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Disclosures

• My primary clinical and research interest is severe neurological injury 
requiring intensive care management with focus on traumatic brain injury

• I have received grants from CIHR, AHFMR/AI:HS, CICF, ICS, AAGBI, CAH, 
Calgary Health Trust and University of Calgary, and U of C DCCM to 
perform studies which will lead to improved outcome from neurological 
injury

• Involvement in Donation and Transplantation:
– I have cared for patients in the ICU who have met neurological criteria for the 

determination of death (NCD)

– Following NCD, I have offered families the opportunity to donate

– I have participated in physiological support of organs in the ICU in patients with 
NCD

– I was a participant in the CCDT conference on DCD

– I trained in a neurological ICU where DCD was offered

– My donor card is not signed although it is my intent to donate my organs after 
NDD

• I am representing my own opinions NOT those of the Canadian 
Neurocritical Care Society, Canadian Congress of Neurological Sciences, 
Canadian Critical Care Society, University of Alberta, University of Calgary, 
Alberta Health Services, nor the U of A Departments of Critical Care, U of C 
Medicine, Clinical Neurosciences, or Community Health Sciences (of which 
I am a member)



Dying Patient Transplant Recipient

Neurological Criteria for Death

Dying Patient Transplant Recipient

Cardiac Death

Decision to Withdraw Life Sustain Therapies





“These quotations highlight the well-

entrenched and overriding principle that the 

doctor must conduct himself or herself 

according to the standard of the reasonable 

physician with reference to the particular 

circumstances at the material time. 

The test is an objective one and does not 

take into account the individual’s own 

physical characteristics, intelligence, or 

personality”



Disagreement on at least one of the daily judgments by 

nurses and doctors was found in 21% of all patients and in 
63% of the dying patients. 

The disagreements more frequently concerned quality of life 
than survival. 

In surviving and dying patients, nurses gave more pessimistic 
judgment and considered withdrawal more often than did 
doctors (p < .001).

Crit Care Med 2003;31:456 – 461



Variation in WLST

• Survey of 1600 Canadian ICU health care providers

• 12 standardized and “usual” ICU scenarios to ascertain treatment 
recommendations from 5 potential options, ranging from continuing 
full management, to limiting some treatment interventions (for 
example, not instituting dialysis), to withdrawal of all active treatment

• In only 1 of the 12 scenarios was the same option chosen by more 
than 50% of respondents

• In 8 of 12 scenarios, opposite extremes of care were chosen by 
more than 10%

• Factors associated with treatment decisions included years since 
graduation, city and province of work, number of beds within the ICU 
where they worked, and self-perceived likelihood of limiting 
treatment relative to colleagues. 

JAMA1995;273:703-8.



Physician prediction of ICU survival <10%: 
HR 16.77 (8.54–32.92) 

In the group of patients in whom ICU 
physicians predicted survival <10%, the 
actual survival was 29% 

Crit Care Med 2004 Vol. 32, No. 5



Survivors’ Own Assessment and Comparison With Nurses’ and 

Doctors’ Predictions 6 months after ICU admission: 

94% of the former patients considered their QOL as good (64%) or as 

fair (30%)

Full physical dependence was indicated in only 2.4% and partial physical 

dependence in 19%. 

Compared with the survivors’ statements, nurses’ (p .001) as well as 

doctors’ (p .05) predictions had been too pessimistic: of the 1,273 daily 

evaluations, nurses had considered medical treatment to be 

questionably or definitely futile with regard to QOL on 175 days (45 

patients) compared with 105 days (26 patients) by doctors

Only 15% of survivors for whom nurses and 9% for whom doctors had 

considered treatment eventually futile with regard to future QOL reported 

bad QOL 6 months later.

Crit Care Med 2003;31:456 – 461 







'Ere. He says he's not dead!

Well, he will be soon. He's very ill.

I'm getting better!

No, you're not. You'll be stone 

dead in a moment.

I can't take him like that. It's 

against regulations.“

Monty Python and the Holy Grail





The Patient's Voice



“…and we know that we have standards in 

this country that protect patients at the end 

of life... Those standards are in place…” 

S. Shemie Dead Enough The Fifth Estate Mar 21 2104





Next Steps

• Standards for Neuroprognostication in Canada

– Access to neuroscience specialists and neurocritical 

care

• Standards for the provision of care for those with 

life threatening neurological conditions

• Open Discussion and Input with the Public on 

these standards

• Public dissemination of our neurocritical care 

outcomes 





Systematic Review

• 12 studies involving 24,520 patients



Results - Mortality 



Results – Neurological Outcome



“Standard of Care”

How can a practice be a standard of care 

when we don’t have standards?


