ORIGINAL ARTICLE

Attitudes of physicians towards the care of critically ill elderly
patients — a European survey

B. Guidet'??
H. Flaatten’

, D. W. De Lange®, S. Christensen®, R. Moreno®, J. Fjglner®

, G. Dumas"? and

"Hopital Saint-Antoine, Service de Réanimation Médicale, Assistance Publique — Hopitaux de Paris, Paris, France

2UPMC Univ Paris 06, UMR_S 1136, Institut Pierre Louis d’Epidémiologie et de Santé Publique, Sorbonne Universités, Paris, France

SUMR_S 1136, Institut Pierre Louis d’Epidémiologie et de Santé Publique, INSERM, Paris, France

“Department of Intensive Care Medicine, University Medical Center, Utrecht, The Netherlands

Department of Anaesthesiology and Intensive Care, Aarhus University Hospital, Aarhus N, Denmark

®Unidade de Cuidados Intensivos Neurocriticos, Hospital de S3o José, Centro Hospitalar de Lisboa Central, Lisbon, Portugal

’Department of Clinical Medicine, University of Bergen, Department of Anaesthesia and Intensive Care, Haukeland University Hospital, Bergen,

Norway

Correspondence

B. Guidet, 184 rue du Faubourg Saint Antoine,
75012 Paris, France

E-mail: bertrand.guidet@aphp.fr

Conflicts of interest
None of the authors have any relevant conflict
of interest related to this study.

Funding
No funding was received for the study.

Submitted 18 August 2017; accepted 4
October 2017; submission 16 May 2017.

Citation

Guidet B, De Lange DW, Christensen S,
Moreno R, Fjglner J, Dumas G, Flaatten H.
Attitudes of physicians towards the care of
critically ill elderly patients — a European
survey. Acta Anaesthesiologica Scandinavica
2017

doi: 10.1111/aas.13021

Editorial comment

Background: Very elderly patients are one of the fastest growing
population in ICUs worldwide. There are lots of controversies
regarding admission, discharge of critically ill elderly patients, and
also on treatment intensity during the ICU stay. As a consequence,
practices vary considerably from one ICU to another. In that per-
spective, we collected opinions of experienced ICU physicians
across Europe on statements focusing on patients older than 80.
Methods: We sent an online questionnaire to the coordinator ICU
physician of all participating ICUs of an recent European, observa-
tional study of Very old critically Ill Patients (VIP1 study). This
questionnaire contained 12 statements about admission, triage,
treatment and discharge of patients older than 80.

Results: We received answers from 162 ICUs (52% of VIP1-study)
spanning 20 different European countries. There were major disagree-
ments between ICUs. Responders disagree that: there is clear evidence
that ICU admission is beneficial (37%); seeking relatives’ opinion is
mandatory (17%); written triage guidelines must be available either
at the hospital or ICU level (20%); level of care should be reduced
(25%); a consultation of a geriatrician should be sought (34%) and a
geriatrician should be part of the post-ICU trail (11%). The percentage
of disagreement varies between statements and European regions.
Conclusion: There are major differences in the attitude of Euro-
pean ICU physicians on the admission, triage and treatment poli-
cies of patients older than 80 emphasizing the lack of consensus
and poor level of evidence for most of the statements and outlin-
ing the need for future interventional studies.

Requests for ICU admission of elderly patients are increasing in Europe. The limited physiological
reserves associated with old age make the benefit of ICU admission of elderly patients sometimes
less certain. Here a survey among European intensivists illustrates a wide range of attitudes

concerning this issue.
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B. GUIDET ET AL.

Patients over 80 years account for up to 15% of
all ICU admissions in western ICUs.'” ICU
physicians may be reluctant to admit these
elderly patients and may question the benefit of
ICU treatment while considering the burden for
hospital and society.

As a consequence, there is a great deal of
heterogeneity in admission policies of elderly
patients from one country to another or within
the same country and even within the same
ICU.*® Indeed, there is a huge variation in the
proportion of elderly patients that is eventually
admitted to the ICU. In a recent European study
75% of elderly patients, that were considered
eligible for ICU admission, were not even
referred to the ICU by the emergency depart-
ment physician, and of those who were referred
another half was refused admission by the
intensivist.® This leads to significant disparities
in the use of ICU treatment in the elderly popu-
lation.?

Clear and unambiguous guidelines for the
admission of elderly patients are lacking. Appar-
ently more subjective and individual appraisal of
the elderly patient still dictates admission. Aside
from the acute medical problem requiring admis-
sion to intensive care, various other dimensions of
the health status of elderly individuals have a
major influence on their prognosis in terms of
mortality or functional autonomy.’ In a recent
consensus review these parameters were dis-
cussed and a number of variables associated with
poor long-term outcome were identified including
active cancer, cachexia, high degree of frailty, low
functional status, reason for admission (medical
stay and urgent surgery vs. scheduled surgery).?

Despite the fact that all these variables and
parameters are associated with worse outcome
in elderly ICU patients, there are limited data
on how ICU physicians prioritize this evidence
when considering ICU treatment of an elderly
patient (admission, level of care, and discharge).
The aim of this study was to probe the attitudes
of the ICU coordinators towards care of the very
old ICU patients (VIP) in a recent European
observational study in Europe’.

Methods

The 12 questions were expressed as statements
and were reviewed by an expert panel consisting

of the VIP1 study scientific committee and fur-
ther classified in five main groups: (1) general
assessment of ICU benefit for elderly patients in
term of survival without detailed information on
the delay after ICU admission and quality of life
but apart from effective palliative care, (2) triage,
(3) level of care during the ICU stay, (4) dis-
charge policy and (5) post-ICU care.

A survey (https://www.surveymonkey.net)
was made available on line for all local coordi-
nators of VIP1 participating ICUs. The survey
was launched October 21th, 2016 and closed
January 26th, 2017.

The responses to the statements were con-
structed using a Likert scale with five possible
answers: strongly agree, agree, disagree,
strongly disagree and no answer. It was also
possible to give additional comments to each
statement. We aggregated countries in five
regions: North: Norway, Sweden, Denmark;
West: Ireland, Great Britain; Central: Nether-
lands, Belgium, Germany, Austria, Switzerland;
South: France, Italy, Portugal, Spain; and East:
Poland, Czech Republic, Romania, Russia, Tur-
key, and Greece. To see whether responses were
affected by the number of ICU beds in the dif-
ferent countries, we used the most recent avail-
able data from a study published in 2012® and
classified the countries as above or below the
average number of critical care beds/100,000
inhabitants (11.5). To test whether health econ-
omy could influence the responses, we used
data from Organisation for Economic Co-opera-
tion and Development (OECD)® and classified
the countries as high level when health expen-
diture as a share of gross domestic product was
above the median of 9.3%. Information on coun-
tries of respondents is available in Table S1.

The results are presented as percentages.
Comparison of percentage was performed with a
Kruskal-Wallis test. For statistical analysis,
responses strongly agree and agree were merged
as well as responses for strongly disagree and
disagree since the response ‘strongly’ might be
subjective. Comparison according to responses
to first question was performed with Fisher’s
exact test. Statistics were performed with the R
software.

Free comments were extracted showing the
most significant comments and summarized the
main messages for each question (Data S1).
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Results

We received answers from 162 ICU study coor-
dinators. Information about countries was docu-
mented for 155 questionnaires and covered 20
different European countries as displayed in
Fig. 1. The number of answers was distributed
between the five defined regions with North 34,
West 42, Central 28, South 29 and East 22.

The responses are presented in Table 1. Most
of the responders (63%) agree that there is clear
evidence that ICU admission is beneficial for
the elderly and old critically ill patients; how-
ever, a significant minority (37%) disagrees
with this statement. The distribution of the
responses was similar across the five regions
(Table 2).

Almost all ICU responders agree that advance
directives should be promoted. However, some
differences between regions were observed in

the level of agreement. In the Central region
64% and in West region 69% ICU physicians
strongly agree with the statement compared with
just 18% in East and 33% in North regions. Con-
cerning triage, 20% of respondents disagree that
written triage guidelines must be available
either at the hospital or ICU level. However,
ICUs located in East Europe were more in favor
of guidelines.

The attitude towards the intensity with which
elderly patients should be treated once admit-
ted to the ICU showed a high level of disagree-
ment. We proposed a controversial statement
suggesting that elderly patients should receive
less intensive treatment than younger patient
(‘less is more’) to minimize side-effects of ICU
(iatrogenic events, delirium, etc.). The majority
of ICU physicians (75%) agreed that ‘less is
more” but 25% disagreed. The central and north
countries were more willing to apply all
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Great Britain 39 lands T Paland &
Belgium 3 v
Crach
Republic 1
France 7 Switzer/ Autstriad
land 3 Boimania 2
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Fig. 1. Distribution of responses across Europe.
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Table 1 Global results.

Responses N =162 %
There is clear Strongly agree 18 "
evidence that Agree 84 52
ICU admission is Disagree 54 34
beneficial for Strongly disagree 5 3
elderly ICU NA 1
patients at a
group level
Patients advance Strongly agree 83 52
directives should Agree 72 45
be promoted at Disagree 4 2
any level in the Strongly disagree 1 1
hospital NA 2
If a patient is Strongly agree 58 36
unable to Agree 76 47
communicate, Disagree 24 15
seeking for Strongly disagree 3 2
relatives’ opinion NA 1
on behalf of the
elderly person is
mandatory
Written triage Strongly agree 35 23
guidelines must Agree 85 56
be available at Disagree 31 20
the hospital level Strongly disagree 2 1
NA 9
Written triage Strongly agree 39 25
guidelines must Agree 87 55
be available at Disagree 31 19
the ICU level Strongly disagree 2 1
NA 3
Assessment of Strongly agree 72 45
frailty should be Agree 75 47
mandatory when Disagree 12 8
deciding to admit Strongly disagree 0
an elderly patient NA 3
in ICU
Early goal directed Strongly agree 81 50
rehabilitation Agree 77 48
programs should Disagree 4 2
be promoted Strongly disagree 0
NA
In case of Strongly agree 40 25
uncertainty Agree 107 67
about the Disagree 13 8
condition, the Strongly disagree
patient should be NA 2

admitted and
given an ICU trial

possible treatments to elderly patients without
restrictions in the attitude towards the level of
care.

Table 1 (Continued)
Responses N =162 %

Level of care Strongly agree 72 45
should be Agree 73 46
systematically Disagree 14 9
and collectively Strongly disagree 0
reassess at day 2 NA 3
-3 in the ICU (‘in
ICU triage’)

In particular in the Strongly agree 24 15
elderly patients, Agree 97 60
less is more with Disagree 38 24
regards to Strongly disagree 2 1
common ICU NA 1
procedures with
exception of
early mobilization
and training
activities

The consultation Strongly agree 28 18
of a geriatrician Agree 76 48
should be sought Disagree 49 31
whenever Strongly disagree 4 3
possible NA 5

A geriatrician Strongly agree 55 34
should be a part Agree 88 55
of the post-ICU Disagree 16 10
trail for survivors Strongly disagree 1 1

NA 2
NA, not answered.

Elderly patients have specific health problems
different from the general population of ICU
patients. Almost all respondents agree that
frailty should be assessed when deciding to
admit an elderly patient in ICU. However, 34%
disagreed that a geriatrician should be consulted
during the ICU stay. Conversely, there was a
large agreement, 9 out of 10, that agreed that
geriatric expertise plays an important role in the
post-ICU care. The north region was less in
favor of geriatrician implication after ICU dis-
charge (Table 2).

As presented in Table 3, we found no major
differences in the attitudes towards elderly in
the ICU between those that agreed to question 1
regarding the existence of clear evidence for a
beneficial effect of intensive care treatment of
elderly and those who disagreed.

There was no impact of the number of beds
(Table 4) while respondents working in ICUs
located in countries with low Health
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Table 2 univariate comparison according country’s responder.

Central East North South West
N =28 N =22 N =34 N =29 N =42 P-value
There is clear evidence Strongly agree 4 (14) 1(5 2 (6) 5(17) 5(12) 0.47
that ICU admission is Agree 13 (46) 13 (59) 17 (50) 17 (59) 19 (46)
beneficial for elderly Disagree 10 (36) 8 (36) 14 (41) 6 (21) 15 (37)
ICU patients at a group Strongly disagree 1(4) 0 (0) 1(3) 13) 2 (5)
level NA 0 0 0 0 1
Patients advance Strongly agree 18 (64) 4 (18) 11 (33) 17 (61) 29 (69) 0.0001
directives should be Agree 10 (36) 16 (73) 20 (61) 11 (39) 12 (29)
promoted at any level Disagree 0 (0) 1(5) 2 (6) 0 (0) 1(2)
in the hospital Strongly disagree 0 (0) 1(5) 0 (0) 0 (0) 0 (0)
NA 0 0 1 1 0
If a patient is unable to Strongly agree 11 (39) 6 (27) 9 (26) 15 (54) 12 (29) 0.082
communicate, seeking Agree 14 (50) 15 (68) 17 (50) 10 (36) 18 (43)
for relatives’ opinion on Disagree 2(7) 1(5) 7 (21) 3(11) 11 (26)
behalf of the elderly Strongly disagree 1(4) 0 (0) 1(3) 0 (0) 1(2)
person is mandatory NA 0 0 0 1 0
Written triage guidelines Strongly agree 6 (22) 11 (52) 6 (20) 5(19) 6 (15) 0.0024
must be available at Agree 14 (52) 10 (48) 19 (63) 15 (56) 21 (51)
the hospital level Disagree 7 (26) 0 (0) 5(17) 7 (26) 12 (29)
Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 2 (5)
NA 1 1 4 2 1
Written triage guidelines Strongly agree 7 (25) 9 (45) 9 (26) 6 (21) 5(12) 0.016
must be available at Agree 15 (54) 10 (50) 19 (56) 16 (57) 23 (55)
the ICU level Disagree 6 (21) 1(5) 6 (18) 6 (21) 12 (29)
Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 2 (5)
NA 0 2 0 1 0
Assessment of frailty Strongly agree 11 (39) 8 (36) 13 (41) 18 (62) 19 (46) 0.24
should be mandatory Agree 13 (46) 14 (64) 19 (59) 11 (38) 15 (37)
when deciding to admit Disagree 4 (14) 0 (0) 0 (0) 0 (0) 7 (17)
an elderly patient in Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
ICU NA 0 0 2 0 1
Early goal directed Strongly agree 17 (61) 15 (68) 7 (21) 17 (59) 21 (50) 0.0004
rehabilitation programs Agree 11 (39) 7 (32) 23 (68) 12 (41) 21 (50)
should be promoted Disagree 0 (0) 0 (0) 4(12) 0 (0) 0 (0)
Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
In case of uncertainty Strongly agree 8 (29) 5 (24) 7 (21) 9 (31) 8 (19) 0.58
about the condition, Agree 18 (64) 12 (57) 25 (76) 19 (66) 30 (71)
the patient should be Disagree 2 (7) 4 (19) 1(3) 1(3) 4 (10)
admitted and given an Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
ICU trial NA 0 1 1 0 0
Level of care should be Strongly agree 7 (26) 9 (41) 19 (56) 20 (69) 14 (35) 0.0058
systematically and Agree 16 (59) 11 (50) 12 (35) 9 (31) 23 (57)
collectively reassess at Disagree 4 (15) 2 (9) 39 0 (0) 3(8)
day 2-3 in the ICU (‘in Strongly disagree 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
ICU triage’) NA 1 0 0 0 2
In particular in the Strongly agree 4 (14) 3 (14) 4 (12) 7 (25) 4 (10) 0.019
elderly patients, less is Agree 14 (50) 18 (82) 16 (47) 18 (64) 27 (64)
more with regards to Disagree 9 (32) 1(5) 13 (38) 3(11) 11 (26)
common ICU Strongly disagree 1(4) 0 (0) 1(3) 0 (0) 0 (0)
procedures with NA 0 0 0 1 0

exception of early
mobilization and
training activities
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Table 2 (Continued)
Central East North South West
N =28 N =22 N =34 N =29 N =42 P-value
The consultation of a Strongly agree 1(4) 4 (20) 309 6 (21) 12 (29) 0.20
geriatrician should be Agree 16 (59) 10 (50) 16 (48) 15 (54) 18 (43)
sought whenever Disagree 10 (37) 6 (30) 13 (39) 5(18) 11 (26)
possible Strongly disagree 0 (0) 0 (0) 1(3) 2(7) 12
NA 1 2 1 1 0
A geriatrician should be Strongly agree 7 (25) 5 (23) 6 (18) 11 (39) 23 (55) 0.0017
a part of the post-ICU Agree 18 (64) 14 (64) 20 (61) 15 (54) 18 (43)
trail for survivors Disagree 3(11) 3 (14) 6 (18) 2(7) 12
Strongly disagree 0 (0) 0 (0) 1(3) 0 (0) 0 (0)
NA 0 0 1 1 0
expenditures as a share of GDP were more in with the increase in critically ill elderly
favor of ICU and hospital guidelines and treat- patients? There are several discrepancies

ment limitation (Table 5).

Discussion

Although not representative of European ICUSs’
physicians, we collected responses of 162 expe-
rienced ICU coordinators (physicians) working
in 20 different European countries and with par-
ticular interest in the field of research on elderly
patients since they coordinated for their own
ICU the VIP prospective study.” This survey
demonstrates important differences in the per-
ception of elderly ICU patients. There are differ-
ences in attitudes within European regions
concerning triage and level of care in the ICU of
very elderly patients. An important finding is
the disconnection between how elderly patients
should be triaged, treated, discharged and the
estimation of benefit of an ICU admission. The
verbatim (Data S1) emphasizes the lack of
strong evidence and great uncertainties. Several
physicians express their doubt and uncertainties
when asked about their attitudes towards the
care of critically ill elderly patients.

This field of research and medicine is highly
controversial. The debate is not only ICU-cen-
tered but it also concerns other specialties
within the hospital, the patient and family
members, general practitioner (GPs), and vari-
ous other stakeholders. There is also a societal
perspective and huge uncertainties with regards
to the future. How will modern countries cope

between the level of evidence and the response
to the survey. It suggests that other factors,
besides grade of evidence, are important in the
decision-making process: culture, religion,
financial constraints.

Are the responses to the survey in agreement
with current evidence?

Very elderly critically ill patients rep-
resent a growing proportion of all ICU patients.
However, not all critically ill patients over
80 years are admitted to the ICU. This impli-
cates that physicians in general and ICU physi-
cians in particular create an enormous
admission bias. Clearly, the opinions of ICU
physicians whether or not an admission is bene-
ficial for very elderly patients influences admis-
sion policies,'® !> aggressiveness of subsequent
treatment and outcome.

This is exemplified by the result to the ques-
tion whether an ICU admission is considered
beneficial for elderly patients. Interestingly, only
11% of respondents stated that they strongly
agree that ICU admission is beneficial for elderly
patients as a group while 37% strongly disagree
or disagree. In other words, approximately one-
third of all respondents question the level of evi-
dence supporting ICU admission for elderly
patients. As a matter of fact, ICU and in-hospital
mortality is higher in elderly patients compared
to younger patients.>'*> The 6 months mortality is
around 50% in unselected critically ill elderly
patients and recent studies have failed to

1-5,10-12
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a part of the post-ICU Disagree 14 (14) 3 (5)
trail for survivors NA 1 1

Table 3 Univariate comparison according to response to first
Question.
ICU is beneficial for YES NO
elderly N=102 N=59 P-value
Patients advance Agree 99 (98%) 55 (95) 0.36
directives should be Disagree 2(2) 3 (5)
promoted at any level NA 1 1
in the hospital
If a patient is unable to Agree 89 (88) 45 (76) 0.074
communicate, seeking Disagree 12 (12) 14 (24)
for relatives’ opinion NA 1 0
on behalf of the
elderly person is
mandatory
Written triage guidelines  Agree 79 (82) 41 (73) 0.22
must be available at Disagree 17 (18) 15 (27)
the hospital level NA 6
Written triage guidelines  Agree 82 (82) 44 (76)  0.41
must be available at Disagree 18 (18) 14 (24)
the ICU level NA 2
Assessment of frailty Agree 89 (90) 58 (98)  0.054
should be mandatory Disagree 10 (10) 1(2)
when deciding to NA 3 0
admit an elderly
patient in ICU
Early goal directed Agree 98 (96) 59 (100) 0.30
rehabilitation Disagree 4 (4) 0 (0)
programs should be
promoted
In case of uncertainty Agree 94 (94) 53 (90) 0.36
about the condition, Disagree 6 (6) 6 (10)
the patient should be NA 2 0
admitted and given an
ICU trial
Level of care should be Agree 90 (90) 55 (95) 0.38
systematically and Disagree 10 (10) 3 (5)
collectively reassess at ~ NA 2 1
day 2-3 in the ICU (‘in
ICU triage’)
In particular in the Agree 76 (75) 45 (76) 1.00
elderly patients ,less is Disagree 25 (25) 14 (24)
more with regards to NA 1 0
common ICU
procedures with
exception of early
mobilization and
training activities
The consultation of a Agree 62 (63) 42 (72) 0.29
geriatrician should be Disagree 36 (37) 16 (28)
sought whenever NA 4 1
possible
A geriatrician should be Agree 87 (86) 55 (95) 0.1

Acta Anaesthesiologica Scandinavica (2017)

demonstrate long-term benefit of ICU admission
in elderly patient.'®'*

Several factors might account for this poor
prognosis: poor triage process with under or
over-use of ICU, inadequate treatment during
the ICU stay, poor discharge policy (too early,
too late, wrong destination, etc.).

There is a kind of disconnection between how
elderly patients should be triaged, treated, dis-
charged and the estimation of benefit of an ICU
admission.

The triage is a multistep, multidisciplinary and
collective decision. How is the patient presented
to the ICU physician?*® Are patient advance
directives available? If the patient is unable to
communicate, should we rely on relatives” opin-
ion? Again, there is a lack of consensus among
ICU physicians if the triage process is a corner
stone of elderly patients” pathways. Future stud-
ies might help guiding triage and providing
tools to homogenize the practice and avoid futile
treatment in the ICU.” In one hand, some physi-
cians (20%) consider that guidelines are of little
help and that every patient should be assessed
individually and not as a group. In the other
hand, respondents working in ICUs located in
countries with low health expenditure are in
favor of ICU and hospital guidelines. Advance
directive should be promoted for 97% of respon-
dents. However, even after change in legislation
in Germany, advance directive with living and
therapeutic wills were available in < 10% of the
cases.'” In the Ethicus study, performed in 17
European countries, the primary reason given by
physicians for end of life decisions was the liv-
ing will in only 1% of cases.'® In a prospective
study involving patients aged 80 or more, it was
shown that advance care planning was able to
improve end of life care, patient and family satis-
faction while reducing stress, anxiety and
depression among surviving relatives.'”

Seeking relatives” opinion if a patient is
unable to communicate is not mandatory for
17% of the respondents. It suggests a paternalis-
tic approach in some ICUs but there was no dif-
ference according to regions. Again, the
organization is probably more ICU-centered
than relying on general guidelines. In some
countries, like France, it is mandatory since

© 2017 The Acta Anaesthesiologica Scandinavica Foundation. Published by John Wiley & Sons Ltd 7
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Table 4 Univariate comparison according to number of critical
care beds by country (Fisher test).
High level® Low Level
N =31 N =124  P-value
There is clear Agree 19 (61) 77 (63) 0.89
evidence that Disagree 12 (39) 46 (37)
ICU admission is NA 0 1
beneficial for
elderly ICU
patients at a
group level
Patients advance Agree 31 (100) 117 (96) 0.25
directives should Disagree 0 (0) 5 (4)
be promoted at NA 0 2
any level in the
hospital
If a patient is Agree 27 (87) 100 (81) 0.45
unable to Disagree 4 (13) 23 (19)
communicate, NA 0 1
seeking for
relatives opinion
on behalf of the
elderly person is
mandatory
Written triage Agree 21 (70) 92 (79) 0.28
guidelines must Disagree 9 (30) 24 (21)
be available at NA 1 8
the hospital level
Written triage Agree 21 (70) 98 (80)
guidelines must Disagree 9 (30) 24 (20)
be available at NA 1 2
the ICU level
Assessment of Agree 28 (90) 113 (93) 0.56
frailty should be Disagree 3 (10) 8 (7)
mandatory when NA 0 3
deciding to admit
an elderly patient
in ICU
Early goal directed Agree 31 (100) 120 (97) 0.31
rehabilitation Disagree 0 (0) 4 (3)
programs should
be promoted
In case of Agree 28 (93) 113 (92) 0.79
uncertainty Disagree 2 (7) 10 (8)
about the NA 1 1
condition, the
patient should be
admitted and
given an ICU trial

2002 to seek for patients’ representative opinion
and the information must be available in the
patient files.'® However, for patients able to

Table 4 (Continued)
High level* Low Level
N =31 N =124 P-value
Level of care Agree 28 (93) 112 (92) 0.78
should be Disagree 2 (7) 10 (8)
systematically NA 1 2
and collectively
reassess at day 2
-3 in the ICU (in
ICU triage’)
In particular in the Agree 22 (71) 93 (76) 0.60
elderly patients, Disagree 9 (29) 30 (24)
less is more with NA 0 1
regards to
common ICU
procedures with
exception of
early mobilization
and training
activities
The consultation Agree 20 (67) 81 (68) 0.93
of a geriatrician Disagree 10 (33) 39 (32)
should be sought ~ NA 1 4
whenever
possible
A geriatrician Agree 27 (87) 110 (90) 0.62
should be a part Disagree 4 (13) 12 (10)
of the post-ICU NA 0 2
trail for survivors
“High: France; Czech Republic; Italy; Germany; Austria; Romania;
Belgium.

response, their opinion was asked only in little
more than 10% in a prospective observational
study conducted in France'? illustrating discrep-
ancies between reality, response to survey and
regulation.

One quarter of respondents believed that level
of care should be similar in elderly and younger
patients suggesting that once admitted, there is
no reason to treat elderly patients less actively
that younger patients.

Elderly patients receive less aggressive treat-
ment and duration of organ support tends to be
shorter in comparison to younger patients.?® 2>
This may suggest that in ICUs with liberal
admission policy the treatment effect of elderly
patients are reassessed early during the ICU
stay. Thereby avoiding long-term ICU stays of
elderly patients with a presumed poor prognosis
because of lack of progress during the early
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phase of an ICU stay. Some studies suggest that
improvement of prognosis over time is
related to more aggressive treatment.>* Health
expenditure at the country level might also
explain part of the responses with more respon-
dents agreeing that ‘less is more’ for the elderly
patients. The objective or perceived rationing is
different among different countries.?’

The poor overall prognosis could be related to
poor quality of care after ICU discharge in
wards without geriatric expertise. Several recent

Acta Anaesthesiologica Scandinavica (2017)

Table 5 Univariate comparison according to health expenditure as a share of Gross Domestic product according to 2013 OCDE (Fisher test).
High level®  Low Level
N =98 N =57 P-value
There is clear evidence that ICU admission is beneficial for elderly ICU patients at a group Agree 55 (57) 41 (72) 0.085
level Disagree 42 (43) 16 (28)
NA 1 0
Patients advance directives should be promoted at any level in the hospital Agree 95 (98) 53 (95) 0.36
Disagree 2(2) 3(5)
NA 1 1
If a patient is unable to communicate, seeking for relatives opinion on behalf of the elderly Agree 78 (80) 53 (95) 0.27
person is mandatory Disagree 20 (20) 7 (12)
NA 0 1
Written triage guidelines must be available at the hospital level Agree 67 (71) 46 (88) 0.022
Disagree 27 (29) 6(12)
NA 4 5
Written triage guidelines must be available at the ICU level Agree 70 (71) 49 (91) 0.007
Disagree 28 (29) 5(9
NA 0 3
Assessment of frailty should be mandatory when deciding to admit an elderly patient in ICU ~ Agree 88 (92) 53 (95) 0.75
Disagree 8 (8) 3 (9
NA 2 1
Early goal directed rehabilitation programs should be promoted Agree 94 (96) 57 (100) 0.30
Disagree 4 (4) 0(0)
In case of uncertainty about the condition, the patient should be admitted and given an Agree 91 (94) 50 (89) 0.36
ICU trial Disagree 6 (6) 6 (11)
NA 1 1
Level of care should be systematically and collectively reassess at day 2-3 in the ICU (‘in Agree 88 (93) 52 (91) 0.76
ICU triage’) Disagree 7 (7) 5(9)
NA 3 0
In particular in the elderly patients ,less is more with regards to common ICU procedures Agree 67 (68) 48 (86) 0.021
with exception of early mobilization and training activities Disagree 31 (32) 8 (14)
NA 0 1
The consultation of a geriatrician should be sought whenever possible Agree 64 (67) 37 (69) 0.86
Disagree 32 (33) 17 (31)
NA 2 3
A geriatrician should be a part of the post-ICU trail for survivors Agree 89 (92) 48 (86) 0.28
Disagree 8 (8) 8 (14)
NA 1 1
@High level: France; Denmark; Sweden; Netherlands; Germany; Austria; Belgium; Great Britain.

studies have documented that for post-operative
patients, mainly after hip fracture, there was a
benefit of being treated in a geriatric unit rather
than in a surgical unit with reduced mortality
and LOS.>*?” Treatment of patients in a geriatric
unit after discharge from ICU could potentially
improve the long-term outcome. However, only
46% strongly agrees that frailty should be
assessed even though several studies have docu-
mented that frailty score had a major impact not
so much on ICU stay characteristics but on
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hospital LOS, mortality, discharge location and
long-term outcomes.”” *%2°

Given the multifaceted health problem of
elderly patients, the expertise of a geriatrician
should be very beneficial but only 17.9% agree
that a geriatric consultation should be sought
whenever possible and 33.8% that a geriatrician
should be part of the discharge process. Again,
there is a lack of evidenced-based recommenda-
tion regarding the contribution of the geriatrician
in the hospital trajectory of critically ill elderly
patients.

Our study outlines the heterogeneity of
responses and the discrepancies between
responses and scientific evidence. In that per-
spective it emphasizes the absolute necessity to
perform trials for this specific population.*>°

Our study has important limitations that need
to be discussed.

First, we lack formal external and internal
validity. The respondents are not representative
of European ICU physicians and of ICUs.
Although, most of them worked in general ICUs
(either mixed, medical or surgical), are experi-
enced physicians since they were coordinator
for the VIP study and are interested in the field
of research on elderly patients. Despite, this
biased panel of responds with probably more
physicians willing to treat octogenarians, we
obtained variety of responses to the survey.

Second, this survey probed only the attitude
by experienced ICU physicians and not by
young doctors, nurses, patients or relatives.
According to the type of decision, the contribu-
tion of other health professionals is different.
Admission is usually decided by senior ICU
physicians but the patient and mnext-of-kin
might be involved. As a matter of fact, it has
been shown that large discrepancy might exist
between ICU physician proposal and patients’
wishes.”! For level of care and discharge, the
nurses are contributing to the decision. How-
ever, for discharge, there are neither recent
guidelines® nor validated tools.*?

Third, we did not explore in detail the long-
term trajectory and did not discuss the readmis-
sion policy.

Fourth; we did not use case vignette method-
ology>* to illustrate in simulated cases the con-
sistency of the response. It is true that an
extremely frail elderly patient with many

comorbidities and a septic shock at admission®®
will have a different chance of long-term sur-
vival than a very fit 80-year-old that needs
planned cardiac surgery. ICU physicians will
have different opinions on admission for these
patients. Such differences cannot be picked up
by the survey and will partially explain the
variance in answers. Physicians have different
patients in mind when answering these
questions.

Fifth, legal or judicial differences between
countries and cultures influence the willingness
to admit patients. If a physician is not allowed
to refuse admission of a patient then this will
influence his/her answer. In most of the partici-
pating countries the ICU physicians can decide
to admit or refuse elderly patients. There was a
marked variation in the rejection rate (from 5%
to 48%) in the 11 different ICUs participating in
the Eldicus study.* The differences may be
related to legislation, to religion and to local
recommendations but does not seem to be influ-
enced by ICU bed availability. Finally, we only
questioned ICU physicians. As discussed earlier,
triage is a multi-step, multidisciplinary, and col-
lective decision.’*>® If emergency physicians
are very restrictive in their referral policy then
ICU physicians only get the best selection. This
will color their opinions on the chances of such
patients. In other words, a tendency to aggres-
sively treat elderly patients on the ICU might be
the result of a major selection prior to the ICU
and vice versa.

Conclusion

Despite obvious limitations this is the first sur-
veys on the attitudes of ICU physicians to care
for very elderly critically ill patients. We have
clearly shown that there is a considerable varia-
tion between ICUs and regions. The factors
influencing these opinions and subsequent will-
ingness to admit elderly patients need to be elu-
cidated. A proposal for future research has
recently been launched.? Clearly, we need to
provide more evidence to ICU and referring
physicians to help them in the decision-making
process of proposal, admission, discharge and
level of care during the ICU stay. The lack of
agreement among experienced ICU physicians
for most of proposed statements emphasizes the
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necessity to conduct large scale studies for criti-
cally ill elderly patients.>
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