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Altersstruktur in der Schweilz

Alterung der Schweizer Bevolkerung

Entwicklung Alterspyramide zwischen 2015 und 2045
Die Ausldnder sind am ausseren Rand der Grafik dargestellt
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Der altere Patient auf der Intensivstation

* Durchschnittsalter der Patienten in europaischen
Intensivstationen: > 65 Jahre

* Dies entspricht > 55 % aller Intensivpatienten

e > 15 94 alter als 80 Jahre

» Altersentwicklung der Bevolkerung: Geschatzter
(theoretischer) zusatzlicher Kapazitatsbedarf 2020-
2030: > 50%

* Die am schnellsten wachsende Patientenpopulation...

Flaaten et al. Intensive Care Med 2017;43:1319-28

Laake et al. Acta Anaesthesiol Scand 2010;54:479-84




Mortalitat des alteren Intensivpatienten

e |PS Mortalitat 30%
e 1-Jahres Mortalitat 50%

Long term mortality (Age > 80)

 Nach schwerem Schock 97%
* Unabhéangig nach 1 Jahr < 30%
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Fig. 2 Long-term mortality in very old ICU patients. Short- and long-term mortality in octogenarians. With permission of ICM [4]

Flaaten et al. Intensive Care Med 2017;43:1319-28



Alter

 Wichtiger prognostischer Marker in der Intensivmedizin

e Ein grosser Teil der prognostischen Aussagekraft wird
durch Comorbiditat und funktionellen Status erklart

* Nach Korrektur fir Schwere der Erkrankung bleibt der
Effekt des Alters signifikant

 Unabhangiger Prediktor fur Mortalitat und Morbiditat
In der grossten Anzahl der Studien

Haas B, Wunsch H Curr Opin Crit Care 2016;22:500-05



Ageism

,stereotyping, prejudice, and discrimination against
people on the basis of their age. Ageism Is widespread
and an insidious practice which has harmful effects on
the health of older adults...

These attitudes (...) have negative impacts on their
health and well-being...»

http://www.who.int/ageing/ageism/en/



Admission Bias...

ICE-CUB 1 Studie (F, Notfallmedizin)

* Festgelegte Aufnahme Kriterien nach Delphi-
Prozess

» Kriterien von ,Definitive” — ,Inappropriate”

e 1426 Patienten mit definitiven Aufnahmekriterien
e 441 (30.9%) an IPS zugewiesen
o 231 von 441 (52.4%) letztendlich auf IPS aufgenommen

,Emergency and intensive care unit physicians were extremely reluctant to
consider intensive care unit admission of patients aged >80 yrs, despite the
presence of criteria indicating that intensive care unit admission was certainly
or possibly appropriate.”

Garrouste-Orgeas et al. Crit Care Med 2009;37:2919-28



Was mochte der Patient ?

« ICE-CUBL: 12.7% der Patienten wurden bezuglich
Ihrer Meinung im Hinblick auf IPS Behandlung
befragt

e ETHICAT u. Il

 Hohe Rate von Ablehnung (27%-63%) intensivmed.
Massnahmen unter alteren Patienten

« Arztliche Entscheidungen zeigen wenig
Ubereinstimmung mit Patientenwillen

Philippart et al. Intensive Care Med 2013;39:1565-73

Garrouste-Orgeas et al. Intensive Care Med 2013;39:1574-83

Le Guen et al. Age Ageing 2016;45:303-09



Why bother ?

Concepts in Emergency and Critical Care mee—

Roger C. Bone, MD, Section Editor

Consensus Statement on the Triage

of Critically Ill Patients

Society of Critical Care Medicine Ethics Committee

The demand for medical services such as critical care is likely to often exceed
supply. In the setting of these constraining conditions, institutions and individual
providers of critical care must use some moral framework for distributing the
available resources efficiently and equitably. Guidelines are therefore provided
for triage of critically ill patients. There are several general principles that should
guide decision making: providers should advocate for patients; members of the
provider team should collaborate; care must be restricted in an equitable sys-
tem; decisions to give care should be based on expected benefit; mechanisms
for alternative care should be planned; explicit policies should be written; prior
public notification is necessary. Patients who are not expected to benefit from
intensive care, such as those with imminently fatal illnesses or permanent un-
consciousness, should not be placed in the intensive care unit. Hospitals should
assign individuals the responsibility of intensive care triage, and a committee
should oversee the performance of this responsibility to facilitate the most ef-

ficient and equitable use of intensive care.

IT IS likely that the demand for health
care service will always exeeed the sup-
ply. In this context of relative seareity,
it is appropriate to develop explicit
guidelines to help facilitate the fairest
use of these services."" This statement
offers critical care providers principles
and guidelines for the distribution of
intensive care resources among indi-
vidual patients.

JUSTIFICATION

The United States and other coun-
tries face difficult questions regarding
access to, delivery of, and payment for
health care services, as well as the pro-
portion of health care expenditures that

From the Society of Crilical Care Medicine Ethics
Comitiee. A complete st of the members of this
committes appears at the end of this anicle

No partion of this statement is offered o intended as
legal advice for any of the matters discussed Compa-
tent legal counse! should be consulted as appropriate
for specific cases involving these iSsuas.

Feprint requests to Saciety of Crtical Care Medicine
8101 € Kaiser Bivd, Anaheim, CA 82808-2214 (Ms
Charm Kahlanberger).

(JAMA. 1994:2T1:1200-1203)

should be appropriated for critical care.
These issues are not likely to be re-
solved easily or quickly, nor will these
general issues be addressed herein. Re-
gardless of when and how these broader
issues are resolved, individual health
care organizations and providers will
continually face a disparity between de-
mand for and availability of eritical care
facilities. Demand is ereated by the in-
clination of critically ill patients and their
families to seek, and their physicians to
provide, intensive care. The advancing
age of the population is likely to increase
the demand for services as more elderly
individuals who are frail, chronically ill,
and subject to life-threatening illness
become potential candidates for critical
care. The development of new phar-
maceutical products and technological
devices often makes the care provided
more expensive. At the same time
that demand for and expense of care
are increasing, the capacity to meet
demand is constrained by inadequate
reimbursement, restricted growth of

health care facilities, and personnel
shortages.

In the setting of these constraining
conditions, individual institutions and
individual providers of critical care must
use some moral framework for distrib-
uting the resources at hand. Sometimes
resources are more obviously limited
than at other times, as evidenced by the
absence of an available bed in the in-
tensive care unit (ICU). The guidelines
provided herein are intended to be ap-
plicable whether or not an immediate
shortage is apparent, because their con-
tinuous use will lead to more consis-
tently equitable and efficient critical
care. It is recognized that limiting care
of critically ill patients during acute
shortages is more likely to result in ad-
verse consequences for individual pa-
tients than limiting care during times
without shortages.

‘While various terms such as “triage,”
“rationing,” or “allocation of resources”
have been used to describe the distri-
bution of limited goods and services, we
will use the term “triage.”'*'¢ This term
has been chosen because it conveys a
well-established process in medicine of
finding the most appropriate disposition
for a patient based on an assessment of
the patient’s illness and its urgency. “Tri-
age” derives from the French verb trier,
meaning to pick, to sort, or to select.
‘The first medical application of the word
was in the French military, where hé-

Advisory Panel: Bart Chernow, MD, Balti-
more, Md; David Dantzker, MD, New Hyde
Park, NY; Jerrold Leiken, MO, Chicago, IIl;
Joseph E. Parrille, MD, Chicago, IIl; William
JJ. Sibbald, MD, London, Ontario; and Jean-
Louis Vincent, MD, PhD, Brussels, Belgium

, Very elderly individuals who are
failing to thrive due to irreversible,
chronic illness should not be
encouraged to use intensive care”

SCCM Ethics Committee JAMA 1994;271:1200-03




Aktuelle epidemiologische Daten

Docherty et al.

Haas et al.

Nielsson et al.

lhra et al.

Bagshaw et al.
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3865

39,558

6266
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2005-2009

2005-2014

2005-2011

1998-2008

2000-2005

Decrease from 10% to 8.4% Not addressed

Increase from 13.4% to 13.9% Not addressed

Increase from 11.7% to 13.8%  Not addressed

Increase from 11.5% to 15.3% Decrease

Annual Increase 5.6% Decrease

Modifiziert nach Flaaten et al. Intensive Care Med 2017;43:1319-28




ELDICUS II
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ELDICUS I

Twenty-eight— day post-triage mortality by reasons for rejection with Simplified Acute
Physiology Score |l score and age

Too 11l Too Well No Beds

Age Mortality SAPS 11 Mortality SAPS 11 Mortality SAPS 11

1844  80f11(73%) 282+ 181 3of72 [@%) 16.0+84  50f43(12%) 223+ 132
4564  340f48 (71%) 31.0 = 165 4of119(3%) 18.8+ 119 160f 79 (20%) 21.7 = 13.0
65-74 49 of 66 (74%) 27.6 + 145 19 of 120 (16%) 19.9 + 10.6 250f 63 (40%) 25.1 + 13.0
75-84 80 of 108 (74%) 29.9 + 165 22 of 119 (19%) 20.2 + 10.0 16 of 48 (33%) 25.8 + 14.7
85+ 32 0f 37 [87%)] 28.7 = 154  Tof 26 228 +12.1  4of11(36%) 29.3 + 14.9
Total 203 of 270 (75%) 29.3 + 15.9 55 of 456 (1206) 19.2 + 10.7 66 of 244 (27%) 23.8 + 13.5

SAPS, Simplified Acute Physiology Score. Number (percent). SAPS II score without age points.

Sprung et al. Crit Care Med 2012;40:132-138




ELDICUS I

Physicians should consider changing

their ICU triage practices for the elderly,
especially accepting elderly patients appearing
“too well.”

Sprung et al. Crit Care Med 2012;40:132-138
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We suggest basing the
decision to admit an elderly (>
80 yr) patient to an ICU on the
patient’s comorbidities, severity
of illness, prehospital functional
status, and patient preferences
with regard to life-sustaining
treatment, not on their
chronological age”

Nates et al. Crit Care Med 2016;44:1553-




Triage alterer Patienten

Einige methodologische Probleme...

e Alter nicht einheitlich definiert
e |IPS Indikationen variieren

 Einfluss von festgelegten Therapielimitationen ?

o Schwierige Identifikation der Personen, die von einem
IPS Aufenthalt profitieren

e Scores: Keine Triageinstrumente

 Keine randomisierten Studien zur Triage alterer
Patienten auf die Intensivstation



Determinanten des Qutcomes
alterer Patienten

Individual
Factors
(incl. Age)

Acute
Physiology

Early Mortality Late Mortality
Chronic Impairment

Quality of Life



Stellenwert der akuten
Erkrankungsschwere

APACHE 11l 1991 SAPS 3 2005
m Acute Physiology  m Individual Factors m Acute Physiology  m Individual Factors

Knaus et al. CHEST 1991;100:1619-36

Moreno et al. Intensive Care Med 2005;31:1345-55




Extracorporeal membrane oxygenation:
evolving epidemiology and mortality
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Determinanten des Qutcomes
alterer Patienten

Individual
Factors
(incl. Age)

Acute
Physiology

Early Mortality Late Mortality
Chronic Impairment

Quality of Life



Determinanten des Qutcomes

alterer Patienten
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Determinanten des Qutcomes
alterer Patienten

The Gordian knot of age, comorbidities and
frailty

Haas B, Wunsch H Curr Opin Crit Care 2016;22:500-05



Ansatze

e FUhrt eine systematische Aufnahme auf die
Intensivstation zu einer Verbesserung des
Uberlebens ?

» Gibt es praktikable Instrumente zur
Abschatzung des individuellen Risikos eines
ungunstigen Verlaufs nach IPS Hospitalisation ?



ICE-CUB 2

Effect of Systematic Intensive Care Unit Triage on Long-term
Mortality Among Critically Ill Elderly Patients in France

Systematische Aufnahmestrategie:
 Hohere IPS Aufnahmerate (61% vs. 34%)

o Aufnahme ,krankerer” Patienten (SAPS 3 64 vs. 59)

« Haufigere Konsultation des Patienten/der Angehdorigen
(49% vs. 24%)

o Haufigeres Einverstandnis des Patienten/der
Angehdrigen bezlglich IPS Therapie (88% vs. 66%)

Guidet et al. JAMA 2017;318:1450-59



ICE-CUB 2

Effect of Systematic Intensive Care Unit Triage on Long-term
Mortality Among Critically lll Elderly Patients in France

Inverse probability-weighted adjusted survival probability
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Frailty

 a state of vulnerability to poor resolution of
homoeostasis after a stressor event

e a consequence of cumulative decline in many
physiological systems during a lifetime.

* This cumulative decline depletes homoeostatic
reserves until minor stressor events trigger
disproportionatechanges in health status

 Not only in the old

Clegg et al. Lancet 2013;381:752-62



Frailty in der Intensivmedizin

Langzeitmortalitat (> 6 Monate) frail vs. Non-frail

Frail Nonfrail Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
Bagshaw 2014 45 138 60 283 8.0% 1.54[1.11,2.14)
Brummel 2016 158 307 251 733 39.5% 1.50[1.30,1.74) -
Heyland 2015 106 193 146 417 258% 157 [1.31,1.88) ——
Hope 2017 15 34 16 B1 2.7% 1.68 [0.96, 2.96] T
Kizilarslanoglu 2016 22 26 59 96 16.6% 1.38[1.10,1.73] —
Maguet 2014 27 46 45 150 7.3% 1.96[1.39, 2.76) E—
Total (95% CI) T44 1740 100.0% 1.53 [1.40, 1.68) ’
Total events 373 577
Heterogeneity: Tau?= 0.00; Chi*= 3.08, df= 5 (P = 0.69); F= 0% IIJ 2 055 1 é 51
Testfor overall effect Z = 9,02 (P < 0.00001) “ Nondral Patients | Frail Pationts
Entlassung ins hausliche Umfeld frail vs. Non-frail
Frail Nonfrail Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Bagshaw 2014 53 138 162 283 44.2% 0.67 [0.53, 0.85] -
Heyland 2015 43 193 153 416 31.0% 0.61 [0.45, 0.81] —a—
Maguet 2014 13 46 88 150 128% 0.48[0.30,0.78] —_—
Mueller 2015 12 39 45 63 120% 0.43[0.26,0.71] —_—
Total (95% CI) 416 912 100.0% 0.59 [0.49, 0.71] ’
Total events 121 448
Heterogeneity: Tau®= 0.00; Chi*=3.42, df=3 (P =0.33); F=12% i t t i i
Testfor overall effect: Z=5.81 (P < 0.00001) 01 02 0.5 Frail Ncn—friai[ 10

Muscedere et al. Intensive Care Med 2017;43:1105-22




Clinical Frailty Scale
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Clinical Frailty Scale*

| Very Fit — People who are robust, active, energetic
and motivated, These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category |, Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking,

4 Vulnerable —While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being "slowed up”, and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life, Typically, they could

| not recover even from a minor illness.

9. Terminally lll - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting,

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008.

2. K. Rodewood et al. A global clinical measure of fitness and

fraifty in elderly people. CMA] 2005;173:489-495,

DALHOUSIE
UNIVERSITY

Fmsprring Mind

© 20072009 Version | 1 Al rights reserved Geriatric Mediane
Research, Dahousie University, Halifax Canada, Permission grarted
to copy for research and educational purposes anly.



VIP 1

The impact of frailty on ICU and 30-day mortality and the level of care
in very elderly patients (2 80 years)

e 30 -Tage Mortalitat 32.6%
 Frailty (CFS = 5) vorhanden in 43.1% d. Patienten
 Hohe Korrelation CFS mit SOFA

» Akute Aufnahme, Frailty und SOFA Score:
unabhangige Uberlebenspradiktoren

» 23.8%: keine IPS-spezifischen Interventionen

Flaatten et al. Intensive Care Med 2017;43:1820-28




VIP 1

The impact of frailty on ICU and 30-day mortality and the level of care
in very elderly patients (2 80 years)

Bl Elective admissions -~ Mortality elective
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Fig. 2 Association between frailty scale and 30-day outcome

Flaatten et al. Intensive Care Med 2017;43:1820-28




Triageprozess IPS (Modell)

Betagter Patient, akut
kritisch krank

Akute Physiologie —
stabilisierbar ?

Advance Directive —
vereinbar mit
Intensivbehandlung ?

LICU Trial”
Geriatric IMC/ICU

Keine Intensivmedizin

Funktionaler Status/
Frailty — Not Frail ?
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Der altere Traumapatient

© M. Geisen 2018



Systemunterschiede

Germany
Luxembourg
Austria
Romania
Belgium
Lithuania
Croatia
Estonia
Hungary
Italy
Bulgaria
France
Czech Republic
Cyprus
Switzerland
Spain
Latvia
Slovakia
Iceland
Norway
Andorra
Poland
Denmark
United Kingdom
Ireland
Slovenia
Netherlands
Finland
Greece
Sweden
Portugal .
Europe (average) 11.5
T

T
0 5 10 15 20 25 30

Total numbers of critical care beds per 100,000 capita of
population

Rhodes et al. Intensive Care Med 2012;38:1647-53




Systemunterschiede

Cr

6 UK

5

% of patients

0 5 10 15 20 25 30 35 40 45 50 55
APACHE Il score

Wunsch et al. Am J Resp Crit Care Med 2011;183:1666-73




Systemunterschiede

Cases and incidence of ARF in the United States, 1994, by age
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Conclusions

« Aktuelle demographische Entwicklungen erfordern
eine Intensivmedizinische Triage alterer Patienten

e Systematische Prozesse erlauben zeitnahes,
fachgerechtes, patientenzentriertes Assessment

 Limitierte Resourcen: Entscheidung ,vor Ort*

e Zukunftige Entwicklungen:
* Prognoserelevante Scoring-Systeme
» Geriatrische Therapiekonzepte (Geriatric ICU/IMC)

 Klinische Studien: adaptiert an lokale Prozesse, ICU vs.
non-1CU, differenzierte Methodik bei ausgepragter
Heterogenitat
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