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ce jour cela a toujours été une véritable richesse de passer du temps aupres de vous, d’abord en tant
gu’enseignantes et maintenant en tant qu’amies. Votre générosité, votre empathie, votre soucis du
patient et votre bienveillance n’ont d’égales que vos compétences. Merci du fond du cceur les filles
pour tout ce que vous m’apportez depuis mon arrivée a Nice.

A la team de neurochir : Sabi, Francois, Zaz, votre expérience et votre gentillesse font beaucoup de
bien dans ce bloc de P2, continuez d’étre protecteurs avec les plus jeunes. Merci pour tout
Manue (alias tata Badia! désolée mais si c’est employé dans les couloirs du bloc ¢a I'est aussi dans
les remerciements), un véritable couteau suisse de la spécialité, tu es celle qui aura été présente a
toutes les étapes de mon apprentissage, en réa, au déchocage, au bloc et qui m’aura regardé
m’autonomiser cette derniére année avec bienveillance, merci pour tous tes précieux conseils passés
et a venir.

Aux « vieux » que j'ai eu le plaisir de seconder lors de leurs purges respectives sur le tableau B, parce
gue le compagnonnage est tout aussi important :

La Roze, le mec capable de disserter 4h avec fougue sur la physiopath de la petite cellule du... bref...
Ta bonne humeur, ton enthousiasme et ton investissement sont contagieux. Mom : c’est pas I’heure
du biberon ?!, Raph, mon faisant fonction de grand frére qui m’a inspiré toute cette impertinence,
Fabien : le mec inépuisable sans qui mes graph ne seraient pas aussi beaux et mon maitre en terme
de frontulite.

Claire parce que je sais qu’en vrai tu adores que je traine dans tes pattes pendant les gardes : « 3h du
mat’on le scanne !!! » merci pour ta rigueur, ta générosité et ta disponibilité peu importe I'heure, ton
état de vigilance ou de satiété

Eve Marie, cette belle personne sous toutes ces couches de pudeur, un véritable puit de
connaissances doté d’'une grande humilité, des qualités qui font de toi un exemple a suivre (on m’en
a demandé des choses improbables durant mon internat, mais vomir tu as été la seule .... ), Mika : le
GHT te rend meilleur chaque jour, Plattoche el Professor : au souvenir de ce médecin formidable a
jamais disparu dans une cave.

Max merci pour ton implication dans le service ainsi qu’aupres des malades, ta patience, ton envie
de transmettre toujours présente malgré les conditions pas toujours faciles, merci de te marrer toute
la journée et merci de partager la méme vision de la médecine que moi.
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Tu I'auras compris ce semestre a Barraya n’aurait pas été le méme sans toi, enfin je veux dire y aurait
eu moins de GIF quoi....

A I’équipe de Draguignan qui m’a accueillie au berceau et a la draguiteam : Toto and Toto, Axel , Eva,
Guigui pour ces 6 mois de vie de chateau...

A I'équipe de la réanimation polyvalente : Corine, Seb, JCO, Claire, Mika, Q, Eve Marie, merci pour
toutes ces gardes improbables, votre enseignement pendant mon semestre, I’étoile noire (glissée ni
vu ni connue), le cours de la bourse aux Coco points.... Petite mention a Audrey pour avoir su faire
preuve d’indulgence parce que gauche et droite c’est pas toujours évident « I'important finalement
c’est d’avoir mis une chataigne dans le thorax» .

A Seb, toutes ces heures que tu passes aupres des patients, ta sensibilité et ta profonde humanité
font de toi le formidable médecin que tu es. Je pense que la palme de la plus « belle » réanimation
de mon internat te revient ; merci pour ce burger froid...

A tous les paramed de la réa poly : Nath, Olivier, Fred, Alex, Benoit, Leila, Otti, Mimo, LinePo, Isa,
Beaumont, Zim, Cam, Pascal, Camille.A ceux du PO : Marine (ben si... on a tendance a I'oublier), Fred,
Val, Laurianne, Cathy ; aux IADES de I’Archet : Aurore, Agnes, Flo, Yoyo, aux IADES de P2 : Grapounet
(coeur ceeur), Isa, Martha, Sigrid, Florie, Simon, Richard, Seb, Franck, Béné, Mumu. A tous ceux que
j'oublie honteusement..... Merci de m’avoir empéché de tuer des gens ....

A la fine équipe antiboise : Gianni, Seb, Félix, Alain, Yannick, Berneu,( ben oui mais c’était relou de
savoir ou te caser), je ne sais pas si je dois vous remercier pour les B4, I'autonomisation en
anesthésie, les blagues machistes, les cours de fiscalité, les staffs sportifs... Allez, je le dis de maniere
officielle sur la these, Seb en fait mon préféré c’était...

A I'’équipe de la réanimation DRIS : Christophe, Sami, Mélanie, JMF, Flo, Ben,, et a tous les paramed
pour I'accueil, la bonne humeur, mais aussi le sérieux et la rigueur. Grace a vous j’ai une nouvelle
alarme horrible en téte, celle de 'ECMO. Ce semestre aura été I'un des plus enrichissants de mon
internat tant sur le plan humain que médical. L’excellence pour tous chaque jour ! Merci.

A mes cointernes de la DRIS : Maxence, Nono, Adela, Camille (ben oui mais t'étais un peu une de
nos co internes ma biche)Manon, Thep (rale pas), Théo, Margot, franchement de belles rencontres,
vous avez rendu mon retour aux sources encore plus savoureux. Sans le tableau des tirs, les
monsieur/madame, les surchausses, les sandwichs dans la chambre de garde, les « merci de ranger
vos affaires dans les 3 cm carrés qui vous servent de bureau/chambre de garde/cantine/salon de
thé », les imitations de Maxence, I'accent Pagnolesque de Camille, les brancardages douteux au
scanner, le « aaaah je meurs » de Nono, le New England nouvel état des Etats Unis et bien s{r sans
los chirtos le semestre aurait été bien fade.

Y

A I'équipe (restante a ce jour) de I'lULS : Guigui ( pouki pouki), Aurore, Chloé, Fabien, Victor,
Clément, Philippe (c’est Fabien qui a cassé ton horloge). Accrochez-vous, a la fin de I'épreuve des
poteaux il n’en reste qu’un. Joli remake de Koh Lanta.

A la Barraya team : Nono, Amandine, Souhir, Dom, Xavier, Gabi, Céline, Francis, Gui. Grosse mention
spéciale pour vous les hors la loi de I'lADErie, vous étes I’ame de ce bloc, tous plus fous, adorables et
compétents les uns que les autres... J’ai hate de travailler a nouveau avec vous ! Ca promet....

A mes co-internes, la promotion 2014, camarades obligés devenus amis par choix, des personnalités
hautes en couleurs qui font de cette année un cru millésimé. Titi, celui pour qui la rime est loin d’étre
synonyme de frime, tu es l'ultime qui trime dans cet abime mais tu restes néanmoins toujours
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sublime ( Et BIM ! Paye ta maxime). VB a cette présidence de l'internat, a cette revue, a ton TADAH,
encore désolée (ou pas) pour le véto sur les poules. VA, avec le recul barbie pouf c’était peut-étre un
peu too much, PJ a ta narcolepsie (on pourrait organiser une expo photo avec tous ces dossiers), a la
joie d’avoir cloturé cette décennie en ta compagnie, a ta magnifique couverture de thése..... Flo a ces
2 semestres passés ensemble avec ton petit accent et tes doigts de pieds LITTERALEMENT en
éventail. Marion, a ton franc parlé toujours élégant et juste.

Ludo, a cette phrase que tu m’as dite un jour, non pas déja mais « seulement 5 ans », je crois qu’avec
ces 3 mots tu as tout dit.

Lucky mon compagnon de colline, que j'adore taquiner mais toujours avec énormément d’affection
sans doute parce que tu es celui qui s’apparente le plus a un frere pour moi au sein de cette
promotion. Le plus discret d’entre nous tous mais loin d’étre sans saveur, tu n’es pas perché, tu es
juste réveur. Merci d’avoir supporté mon sale caractére avec classe pendant 6 mois, j'espere arriver a
boire un petit café en Colombie en ta compagnie.

Marine, mon acolyte, écrire ce paragraphe alors que tu es juste en face de moi n’est pas chose
aisée... Le soleil de cette promo, je dois te remercier d’étre celle que tu es, de t'étre véritablement
invitée dans ma vie, d’avoir su faire preuve de patience, de persévérance et de compréhension.
Merci pour ton optimisme sans faille qui éclaire tous ceux qui t’entourent, pour ton amour des gens,
pour tes « on ne sait pas ce qu’il va se passer » et pour ton ceceur gros comme c¢a. Je suis
extrémement fiere d’étre ton amie et heureuse d’étre ta co-interne/-chef/-mplice sur le prochain
« semestre », j’ai hate de partager cette belle aventure avec toi, alors séche tes yeux et boucle ta
valise. C'est parti.

A tous mes autres co-internes :

A Chloé ; ce n’est pas une erreur de t’avoir « rangé » parmi mes co-internes, tu ne croyais tout de
méme pas que j’'allais te laisser a I'lULS (au figuré dans ces remerciements bien slr et pourquoi pas
au propre...), a ta répartie, ta pertinence, ta droiture et surtout merci de volontairement raler autant
gue moi, je sais que l'unique but est de faire en sorte que je me sente moins seule. Ton amitié et ton
soutien auront été d’une aide plus que précieuse ce dernier semestre. Ton ouragan a de qui tenir.

Alizée, je vois bien que tu as envie d’un peu de désordre sous ces tonnes d’organisation millimétrées,
tu ne m’auras pas trompée! Tu sais que je ne peux pas m’empécher de te taquiner...Une réelle
gentillesse, une profonde sensibilité et une grande générosité sont les véritables traits qui te
caractérisent, sois en slre tu ne seras pas débarrassée de moi de sitot, pour ta plus grande joie j’en
suis certaine A César, a ces regards qui en disent long. Eric, le seul homme qui aura réussi a me faire
changer d’avis, Carlo, vraiment garde ce rire contagieux il est juste parfait; Francky je sens que je
vais te passer le flambeau du chat noir, Ophélie a ton humour complétement décalé, Carole a ton
investissement au sein de l'internat et surtout a ta magnifique technique de ski. Willem garde ton
magnifique sourire, ta fraicheur et ton enthousiasme.

A tous les autres : Léonore, Shoulix, Dany, Thomas, Pierre, Romane, Claudia, Kekou..... A ceux que je
ne cite pas car ces remerciements vont étre plus long que cette thése accrochez-vous, éclatez-vous,
investissez-vous et surtout soyez bienveillants et protecteurs les uns avec les autres, c’est le plus
important.

A mes copains urgentistes : Tiphaine, Max, Céline, Julie, Hugo... Parce que c’est toujours savoureux
et inattendu...
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Enfin que serait notre belle spécialité sans nos amis chirurgiens :A Clem et toutes ces gardes
improbables partagées, elles avaient un petit golt de sel... Ben, Damien, Daniela, grace a vous le
cOlon deviendrait presque mon organe préféré....Coincoin, la seule a m’avoir attendu devant les
portes de I’hdpital pour me convaincre d’endormir ses patients. T'es une grande malade. A Greg,
Boris, Flo, Lucas (fais moi confiance, un jour le mistral te manquera un peu moins), parce que vous
vous étes clairement trompés de spécialité les gars, Laure, pitié ne change pas en grandissant,
Jérémy : surveille Laure pour gu’elle pousse droit, Jean Luc, a ton esprit dérangé, Amandine, méme a
5h du mat au moins on se marrait, je te préviens j'arréte de brancarder. Fanny, grace a toi je suis
parée pour tous les cataclysmes obstéricaux.

A toutes les personnes qui sont venues assister a ma soutenance et que je n’ai pas cité, pardon et
merci .
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RESUME

Introduction:

En France, les déces survenant aprés décision de limitation des thérapeutiques (LAT)
concernent pres de 10% des patients admis en réanimation. La loi Clayes-Léonetti de 2016 vise a
encadrer nos pratiques. L'objet de ce travail est d’analyser la prise en charge actuelle des médecins
anesthésistes réanimateurs (MAR) frangais concernant cette population de patients.

Méthodes :

Deux sondages nationaux ont été réalisés. Le premier consistait en un questionnaire
comportant 30 questions a choix multiples portant sur des données démographiques, la prise de
décisions de LAT et la poursuite des soins. Il a été diffusé via la Société Frangaise d’Anesthésie
Réanimation (SFAR) aux MAR adhérents. L’évaluation des pratiques a été réalisée a 'aide de 2 cas
cliniques. Le second questionnaire comportait 24 questions et a été diffusé aux internes d’anesthésie
réanimation via la SFAR jeunes.

Résultats :

Le sondage, réalisé entre octobre 2016 et octobre 2017 a obtenu 695 réponses (574 séniors
et 121 internes), issues en majorité de Centre Hospitalier Universitaire et de réanimation médico-
chirurgicale.

Les praticiens prennent les décisions de LAT de facon collégiale (88%), un tiers d’entre eux ne
consignent pas la décision dans le dossier médical, 46% associent systématiquement la présence d’un
tiers dans la décision et seulement un tiers des médecins recueillent les directives anticipées lors de
I’admission des patients en réanimation.

La grande majorité d’entre eux poursuivent I'alimentation et I’'hydratation. Dans la moitié des
cas, ils ne bénéficient pas de protocole de sédation analgésie. Seulement 5% des médecins sont
complétement satisfaits de leur prise en charge, les praticiens réclament davantage de moyens de
monitorage de la douleur.

Conclusion :

On remarque une extréme hétérogénéité de prise en charge des LAT entre les MAR
nécessitant la mise en place de protocoles afin d’homogénéiser les pratiques et de faciliter la prise
en charge de ces malades particulierement en ce qui concerne les soins de support et la sédation
analgésie.
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BACKGROUND

End of life (EOL) management is a daily problem in intensive care unit (ICU). In a recent
worldwide audit of ICUs 13% of 9 524 included patients had a decision to withhold or withdraw life-
sustaining treatment (1). Among 50% of death occurring in ICU, are secondary to a decision of
withholding or withdrawal ( WW) life support because of futility (2). Several ways to manage end of
delivery sustaining therapies, have been described (3,4). EOL care practices are greatly influenced by
cultural, organizational, and religious differences (5) and makes it often complex, results in increased
health-care economics and stresses the health-care system (6). Caregivers are directly impacted by
such decision and EOL is a well-known risk factor identified for burn out (7) (8,9).

In France, legislation of this practice evolved during the last decade. The Leonetti law (10), published
in 2005, defined for the first time the way to conduct a decision for limitation of care. This one was
enriched and intended to frame our medical exercise in 2016 (11). Deep and continuous sedation is
now allowed in terminally ill patients, including patients in a vegetative state. However, the way to
conduct this one is not well defined and could be a potential source of difficulties for healthcare
intensivists and nurses. Moreover the end for supportive care such as hydratation, airway
management or nutrition is also debated.

A recent report from the task force of World Federation of Societies of Intensive and Critical Care
Medicine encourages Societies to debate about end of life cares in ICU and to take a leading role in
developing guidelines in each countries (12). The first step is so a real need for an undertake review
of the attitudes and beliefs of healthcare and caregivers in French ICUs. The purpose of this study is

to review the current practice concerning EOL management in French ICUs.

METHODS

Two surveys were conducted on EOL practice in French ICU between October 2016 and
October 2017, by the way of a numeric survey file sent by mail twice during the period to
anesthesiologists, intensivists, all members of the “Société Francaise d’Anesthésie Réanimation”
(SFAR), and to residents (Rdt) using mailing of the “SFAR Jeunes”. The numeric survey consisted on
30 questions for the senior intensivists and 24 questions for Rdt with multiple choices divided in 4
sections: 1) epidemiology, 2) WW decision making, 3) care organization (section not present on Rdt
survey) and 4) self opinion. Because of complexity of situations, 2 case reports were submitted to
participant to illustrate (Annexe). Answers were automatically online collected on Excel® software
(Microsoft, Santa Rosa , CA). Results were expressed in absolute values (percentage) and meanSD as

appropriate.
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RESULTS

1) Epidemiology

Table 1: Demographic characteristics

From October 2016 to October 2017, 3500 doctors and 2250 Rdt were contacted, 574
physicians (Ph.) and 121 Rdt participated to the study. Participation rate was respectively 16% for
intensivists and 5% for Rdt . The population was constituted by 61,2% of men (425/695) and 38,8% of
women (270/695). The experience was of less than 5 years (including juniors), in 40,3% of cases (n=
279/692) between 5 and 15 years for 26,6% of them (184/692) and more than 15 years for 33,1% of
them (229/692). The exercise was localized in medico surgical unit for 57,9% (372/636), surgical unit
for 33,8% (217/636); and in a medical unit for 8,3% (53/636). University institution represents 60,5%
(385/636), and 42,4% (270/637) took care over 15 beds units.

| seniors | Residents _

Type Men 354/574 (61,7%) 71/121 (58,7%)

Women 220/574 (38,3%) 50/121 (41,3%)

Medico surgical 302/521 (58%)  70/121 (57,9%)

Type of ICU Surgical 183/521 (35,1%) 34/121 (28,1%)
Medical 36/521(6,9%)  17/121 (14%)
<10 128/516 (24,8%) 2/121 (1,7%)

Number of unit beds [Rla}{e 199/516 (38,6%) 38/121 (31,4%)

> 15 189/516 (36,6%) 81/121 (66,9%)

University center 282/515 (54,8%) 103/121 (85,1%)
General hospital 161/515 (31,3%) 18/121 (14,9%)
Private hospital 44/515 (8,5%) 0

Private hospital with public interest 28/515 (5,4%) 0

2) Withholding and withdrawal decision making (Fig1)

Decision for care limitation occurred one to two times monthly for 40%. Thirty four percent
of responders declared to always collect anticipated directive and 29% never. The decision was
initiated after a formalized collective meeting for 88% and reported in medical files using
standardized sheet in 66,7%. Twelve percent never associated an external medical participant for

decision making as legally proposed, 42% sometimes and 46% always.

Physicians declared that family or the trusted person was associated to decision for 70%.



0,
88% 66%

0,
- - 34% 129%

Collegial decision Medical record Systematic collection  Absence of medical
traceability of directive advance third

Concerning Rdt, and their presence in EOL decisions 49,6% declare to always participate to

decisions, 47,1% sometimes and 3,3% never. (Table 2).

Table 2: Main results of resident survey

- [Residems

Yes
Meeting for EOL decisions No
sometimes

always

Are you present during the meeting? never

sometimes

yes
Can you clearly express your opinion?

No
yes

Do you think your opinion matter?
No
yes

Daily psychologist support for you
No
S

ye
Are you present during ad consult? No

sometimes

Do you have a terminal sedation protocol to B%sS
be autonomous No

Are you disappointed by terminal yes
extubation? No

Do you sometimes feel precipitate death yes
patient No

Wish you more monitoring way to this yes
patients? No

87,6% (106/121)
1,7% (2/121)
10,7% (13/121)
49,6% (60/121)
3,3% (4/121)
47,1% (57/121)
89,3% (108/121)
10,7% (13/121)
71,1% (86/121)
28,9% (35/121)
19% (23/121)
81% (98/121)
32,2% (39/121)
12,4% (15/121)
55,4% (67/121)
26,4% (32/121)
73,6% (89/121)
11,6% (14/121)
88,4% (107/121)
57,9% (70/121)
42,1% (51/121)
54,5% (66/121)
45,5% (55/121)
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3) Care organization for EOL (Fig 2)

This field was only analyzed with senior intensivist. Fifty five percent of responders declared
to discontinue ventilation support and 41% realized extubation after decision making. In case of
dyspnea on conscious patients, no ventilation support was decided for 86% of responders, and deep

sedation introduction reported for 97% in this case.

Life support, as hydratation or nutritional support was maintained differently according the
neurological state of patients. Hydratation and nutritional support were continued in respectively
80% and 41 % of Ph. for unconscious patients, whereas nearly 80% continue to feed patients and

90% continue to hydrate in conscious ones.

Fig 2: Withholding and withdrawal care practice

Continuing support care
100%

90%
2 80%
g 0%
U
£ 60% W Hydratation support
E 50% | Feeding support
[=1s]
‘E 40% Mechanical ventilation support
a 0
g 30% Extubation
& 20%

10%

0% 5 _—
Conscious patients Unconscious patients

A continuous sedation support, is used for 94%, associating sedation and analgesia. A third of
Ph. declare sedation and analgesic control are managed without using sedative scales as traditionally
used for ICU patients and a half of Ph. declare not having sedation and analgesia protocol. The
optimal sedation is monitored clinically according to nurse perception (88%) and family report (69%).
Vegetative reflex as tachycardia, or variation of blood pressure are monitored in 78%. Monitoring

support as Bispectral index (BIS) is used in 6%.



4) Self opinion and perception EOL (Fig 3, Fig 4)

Only 5% of Ph. responders and 7% of Rdt responders were completely satisfied by the

organization of care withdrawal, particularly in analgesic monitoring during this timing.

Fifty seven percent of Rdt have the feeling to precipitate patient’s death, 58% of them and 50%
of doctors would support the use of monitoring (BIS,...) for this patients. Only 12% of Ph. and Rdt

would not change their practices according to supplementary monitoring way.

Sixty-three percent of Ph. responders and 81 % of Rdt didn’t report a psychologist support

during this period and emphasize the potential helpful.

Fig 3: Evaluation of self-satisfaction scale about comfort care management in EOL care from 1:

“totally unsatisfied” to 9: “totally satisfied

Self-satisfaction scale
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Fig 4: Scale of practices modifications according to supplementary monitoring way from 1: “no
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DISCUSSION

In France, the Leonetti law, first law on EOL management, was published in 2005 (13).
According this legally text, medical care, whose only purpose would be the prolonged artificial
maintenance of life, could be stopped to offer a dignified EOL for patients with no medical issue.
Physicians could administrate treatment to relieve pain in terminal care patients even if a secondary
effect of this one was to shorten life and had to inform and state in medical record on this
eventuality. For unconscious, decision had to be taken after collegial meeting, associating all care
givers (Ph., nurse) and if available an external opinion. The Leonetti law introduced also trusted
person concept who was named by the patient, and the notion of advances directives. This law was,
recently, enriched and intended to frame our medical exercise accurately concerning the way to
relieve patients. In February 2016, the Claeys-Leonetti law was published authorizing deep and
continue sedation with analgesia until death after collegial briefing (14). This new law reinforced also
the important part of advances directives, and the place of trusted person, if the patient is
unconscious. It clearly mentioned the possibility to stop artificial feeding and hydratation in case of
deep sedation. The French Ethic National Committee auditioned SFAR, about WW life sustaining
therapy in France in April 2018 and they recommended to evaluate the Claeys-Leonetti law impact
because of a large practical heterogeneity between Ph. (15). Our study is the first step in this way,
owing to have an evaluation of EOL in our French ICU. The need for this approach has been already

realized in other countries.

For example in 2017, a German study was published about clinical practices, limits and
opinions about EOL decisions (16). The survey consisted in 59 questions to German anesthesiologists,
the goal was to analyze points how to improve EOL management. Seventeen thousand forty four
anesthesiologists were contacted, 821 anesthesiologists (4,8% participation rate) participated to this
survey, 541 results were analyzed and showed that many points could be improved: encourage
writing of advances directives, organize more ethics meetings into the ICU and highlights absence of
nurses education to EOL care, absence of support to families and mostly absence of standard
procedures for EOL management. Other survey also evaluate the practice in Italian ICU (17). The
survey consisted in 29 questions for Italian intensivist. Physicians declared that WW life sustaining
treatments decisions result from consensus only in 58% of them against 81% reported in our study.
Comparing to our big data, the lack for sedation protocol and management for life support

(hydratation and nutritional stop) was also quite important respectively 20% and 4%.

So we reported, the first and the largest French survey conducted on EOL management

which took into account a large number of medical caregivers. We could be disappointed by the rate
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of responder (16%), however it probably underestimates the real number of intensivists really
involved by the problem because the survey was sent to all the French anesthesiologist and
intensivist community, by the way of the SFAR mailing list. As the real rate of MAR working in ICU is
around 1:3, we could expect that the 574 Ph. and 121 Rdt could represent a higher rate of
responders and express a real interest for the caregivers and the need for help in this situation

particularly because of the negative feeling in front of EOL.

We expressed a large number of practices concerning every fields of EOL care: decisions
making, advance directive, presence of psychologist support for families or caregivers, comfort care
such as pursuit of feeding, hydratation or mechanical ventilation, terminal sedation, service protocol
use and monitoring. The mean result for all procedures is the large practical heterogeneity between

French caregivers in front of EOL.

Caregivers are not globally satisfied about the way to conduct EOL. Explanation could be by
the lack of protocol for management. Half of Rdt feels to precipitate death; fifty percent of Ph.
declare the need to supplementary monitoring way for helping management. This displeasure on
EOL management is essential to understand because it can have a negative impact, it could be a
source of conflict between caregivers or between medical and paramedical team and could improve
burn out risk. Rdt feels mostly uncomfortable with EOL management, so several measures can be
taken to improve their practices: they should be systematically associated to seniors during meeting
decisions, information to family and could benefit of training with simulation cases to improve their
attitude towards families, sedation management and comfort care. This situation deserves to be
teaching such as any other intensive care situations. We could so expect that homogenization of
practice, according to guidelines support, could be potentially beneficial in this way. Instauration of
standardize protocol for EOL care including sedation protocol, airway management, hydratation and
feeding pursuit may improve patient’s care, team satisfaction and could also facilitate family
information. Moreover, 63% of Ph. declare not having daily psychologist presence to help them,
paramedical team or family in case of needed situation. This psychologist support, associated to free
access to ICU and implication of family members in EOL care such as comfort care could improve

acceptance of EOL process, caregivers feeling and relationship between caregivers and family.

Our study was conducted from October 2016 to October 2017, only few months after the
publication of the Claeys-Leonetti law. However only 88% of Ph. reported a stop in life sustaining
therapy after collective meeting. Moreover only 66% noticed decision in medical sheet and only 34%

of them try to collect advance directive whereas these measures were proposed since 2006. This non
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accordance with the law could be explained probably by different ways however the cultural

negative vision of death for caregivers could be a potential explanation.

Forty two percent always associate medical third in discussion as legally which means that
majority of intensivist never do or not systematically. Legally medical third is a doctor outside the
unit who does not know the patient. During collective meeting patient medical history is exposed to
this one to give an objective opinion concerning EOL decision. Medical third opinion is an important
point in EOL decision but as reported, his presence is not systematic probably secondary to

organization difficulties.

As all surveys, our study has some limitations. Firstly, it’s a declarative study, some data are
lacking because of incomplete data, 71% of Ph. answer the entire survey. Even a large number of
answers, we could expect that only care givers concerned to this problem answered to the survey
and it could be a potential bias for analysis. We conducted this survey only few months after the new
law publication, and we could not have an idea on the knowledge and practice of participant for this
one. It would be so interesting to conduct a new practical evaluation several months after law
publication. Endly, we reported in this study the medical doctor vision of EOL, but it will be of interest

to have the opinion of other care givers as nurse particularly.

CONCLUSION

Heterogeneity for EOL management is important, this present survey underlines need for
improving EOL care in French ICU on several fields: psychologist support, professional training,
decisions making, sedation protocol and monitoring. The lack of guidelines is associated with a
discomfort for EOL management in caregivers. Our French intensive societies have an important role

to help caregivers for improving management in this particular setting of EOL.
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SUPPLEMENTARY DATA

Number of patients subject to care limitation

40% 38%
22%

1-2 by month 2-5 by month > 5 by month

SUI'VEV sent to doctors
- Demographic data

Question 1: You are: a man/ a woman

Question 2: Years of experience: Less than 5 years/ 5 to 15 years/ More than 15 years

Question 3: You work in: a medical intensive care unit (ICU)/ a surgical ICU/ a medico surgical ICU
Question 4: Number of unit bed: less than 10/ 10 to 15/ more than 15

Question 5: In what kind of hospital: University center/ General Hospital/ Private hospital/ Private
hospital with public interest

- EOL decision

Question 6: In your unit, for how many patients do your take decision of withdrawal or withholding
sustaining life therapy by month? 1-2/ 2-5/>5

Question 7: Do you use standardized sheet reported in the medical record? Yes/no
Question 8: The decision is taken after a collective meeting: yes/ no/ sometimes
Question 9: Do you include a medical third in the EOL decision? Yes/ no/ sometimes

Question 10: Do you collect advances directives for conscious patients at the admission time in ICU?
Yes/ no/ sometimes

Question 11: Do you involve family or trusted person in the discussion? Yes/ no/ sometimes
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Question 12: Do you take account about religious belief patient in your EOL decision? Yes/ no/
sometimes

- In case of withholding or withdrawal life sustaining therapies

Question 13: Do you authorize free access to family patient in case of EOL? Yes/ no

Question 14: Do you have a psychologist available daily in your unit for families, patients or
caregivers? Yes/ no

Question 15: Do you feed patients?

- Conscious one: yes/no
- Unconscious one: yes/ no

Question 16: Do you hydrate patients?

- Conscious one: yes/no
- Unconscious one: yes/no

Question 17: Do you use anxiolytics?

- Conscious patients: yes/ no
- Unconscious patients: yes/no

Question 18: Do you have a sedation and analgesia protocol in your unit? Yes/ no

- Sedation management and pursuit care:

Scenario 1:

You take care of a 75 years old patient with an evaluate Parkinson disease in your service for a
serious brain injurie. At day 25 his Glasgow coma scale is 4 (opening eyes: 2, verbal response: 1,
motor response:1) he is intubate, depend on spontaneous ventilation with inspiratory aid, he
grimaces in a permanent way. After collegial meeting you decide a withholding life treatment.

Question 19: You decide to maintain a mechanical ventilation: yes/no
Question 20: Do you extubate the patient?

Question 21: Do you think this patient need: sedation (hypnotic)?/ Analgesia? (morphine)/Both?/
Nothing?

Question 22: By witch administration?: Continuous?/ Iterative administration as required?/ Both?/
Nothing?
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Scenario 2:

You have in charge a 35 years old patient with chronic kidney failure on a serious meningeal
hemorrhage caused by aneurysm rupture with persisting right hemiplegia, tendinous retraction and
severe denutrition.

On day 42, he is breathing by himself, on dialysis and opponent to nurse care.
He is suffering from a new septic choc.

After collegial meeting you decide a withholding life treatment

Question 23: Do you think this patient need: sedation (hypnotic)?/ Analgesia? (morphine)/Both?/
Nothing?

Question 24: By witch administration?: Continuous?/ Iterative administration as required?/ Both?/
Nothing?

Question 25: Your patient is suffering of respiratory distress, you: intubate him/ do not intubate him

Question 26: In this case, do you set up or increase sedation? Yes/ no

- Evaluation

Question 27: How do you monitor comfort patient in EOL care in case of unconscious patient? Family
opinion/ caregivers opinion/ Vegetative reflex (tachycardia, blood pressure, respiratory rate)/
sedation and analgesia scale/ monitoring equipment ( Bispectral index )

Question 28: Are you satisfied of your comfort care in case of EOL? From 1 “totally unsatisfied” to 9
“totally satisfied”

Question 29: Do you wish more monitoring way for these patients? Yes/ No

Question 30: Do you believe that this supplementary monitoring way could change your medical
practices? From 1 “not at all” to 9 “totally”
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Survey sent to residents

- Demographic data

Question 1: You are: a man/ a woman?
Question 2: You actually are in which semester? (answer from one to ten)

Question 3: Question 3: You work in: a medical intensive care unit (ICU)/ a surgical ICU/ a medico
surgical ICU

Question 4: Number of unit bed: less than 10/ 10 to 15/ more than 15

Question 5: In what kind of hospital: University center/ General Hospital/ Private hospital/ Private
hospital with public interest

- EOL decision
Question 6: The decision is taken after a collective meeting: yes/ no/ sometimes
Question 7: Are you present during EOL decision meeting? Yes/ no/ sometimes
Question 8: Can you express your opinion? Yes/no
Question 9: Do you think that your opinion matter? Yes/no
Question 10 : Do you have a psychologist available daily in your unit for you? Yes/ no

Question 11: Are you present during ad consultation with your chief? Yes/ no/ sometimes

- In case of withholding or withdrawal life sustaining therapies

Question 12: Do you have a sedation and analgesia protocol in your unit to be autonomous in care of
these patients? Yes/ no

Question 13 : Are you disappointed by extubation of these patients? Yes/no
Question 14: Do you always call your supervisor if patient seems to be uncomfortable? Yes/ no
Question 15: You have already felt disappointed about the care of these patients? Yes/ no

Question 16: Have you sometimes the feeling to precipitate death patient? Yes/ no

- Sedation management and poursuit care:

Scenario 1:

You take care of a 75 years old patient with an evaluate Parkinson disease in your service for a
serious brain injurie. At day 25 his Glasgow coma scale is 4 (opening eyes: 2, verbal response: 1,
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motor response:1) he is intubate, depend on spontaneous ventilation with inspiratory aid, he
grimaces in a permanent way. After collegial meeting a withholding life treatment is decided. Patient
is extubated, sedation and analgesia are increased, hydratation and feeding are stopped.

Question 17: Do you agree with this support? Yes/ no

Question 18: If no, why ? Extubation/ Deepening sedation/ Deepening analgesia/ stopping
hydratation/ Stopping feeding/ Any

Scenario 2:

You have in charge a 35 years old patient with chronic kidney failure on a serious meningeal
hemorrhage caused by aneurysm rupture with persisting right hemiplegia, tendinous retraction and
severe denutrition.

On day 42, he is breathing by himself, on dialysis and opponent to nurse care. He
He is suffering from a new septic choc.
After collegial meeting you decide a withholding life treatment.

Your patient is suffering from dyspnea. He is intubated for comfort with FiO2 21% in controlled
ventilation, analgesia and sedation is started on continuous intravenous and hydratation is stopped

Question 19: Do you agree with this support? Yes/ no

Question 20: If no, why? Intubation/ sedation/ analgesia/ stopping hydratation/ any

- Evaluation

Question 21: How do you monitor comfort patient in EOL care in case of unconscious patient? Family
opinion/ caregivers opinion/ Vegetative reflex (tachycardia, blood pressure, respiratory rate)/
sedation and analgesia scale/ monitoring equipment ( Bispectral index )

Question 22: Are you satisfied in your comfort care in case of EOL? From 1 “totally unsatisfied” to 9
“totally satisfied”

Question 23: Do you wish more monitoring way for these patients? Yes/ No

Question 24: Do you believe that this supplementary monitoring way could change your medical
practices? From 1 “not at all” to 9 “totally”
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Au moment d’étre admise a exercer la médecine, je promets et je jure d’étre fidéle aux lois

de I’"honneur et de la probité.

Mon premier souci sera de rétablir, de préserver ou de promouvoir la santé dans tous ses

éléments, physiques et mentaux, individuels et sociaux.

Je respecterai toutes les personnes, leur autonomie et leur volonté, sans aucune
discrimination selon leur état ou leurs convictions. J'interviendrai pour les protéger si elles sont

affaiblies, vulnérables ou menacées dans leur intégrité ou leur dignité.

Méme sous la contrainte, je ne ferai pas usage de mes connaissances contre les lois de

"humanité.

Jinformerai les patients des décisions envisagées, de leurs raisons et de leurs conséquences.
Je ne tromperai jamais leur confiance et n’exploiterai pas le pouvoir hérité des circonstances pour

forcer les consciences. Je donnerai mes soins a I'indigent et a quiconque me les demandera.
Je ne me laisserai pas influencer par la soif du gain ou la recherche de la gloire.
Admise dans l'intimité des personnes, je tairai les secrets qui me seront confiés.

Recue a l'intérieur des maisons, je respecterai les secrets des foyers et ma conduite ne

servira pas a corrompre les moeurs.
Je ferai tout pour soulager les souffrances. Je ne prolongerai pas abusivement les agonies.
Je ne provoquerai jamais la mort délibérément.
Je préserverai 'indépendance nécessaire a I'accomplissement de ma mission.

Je n’entreprendrai rien qui dépasse mes compétences. Je les entretiendrai et les

perfectionnerai pour assurer au mieux les services qui me seront demandés.
J'apporterai mon aide a mes confreres ainsi qu’a leurs familles dans I'adversité.

Que les hommes et mes confréres m’accordent leur estime si je suis fidele a mes promesses ;

gue je sois déshonorée et méprisée si j'y manque.



35

ABSTRACT

Purpose:

In France, death after decision to withdrawal or withholding sustaining life therapies
concerns about 10% of intensive care unit (ICU) patients. Clayes-Leonetti law published in 2016
intend to frame our medical exercise. The purpose of this study is to review the current practice

concerning end of life (EOL) management in French ICU.
Methods:

Two national surveys were conduct, the first one consisted in 30 multiple choices questions
about epidemiology, EOL decisions making, care organization and self opinion sent by mail to senior
physicians members of Société Francaise d’Anesthésie Réanimation (SFAR). Evaluation of practices
on analgesia and sedation was conduct with two clinical cases. The second survey consisted in 24

multiples choices questions sent by mail to residents members of SFAR jeunes.
Results:

Between October 2016 and October 2017, 695 physicians participated to the study. They
majority work in a medico surgical unit in an University Center. Withholding and withdrawal life
sustaining therapies decisions occur after collegial meeting (88%), a third doesn’t report decision in
medical record, 46% always include medical third in decision making and only a third of physicians
collect anticipate directive. Majority of them continue support care on these patients. In half of cases
they haven’t sedation and analgesia protocol. Only 5% of physicians are completely satisfied of EOL

care, where a better pain monitoring support is expected.
Conclusion:

Heterogeneity for EOL management is important between physicians, we need to improve

care and set up protocols to help physicians particularly concerning analgesia and sedation.



