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* Je zivot konecCny?

* Existuji nevylécitelné nemoci?

* Jsou nevylécitelné stavy?

* Muze |éCba zpusobovat utrpeni?

* MuzZou se tedy vyskytnout pacienti, kteri trpi zbytecné?



Nepriméerena lécba — disproportionate care

(DC)

* Nespravné, nevhodné nacasovaneé uziti medicinskych moznosti.

* Nejenom ,nadmerné, prilisné, nebo vice, nez dostatecné” ale take
,méné, nez dostatecne”

* DC na ICU muze mit vazné dusledky pro pacienta, jeho blizké, 1ékare,
sestry a celou spolecnost
* poruseni zakladnich bioetickych principt
* prodlouzeni utrpeni pacientl a blizkych
* Unava ze soucitu
* vyhybavému chovani zdravotniku

* VV\yhybani se nevhodnému vyuziti zdroju na ICU ma byt prioritou
nejenom manageru ale také vSech zdravotniks



Figure 3. Reasons and Rates of Perceived Inappropriateness of Care Reported by Clinicians

Reason No. of Cases
Disproportionate care 290
Too much care
Too little care

Other patients would benefit more 168
Lack of participation in decision making 118
Persistent nonadherence of patient 96

Inaccurate information to patient or family 70
Not good quality care 64

Disregarding patient’s wishes 52

0 10 20 30 40 60 60 /0 80

Percentage of Perceived
Inappropriateness of Care Cases

JAMA. 2011;306(24):2694-2703



Table 2 Results of the exploratory factor analysis of the EDMCQ scale (32 items)

Questions Loading*
F1: Self-reflective and empowering leadership by physicians
L-5 Physicians in charge help team members settle their differences. 0.493
° L-6 Physicians in charge trust the team members to exercise good judgement. 0.549
V I V n a E L-7 Physicians in charge permit the team members to use their own judgement in solving problems. 0.651
L-8 Physicians in charge encourage initiative in the team members. 0.710
-9 Physicians in charge treat all team members as their equals. 0.578
L-11 Physicians in charge are well aware of their own emotions and attitudes. 0.512
L-13 Physicians in charge dare to show their vulnerability. 0.429
: 4 > F2: Practice and culture of open interdisciplinary reflection
[ —
Etl C ke Vytvo re n -1 There are regular opportunities for open informal dialogue between healthcare providers. 0.549
© 12 There is regular structured and formal dialogue between the various disciplines within the team to discuss patient care. ~ 0.637
° g g pline p
TO I erance ruz nyc I-3 We regularly reflect on the quality of care provided from the various points of view of the staff. 0.703
Vv 3 Vd 5
o -4 The teams are well coordinated/managed. 0.568
M oZn OSt etl C ke d -5 There is an open and constructive culture in the department such that criticism can be easily expressed. 0.543
oE m p atl C ké p oroz I-6 Discussions labout patients Iegd to greater understanding and agreements. 0.514
-1 The culture in my ICU makes it easy to learn from the errors of others. 0.365
CS po I u p ra’ cem eZ| F3: Culture of not avoiding EOL decisions
E-8f Death is not perceived as a treatment failure, so decisions to withdraw or withhold therapy are seldom postponed. 0.409
7 V4 v
.S pol u p race I e ka [ Eot EOL decisions are not frequently postponed. 0.472
v/ E-101 Patients with little chance of recovery are not frequently admitted. 0.709
’P rl to mn Ost se St ' ent Patients with little chance of recovery do not frequently occupy an ICU bed which other patients would benefit more 0.778
from.
OA khvn |’ Za Vzeﬁ se F4: Culture of mutual respect within the interdisciplinary team
-7 I am always regarded and addressed by everyone in the team as a full-fledged team member. 0.683
. 7 T T
OE ko n O m | C ke — d O -8 Team mempers frgm another d|§opl|ne respect my work. 0.694
-9 I have confidence in the professional competence of my team members. 0.409
V4 . i N sl a
F5: Active involvement of nurses in EOL care and decision-making (DM
*Kulturni . " =
E-5 Nurses are present during the communication of end-of-life information to the family. 0.720
4 4 E-6 Nurses are involved in end-of-life decision-making. 0.781
[
Za ko nne E-7 Nurses and physicians collaborate well with one another during end-of-life situations. 0.537
4 v 4 F6: Active decision-making by physicians
[
N a boze n S ke L-2 Physicians in charge make accurate and timely decisions. 0.536
oDYANnT . L-3 Physicians in charge take full charge when emergencies arise. 0.625
P ra n | rO d | ny L-4t Physicians in charge are not hesitant about taking initiative in the group. 0.439
h d d . . L-12 Physicians in charge are well aware of their role model function. 0.390
*Share ecision-n F7: Practice and culture of ethical awareness
E-1 My colleagues understand my thoughts/feelings about difficult end-of-life decisions. 0.546
E-2 Different opinions and values concerning end of life are tolerated. 0.567
E-3 We talk about moral problems. 0.541
E-4 There is a structured, formal debriefing after difficult patient care situation. 0.562

Van den Bulcke B, et al.
BMJ Qual Saf
2018;27:781-789



Duvody zahajeni, nebo pokracovani v DC

* Zdravotnické zarizeni

* Lékari a sestry

* Pacient a jeho zastupci
* Spolecnost



Actual survival (months)

* Nejista prognodza je Casto pouzivana lékari k odlvodnéni DC a alibi k oddaleni dalezitych

rozhodnuti a Cesného, uprimného, ale také obtizné komunikace s blizkymi. [6]

* Lékari isou nrokazatelné nadmiru ootimisti¢ti v prognostikaci
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Duvody na strane léekare

* Nejista prognodza je Casto pouzivana lékari k odlvodnéni DC a alibi k oddaleni dalezitych
rozhodnuti a Cesného, uprimného, ale také obtizné komunikace s blizkymi. [6]
* Lékari jsou prokazatelné nadmiru optimisti¢ti v prognostikaci

* Lékari nezahaji konverzaci o predem vysloveném prani, aby nebyli vystaveni negativnim emocem
a diskomfortu pri rozhovoru o smrti [Eliasson AH, et al. Arch Intern Med 1999; 159:2213-
2218.].

* DC a sdélovani nerealistickych vyhlidek pacientiim a jejich blizkym je hlavnim zdrojem moralniho
distresu u sester ICU [piers R, APPROPRICUS, JAMA 2011, Benoit - DISPROPRICUS Intensive
Care Med (2018) 44:1039-1049]

* Konflikty mezi Iékafi a sestrami a pfibuznymi muzou negativné ovlivnit kvalitu rozhodovaciho
procesu, stejné jako spokojenost vSech stran [34 - Breen].

 Casteéné je chyba v zdravotnickych profesionalech, Ze spole¢nost nevnima koneénost Zivota [48]



Kazuistika

* 3- lety chlapec s encefalitidou, okluzi ACM
--_-- HHE L P : o o,

Dneg u lizka os lékaF sdélqjeivie dnélq k pqngregi 1schemie na obe
(je hemisfery a stav je dle nej tezko slucitelny se zivotem.

L JViWl Doporucujl proto:
- pavysit LMYH na 240 IU/kg/24 h a monitorace antiXa. Cilove antiKa
I1y'@,5 - 0,8IU/ml. Monitorovat 1 renal fce. AntiXa denne
3 steroidni lecba - pulsy methvlprednisolonu, jednak jako
S | o1 tiedematosni lécha a jednak v ramci diff dg vaskulitis velkych cev,
ktera je nyni v dokumentaci zminena.

* 6. den: bilateralni fixovana mydriaza, koma,
nevybavna vétSina kmenovych reflexu.

* 7.den odejmuta organova podpora



Duvody na strané pacienta

* JedinecCna situace rodiny pacienta po odnéti organové podpory: kratky
cas na pripravu na smrt blizkého vede k rozvoji rezistence.

* Je potreba uprimné, transparentni a soucitné komunikace od pocatku,
zejmeéna pred rozhodnutim zahajit, nebo pokracovat v zivot udrzujici
terapii [Levin TT, End-of-life communication in the intensive care unit. Gen Hosp
Psych 2010].



DCOvodv na strané snolec¢nosti

* Smrt
* Naro

* Spole
budc
Crit Ca

* Téme
komce
e Caste
nevn..

doctors in the modern
world, fortified by the traditional concept that the life
of the sick person must at all costs be preserved, are
to some extent guilty of the false antitheses current
today between youth and age. Moreover youth means i sivota
health, age illness and semility. Until this im- U [Angus
balance 1s corrected society will be in danger of ‘a
kind of civil war between the generations’. Society
must be taught again that mortality cannot be avoided
or conquered by medical science, and at the same time
that ‘health’ is not enshrined in the young alone.

1A N 1 I Wil IW e &=l w WA e

hnutna.

st

Journal of Medical Ethics, 1975, |, 85-89



Dusledky DC na ICU

* Poruseni zakladnich etickych principu
* Utrpeni pacienta a blizkych

* Moralni distres, vyhybavé chovani, Unava ze soucitu u lékaru
a sester



Poruseni etickych principu

* Ujma, zrafiovani ethical principle of nonmaleficence
* Fyzicka ujma, bolest a poskozeni fyzické kompetence
* Psychicka ujma
* Ohrozeni pacientovych zajmu
* Princip spravedlnosti
* Férové, spravedlivé a primérené, odpovidajici rozdéleni zdroju



Poruseni etickych principu

* Princip nonmaleficence
* Princip beneficence

* Princip autonomie

* Princip spravedlnosti



Poruseni etickych principu

Figure. Relationship Between Quality of Life and End-of-Life Care

* Princip

Aggressive Interventions

Better 81
* Fyzic 71,
o] 2
—
* Psyc 2. hd 1 T
B ! !
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. «  Worse 0
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Patients 266 45 10 4
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Worse 0O
0 <1 wk 1-8 wk > 8 wk
Time in Hospice
106 40 125 49

Results are adjusted for illness severity, as measured by Karnofsky score and survival. Caregivers were asked,
“In your opinion, how would you rate the overall quality of the patient's death or last week of life?" Response
items were arranged on a Likert scale from O “worst possible” to 10 “best possible.” The hospice statistical
scores were F=4.04;, P<.001. Interventions included ventilation, resuscitation, chemotherapy, or feeding tube
(F=3.615; P=.01). Error bars represent 95% confidence intervals.

JAMA

. 2008,;300(14):1665-1673



Poruseni etickych principu

* Princip nonmaleficence
* Princip beneficence

* Princip autonomie

* Princip spravedlnosti



Poruseni etickych principu

* Princip nonmaleficence

* Princip beneficence
* Znemozneéni aplikace paliativni péce

* Princip autonomie
* Princip spravedInosti



Poruseni etickych principu

* Princip nonmaleficence
* Princip beneficence

* Princip autonomie

* Princip spravedlnosti



Poruseni etickych principu

* Princip nonmaleficence
* Princip beneficence

* Princip autonomie
* VétsSiné pacientim je odeprena autonomie
* Neni zohlednéno prani pacienta pred admisi

* Princip spravedInosti
* Férové, spravedlivé a primérené, odpovidajici rozdéleni zdroju



Poruseni etickych principu

* Princip nonmaleficence
* Princip beneficence
* Princip autonomie

* Princip spravedlnosti
* Férové, spravedlivé a primérené, odpovidajici rozdéleni zdroju



Dusledky DC na ICU

* Poruseni zakladnich etickych principu
* Utrpeni pacienta a blizkych

* Moralni distres, vyhybavé chovani, Unava ze soucitu u lékaru
a sester



Utrpeni pacienta a blizkych

* Mnozi terminalné nemocni pacienti si nepreji odkladat smrt a chtéji mit
ponechanou kontrolu k dokonceni zalezitosti

* Blizci pacientl na ICU jsou ohrozeni uzkostmi, depresi, véetné akutni stresové
poruchy, PTSD a komplikovaného zarmutku

* \/éasna paliativni péce je asociovana se zlepsenou kvalitou Zivota pacient( a jejich
blizkych



Utrpeni pacienta a blizkych

Table 2. Associations Between Advanced Cancer Patients' End-of-Life Discussions, Mental Figure_ Relationship Between Qua|ity of Life and End-of-Life Care
Health, Terminal lliness Acceptance, Treatment Preferences, and Planning
No. (%
| i Aggressive Interventions Time in Hospice
End-of-Life
Discussion Adjusted OR Better 87 Better 8-
[ ] (95% a | -
Total Sample Yes No Confidence P . 7 —; _?_
(N = 332) (n=123) (n=209) Interval)@ Value 64 ] 6 - -
Mental disorders ® Py E ®
Major depressive disorderP 224(6Nq) 10 (8.3) 12(6.8) 1.33(0.54-3.32) .53 5 5 J._ T 54 L
Major depressive 20 (6.1) 7(5.8 13(6.3) 0.73(0.26-2.08) .56 = 4 ® 1
disorder-Endicott® = 44 l l .
Generalized anxiety disorderP 7 (@:1) 4(3.3) 3(1.4) 250(0.51-12.1) .26 § 3 3]
Panic disorder? 10 (3.1) 2(17) 8(3.9 055(0.16-1.90) .34 %] 5
Posttraumatic stress disorder® 9(2.7) 4 (3.3) 5(2.4) 0.95(0.24-3.75) .94 2 7
Any mental disorder® 33(10.2) 11H(@Q2) 22(10.7) 0.78/(0.35-1.55) 41 1 »
McGill psychological subscale,
adjusted least square means (SE)4 Worse 0O Worse 0
Depressed 7429 7302 7402 79 0 1 2 23 0 <1 wk 1-8 wk > 8 wk
Nervous or worried 6932 65(0.3 7.0(0.3 19 No. of No. of Aggressive Interventions Time in Hospice
Sad 7.2 (3.0 73 (0.2 7.2(0.2 .79 e
= — L) 0 02 Patients 266 45 10 4 106 40 125 49
Terrified 7.2 ((3:1) 71 (08) 72(08) .68
Any psychological distress 5.4 (0.1) 53(0.2) 5.4(0.2 155 ! . . : !
T ——— Results are adjusted for illness severity, as measured by Karnofsky score and survival. Caregivers were asked,
planning ' “In your opinion, how would you rate the overall quality of the patient's death or last week of life?" Response
Accepts illness is terminal 125(37.7)  65(52.9) 60(28.7) 2.19(1.40-3.43) <.001 items were arranged on a Likert scale from O “worst possible” to 10 “best possible.” The hospice statistical
Wants to know life expectancy 242 (72.9) 103(83.7) 139 (66.5) 2.40 (1.43-4.04) <.001 scores were F=4.04;, P<.001. Interventions included ventilation, resuscitation, chemotherapy, or feeding tube
Values comfort over life-extension 245(73.8) 105(85.4) 140 (70.0) 2.63 (1.54-4.49) <.001 (F=3.615; P=.01). Error bars represent 95% confidence intervals.
Against death in ICU 118(35.5) 60 (48.8) 58(27.8) 2.13(1.35-3.37) <.001
Completed DNR order 134 (41.1) 75(63.0) 59 (28.5) 3.12(1.98-4.90) <.001
Completed living will, durable 18i1i(65:2) 86 (71.7) 95(46.1) 1.96(1.25-3.07) .003
power of attorney, or health
care proxy

JAMA. 2008;300(14):1665-1673



Dusledky DC na ICU

* Poruseni zakladnich etickych principu
* Utrpeni pacienta a blizkych

* Moralni distres, vyhybavé chovani, Unava ze soucitu u lékaru
a sester



Moralni distres

* Kdyz jedinec vnima omezeni, které mu zabranuji konat v souladu s
moralnim presveédcenim

* DUsledky:
* Pocit frustrace a deprese vedouci k synddromu z vyhoreni a opousténi prace
* Snizeni kvality péce o pacienta: vyhybani se pacientovi, depersonalizace v
ramci patologického vyrovnavani se mechanismu vyrovnani se

Vyhybavé chovani: absence verbalniho, fyzického a socialniho kontaktu s
pacientem

Unava ze soucitu: stav emoéniho, fyzického a duchovniho vy&erpani
zpUsobena ucasti na utrpeni jiného. Dusledkem je Ustup potreby, schopnosti a
energie pro soucit a péce o druhé (Maiden 11 Crit care nurs)



Mrs. Woolen was hospitalized with ovarian cancer and metastases to her lungs, liver and kidney. She
was a DNR (her physician ordered a DNR based on her living will and verbalized wishes). She became
hypotensive on the floor and when the physician called her daughter, the daughter made her a full code
(the physician canceled the DNR based on the daughter’s wishes) and she was transferred to the ICU.
I picked her up at 0700 at which time she was on some drips but stated she was ready to die because her
cancer was so bad. She developed trouble breathing around 0900. After calling the doctor and arguing
with him about her code status she was intubated because he refused to change the code status despite

her wishes . . . I had a real problem with the doctor going against the patient’s wishes and the daughter.
[ didn’t think it was ethical or moral.

Nursing Ethics 2012, 19(4) 479-487



Kdy

* Kdyz existuji presvedcivé argumenty, ze dalsi organova podpora je prodluzovani
zbytecného utrpeni
* Pradbéh nemoci (jak je rozsirena, jaka byla |é¢ba, Uspéch jednotlivych |é¢ebnych modalit), vliv
|é¢by a nemoci na kvalitu Zivota, o¢ekavani pacienta a dlistojnost pacienta.

* Lékar hodnoti, jestli pacient s velkou pravdépodobnosti zemre a jestli by zivot-
udrzujici [écba meéla byt omezena

* Presvedceni pacienta a rodiny

* Spektrum rozhodovacich procesu — od parentalismu (Iékar rozhoduje), pres
sdilené rozhodovani (shared decision-making) az po autonomii (rozhoduje
pacient, nebo blizci)

* Pacient/blizci se vyjadri, jakou roli chtéji zaujmout v rozhodovacim procesu



TABLE 2 Ciriteria used to justify limiting life-support therapies

Criteria

Previous functional limitation
Age
Recovery but expected quality of life unacceptably poor

Underlying disease expected to be fatal in the following six
months

Level of care considered to be maximal by families (more
aggressive therapy would be unreasonable)

Absence of improvement following a period of active
treatment

Underlying chronic disease
Expected irreversibility of acute disorder in the first 24 h

Do not resuscitate order issued by the patient

n (%)

78 (71.6)
76 (69.7)
66 (60.6)
52 (47.7)

47 (43.1)

S (839

25(22.9)
19 (17.4)
12 (11.0)

J Eval Clin Pract. 2019;1-7.
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* pravidelné rozhovory s pribuznymi

* flexibilni navstévni hodiny

* korekce nerealistickych oCekavani a prani

* dynamické upresnovani prognozy

* [ékar musi mit vymezeny cas a prostor na komunikaci
* nutné jsou jasnée stanované cile a limitace |échy

* konzultace s psychologem

* specialni pozornost rozhovorum tykajicim se uvah ohledné omezovani
terapie



Legislativa se vztahem k paliativni péci

* Ustavni a nadzakonné
* Listina zakladnich prav a svobod
* Mezinarodni pakt o hospodarskych, socialnich a kulturnich pravech
 Umluva o lidskych pravech a biomediciné

e Zdkonné a podzakonné
* Trestni zakon, ob&ansky zakonik, OSR
* Zakon o péci o zdravi lidu, vyhlaska o ZD
* Zakon o verejném zdravotnim pojisténi
* ,Transplantacni” zakon
* Zakon o zdravotnich sluzbach

* \\yznamna doporuceni
* Charta prav umirajicich (Rada Evropy)
* Doporuceni o organizaci paliativni péce (Rada Evropy)



Doporuceni Rady Evropy €. 1418/1999 ,,0 ochrané lidskych prav a
dUstojnosti nevylécitelné nemocnych a umirajicich.”
,Charta prav umirajicich”

* Zdkladni prava odvozenad z distojnosti smrtelné nemocnych nebo umirajicich

jsou ohrozena mnoha faktory, mj.:

* Malou dostupnosti paliativni péce a kontroly bolesti
* Umélym prodluzovanim procesu umirani, bud neprimérenym pouzivanim lécebnych
prostfedkll, nebo pokracovanim v lécbé bez pacientova souhlasu.

* Zabranit nesmysinému prodluzovani terminalnich fazi zivota proti vuli
nemocnych pri neadekvatnim nasazeni vSech dosazitelnych prostredkd.

* Ale zajistit, aby ve spornych pripadech bylo vzdy rozhodnuto ve prospéch zivota
a jeho prodlouzeni.
* ZlepsSeni dostupnosti paliativni péce a kontroly bolesti



(i

Umluva o lidskych pravech a bviomedicfné
(inkorporovana do legislativy CR)

* Clanek 9:
* Bude bran zretel na drive vyslovena prani ohledné lékarského zakroku, pokud
pacient v dobé zakroku neni ve stavu, kdy mulze vyjadrit své prani.

* Lékari:
* provedenim omezeni terapie umoznuji uplatnovat toto prani

* jsou odpovédni, protoze pouze oni jsou schopeni rozpoznat, zda predem
vyjadrené prani se skutecne tyka ve vsech podrobnostech dané situace

* uplatnéni u chronickych onemocnéni



* Casné vyjadfeni pacientovych pfani stran konce Zivota (Advanced

DiFECﬁVES) (Pfedpis €. 372/2011 Sb. Zakon o zdravotnich sluzbach a podminkach jejich
poskytovani (zakon o zdravotnich sluzbach))

* Living Will — zpUsobily pacient predem odmitne ¢i odsouhlasi nékteré
vykony pro predem definované stavy (ventilace, resucitace, vyziva, etc.)

* Stanoveni zastupce pro urcité medicinské situace (Healthcare proxy)

* Durable Power of Attorney — stanoveni zastupce s definovanymi kompetencemi
stran rozhodovani pfi nezpusobilosti pacienta

* zlepsenim paliativni péce
* zabranit umélému prodluzovani procesu umirani



DOPORUCENI PREDSTAVENSTVA CLK &. 1/2010

k postupu pii rozhodovani o zméné 1é¢by intenzivni na 1é¢bu paliativni u pacientu
v terminalnim stavu, ktefi nejsou schopni vyjad¥Fit svou vili
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