di mediare le posizioni, o di cercare
mediazione. Attenzione a non creare vincitori o sconfitti: tutti
devono sentire le decisioni come un risultato comune

* Spesso il quadro si chiarisce nel tempo
* Documentare le decisioni
* Debriefing se possibile, almeno nei casi contrastati

@ ltalian
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TN Il paziente, la sua fFamiglia

Ricordiamoci l'obiettivo: comprendere i valori e le preferenze del paziente (ad es.: le DAT?).

* Creiamo una relazione, non un singolo episodio.
* Trasparenza, coerenza, empatia, pazienza, mediazione. Ascolto, ascolto, ascolto (VALUE).
* Flessibilita, disponibilita a trial di full treatment.

* Attenzione alle diversita culturali nei valori e nelle relazioni. Attenzione alle famiglie “non
tradizionali”. Attenzione alla fluidita/assenza di valori, magari cristallizzati solo all’atto del
colloquio.

* Attenzione al paziente pediatrico.
* Gestione corretta dei conflitti.
* Non lasciare sola la famiglia nemmmeno dopo.
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E QUINDI? Modelli del processo VA

I di decisione condivisa

CARE AT THE END OF LIFE: ::::::lsms ORGANISATIONS

A guide to best practice, discussion and Roval College of Anaesthetists

Rovyal College of Emergency Medicine

decision-making in and around critical care oyl Solless of Physicians, Landon

UK Critical Care Nursing Alliance

This report was produced as part of the Critical Futures initiative, looking to the future for critical care
senvices. waww. ficm.ac. ulk/criticalfutures

Decision-making for escalation of treatment: Warwick model

1. Evidence 2. Reasoning 3. Implementation

Clinical situation Resources/location (how to

{Acute and chronic) Identify m:ltmmes deliver treatment safely)
an

) Balance burdens vs. )
Capacity to benefits for this patient Arrangements for review
Recover/Reserve (who is following up)

. Communication (who is
Patients Values . : .
Recommend treatment telling patient/family and
and Wishes
other teams?)

(3@9 ltalian
Resuscitation
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B Un altro modello: il contesto .. Voo

LA RIVOLUZIONE DEI SISTEMI

End of Life Decision-Making Climate Model (Van den Bulcke et al., 2018)
The strong ethical components to decision making are particularly influenced by cultural and
organisational norms prevalent within environments in which they are made e.g. interactions

between patients, clinicians and potential influence from unit leaders. This has been described as a
Decision-Making Climate (Van den Bulcke et al., 2018).

End of Life Decision-Making Climate

Individual Patient Situation

Leader
y
Climate of act_iu Climate of
and auth.entnc intacrdisciplinary
leadetshnp by collaboration
physician = and
Se lf-reﬂe.ct-orn ) communication
Communication

Cecision-making ~

A

— —

Erhical environment,
stimulating

> awareness, reflection -

and patient-

centeredness




Il migliore (per me

Prognostication and shared decision making in
neurocritical care

Kelsey Goostrey,' Susanne Muehlschlegel*

Intubated
patient with a
neurological

emergency
admitted to
k NeurolCU

i

Clinical team tries
to establish a
partnership and
provide
emotional
support with
family (i.e. invite
to attend daily
rounds if desired)

Clinical team
performs at least 72
hours of aggressive

management

(more in case

of cardiac arrest)

Avoidance of early
and nihilistic
prognosis®

LA RIVOLUZIONE DEI SISTEMI

Assess the _ Piscuss-
families’ religious beliefs,
understanding prior experiences,
- »
of the situation and patiant s
comorbities
| |
| |
1 i
- -
a , . - M
Family meeting with
clinical team and family —
(or anyone else involved in Additional Decision is made
decision making famil ontinue famil
Ly decision making) L > R y . — C y
Recommend shared meetings may support after
decision making' be necessary decision is made
| [ [
| | [
[
|
s [
Explain , B
patient’s medical | patient’s
conditionand | values, goals
prognosis : and
| preferences
[
|

Present GOC options
1. Survival, or thebmj | BAAT 2022, 3772060154 |

2. Time-limited trial, or
3. Comfort Care
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> Una nota personale

Gestire tutto questo: possono farlo tutti?

* || ruolo del responsabile: &7

* Percorsi formativi?

* Valutazioni a posteriori?

(EQ ltalian
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- Dying with Dignity in the Intensive Care Unit =

M Engl | Med 2014;370:2506-14.
CONCLUSIONS

Palliative care in the ICU has come of age. Its
cuiding principles are more important than ever

in increasingly pluralistic societies. Ensuring
that patients are helped to die with dignity begs respec

tor reflection, time, and space to create connec- A i

- - Les . oo -“."0‘
tions that are remembered by survivors long after ".-; e

B . ot
a patient’s death. It calls for humanism from all ol 'IL‘Ib
a a . a > Vo vo rﬂ\‘ 1

clinicians in the ICU to promote peace during the w... .

tinal hours or days of a patient’s life and to sup-

port the bereaved family members. Ensuring death
with dignity in the ICU epitomizes the art of med-
icine and reflects the heart of medicine. It de-

mands the best of us.

(é? ltalian
Resuscitation

Council



(Ea ltalian
Resuscitation
Council




[Ealian ResusgitatiomCouncil

ltalian
@ Resuscitation QO W.ircouncil.il
IRC | Council




