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Highly variable treatment intensity across ICUs

Figure 2. Variability Among Intensive Care Units (ICUs) in the Management of Patients With Preexisting Limits on Advanced Therapies
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And among physicians within the same ICU...
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9 intensivists caring for 1,363 ICU patients admitted to Case Western from 2002-2005

“F I DS Garland A, Connors AF. J Pall Med 2007; 10: 1298
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And even within physician, depending on how
strained the ICU is!

Table 2 Mean predicted outcomes by quintile of ICU
strain®

Admissions per day
Lowest 1.77 (7.69-7.85) 9.05 (8.97-9.12)
2nd 7.38 (7.31-7.46) 8.64 (8.57-8.71)
3rd 7.08 (7.01-7.15) 8.31(8.24-8.38)
Ath 6.87 (6.80-6.94) 8.07 (8.00-8.14)
Highest 6.50 (6.42-6.57) 7.64 (7.57-7.71)

10,000 patients dying in 161 U.S. ICUs 2001-2008
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&wem . @FIELDS
- Hua, M et al. Intensive Care Medicine 2016

Mechcme
ring Improvement in End-of-Life Decision Scie!




WHAT’'S NEW IN INTENSIVE CARE

Choice architecture in code status Wewee
discussions with terminally ill patients
and their families

George L. Anesi'?** and Scott D. Halpern'#*#*"

Default option “In this situation, there is a real risk that his heart may stop—that he may die—and
because of how sick he is, we would not routinely do chest compressions to try to
bring him back. Does that seem reasonable?”

Social norm “Many patients in this situation would not want chest compressions if their heart
stopped. Does this also reflect your mother’s wishes?”

Omission bias “If your father's heart were to stop, we are prepared to let him pass peacefully. But
you may also instruct us to pound on his chest in an effort to restart it”

Ambiguity aversion “If her heart were to stop, we can at least take solace in the absolute certainty that

she will no longer suffer. An alternative would be to do chest compressions to try to
restart it, but it is highly uncertain whether that would work”

E‘F IELDS Anesi GL, Halpern SD. Intensive Care Med 2016
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Can we leverage electronic health records to
reduce undue variability / improve EOL care?
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Inpatient palliative care: Not enough of a good thing?

70-80% hospitals >50 beds have inpatient palliative care service (IPCS)
Observational evidence suggests effectiveness and cost reduction

In non-cancer populations, <10% of ‘eligible’ patients seen

Inadequate Palliative Care in Chronic Lung Disease
An Issue of Health Care Inequality
Crystal E. Brown', Nancy S. Jecker, and J. Randall Curtis’

Ann Am Thorac Soc Vol 13, No 3, pp 311-316, Mar 2016
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How heavy-handed ought we be?

Table 1. Hierarchy of behavioral interventions?® to affect clinicians’ choice
regarding palliative care consultation (PCC)

Consult

Types of intervention Example Study Rate

Eliminate choice: require  Gade et al. JPM. 2008 (32): Mandatory PCC for all 100% A

PCC for all seriously ill patients over age 18 years with a life-limiting
g patients diagnosis and prognosis of <1 yearb =
o o
"CC-’ Guide choice through REDAPS trial: Electronically-triggered PCC (with n/a %
o changing the default: physician opt-out) for hospitalized patients with N
o make PCC the default advanced COPD, ESRD, or dementia g
§ for triggered patients =
= 2
'i Enable choice: physician Rocque et al. JPSM. 2015 (89): Physician-initiated 60% §
N opt-in for a PCC for PCC for patients with advanced solid malignancy and o
g triggered patients unplanned admission @
=

Do nothing: usual Szekendi et al. JPM. 2016 (57): Point prevalence of 39%

¥ care/no systems PCC at 33 U.S. hospitals for patients with advanced

intervention cancer, CHF, or COPD

A

Abbreviations: PCC, palliative care consultation; COPD, chronic obstructive pulmonary disease; ESRD, end stage renal

disease; CHF, congestive heart failure

“Adapted from the “Intervention Ladder” by the Nuffield Council on Bioethics (2007)

"Physicians could decline participation in the trial for a patient, but could not decline consultation for patients in the trial

Y]
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Clinical protocols in Pennsylvania ICUs

Sedation management for mechanically ventilated
patients

Mechanical ventilation liberation

Regular ICU delirium assessment

Early mobilization and/or physical therapy

Withdrawal of life support

Family meetings

H||[

Automatic triggers for Palliative Care consultation

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

e‘\FIELDS Kohn R, et al. (under review)
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Original Investigation

Effect of Palliative Care-Led Meetings for Families
of Patients With Chronic Critical lliness
A Randomized Clinical Trial

Shannon S. Carson, MD; Christopher E. Cox, MD, MPH; Sylvan Wallenstein, PhD; Laura C. Hanson, MD, MPH;
Marion Danis, MD; James A Tulsky, MD; Emily Chai, MD; Judith E. Nelson, MD, JD

25 Penn
| " Medicine

eP I JAMA. 2016:316(1):51-6.2.
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REDAPS: Randomized Evaluation of Default
Access to Palliative Services

Table 2. Eligibility criteria Comparison: palliative care consultation
Life-limiting illness Additional criteria required at MD discretion (usual care) vs. EHR-
EE"gsg;ge e R ordered palliative care consultation on 3™

hospital day (MD can opt out)

Chronic obstructive * Home oxygen dependence; or
pulmonary disease » 2 or more additional
(COPD) hospitalizations within 12 months Sample: ~18,000 patients at 11 Ascension
Dementia (all types) * Admitted from a long-term-care Health hospita s with integrated EHR
facility (e.g., nursing home); or
* Prior placement of surgical Hospital 11 [j [j D D [:] D D D D D [:] . .
feedi be (e.g., PEG); .
. 2e§r 'r:‘]irt: a?iéietignal e o D [:] D D D D D D D D . . .
hospitalizations within 12 months Hospital 9 [:] [:] D [:] D [j D [:] [:] . . . .
S e
Hospital 7
Primary outcome: composite of hospital LOS |
Friman oute e JOO00) IS EEEE
s [ ] JJUHBTEEEEEE
Secondary outcomes: documentation of goals Hmw U ASSEaEaes
of care, family meetings, pain/dyspnea/Gl H°Spfta'3 U/l SanEans
assessments; readmissions; costs; other ecamuiml | L L L L L LT L
s ] HB B BEEEEEE
Penn ?FIELDS 2%?5 ;\glrg ZJ(;TB 2%81% 2%3\:3 2’:cnib7 z%i% 2%T7 foelg 2%?7 2J0z11|18 2%?;3 zsoi%
Med_]_cme 4 Timeline

Fostering Improvement in End-of-Life Decision Science Shaded cells represent intervention periods, blank cells represent control



Default Palliative Care Standing Order

24-hour opt-out alert interval

E H R notification to physicians
for opportunity to cancel automated
palliative care consult order

| |

Hospitalization

T

]

dayo= day1l day 1 day 2, 15:00
admission  hursing study criteria palliative care consult
documentation met; system is activated
& review of creates palliative

history elements care consult order
with start time of

day 2 at 15:00

EFIELDS
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Notification of Consult Order

Appears on Day 1 after 1500 to clinicians responsible for patients’ care.

Alerts one time per clinician when chart is opened until Day 2 1500

-

Diseern: Open Chart - ZTEST, POORDERTWELVE (1 of 2)

& Palliative Care Consult Notification

| Cerner
¢ |An order for Palliative Care Consult was entered for this patient: ZTEST, PCORDERTWELVE | MRNE: SMO-502573 based on the
folawnng crilena.

Alzheimer's disease, unspecified and pabent was admitted from long term care facility.

If you are the attending physician and would like to discontinue the Palliative Care consulk order, go to the order profile, right click and
CANCEL/DC the order and indicate the reasan for discontinue™
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Cancelling the default order

Right click Consult PC Order and select Cancel/DC

e e i
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Ordered
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Must provide reason to cancel order
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Must provide reason to cancel order

Select one reason or enter free text in “Other Reason”

Click on green check mark to SIGN.

@ S wE+ ¢ BE L
erfformed on:  07,08/2016 = |E| 1657 = CoT By: Parra, Suzanne

L

Cancel/ Discontinue Reason:

(" There are no palliative care needs at this time

' The primary team is already meeting all of the patient's Pallative Care needs
(O Patient defers

(" Family / caregiver defers

@ Other

Other Reason:

In Progress
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Must provide reason to cancel order

Discerm: (1 of 1)

CS’ = [] []
c;;;er Reason for cancelling Palliative Care

Please click Document and chart the reason the Palliative Care order is being discontinued.

Document 0.
C P

OK button is dithered

e‘\FIELDS User must select Document
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PSYCHOLOGICAL SCIENCE

Research Article

DOES LIVING IN CALIFORNIA MAKE PEOPLE HAPPY?
A Focusing Illusion in Judgments of Life Satisfaction

David A. Schkade! and Daniel Kahneman?
« 1,993 students at:

- Both groups predicted that a given student would be happier at a
California school

- But no differences in groups’ self-reported happiness

&EEIELDS
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Can we use docs’ tunnel vision to improve care?

630 U.S. intensivists | Frobably Yeo' or Definiiely Yoy
. . 1.0
indicated whether
. % 09+
they would discuss 5
withdrawal of life : il
support with families 3 °"
g 0.6+
2
E 0.5
Arms: § -
1.  Intensivist has to £ ~1
c
document prognosis 2
2 0.21
2. Patient wants life support 2 Survey Group
regardless 0.11 — ::3::5'5
3.  Patient doesn’t want life 0.0 == Control
support if bad prognosis 03 0.4 05 056 07 08 09 10

MPMII-72 Probability of In-hospital Mortality

E‘I:IELDS Turnbull A, et al. Crit Care Med 2014
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Original Investigation

Effect of Behavioral Interventions on Inappropriate
Antibiotic Prescribing Among Primary Care Practices
A Randomized Clinical Trial

Daniella Meeker, PhD; Jeffrey A. Linder, MD, MPH; Craig R. Fox, PhD; Mark W. Friedberg, MD, MPP;
Stephen D. Persell, MD, MPH; Noah J. Goldstein, PhD; Tara K. Knight, PhD; Joel W. Hay, PhD; Jason N. Doctor, PhD
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e‘\F IELDS Meeker D, et al. JAMA 2016
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Accountable Justification

@ Cortinue prascribing antibiotics

and provide reason. If you opt to continue prescribing the antibiotics this text box is
¢ Remove antibictic Med. Manager ..--"'ﬂ provided so that the reason can be added to the patent’s medical
record,
P

If you do not anter anything in this bax “NO JUSTIFICATION FOR
PRESCRIBING ANTIBIOTICT will be added to the patients medical
record.

Save and Close |

Medicine

& e | @FIELDS
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Figure 1. Conceptual Model of Barriers to ICU Clinicians Offering Palliative Care
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