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End-of-life care in hematological malignancies —
a nationwide comparative study on the Swedish
Register of Palliative Care
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Fig 3. Trends over time; 3a: SPC access, 3b: Deaths in emergency hospital.
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Critical Care Science
https://doi.org/10.62675/2965-2774.20260301

VIEWPOINT

Foundational principles for young intensivists to drive better outcomes:
palliative care

Daniel Neves Forte'(®, Edison Iglesias de Oliveira Vidal?®™, Nancy Kentish-Barnes®®

UFESUPORT C S/MPTOM MANAGEMENT

PROCEDURES , :  FAMILY INTEGRATION

Figure 1 - The two-hands metaphor: clinical and palliative care knowledge and skills are like two hands; when used together in a coordinated
way, they lead to less distress and better outcomes than when used in isolation.
Image generated with artificial intelligence (both Microsoft Copilot™ and Gemini™) based on prompts and a photograph by Fernanda Bono Fukushima, with further editing by the artist.
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Disease trajectory

Types of disease

Suggestion for
start of palliative
care involvement

Reference

Haematological Malignancies in Older People 4

Palliative care of patients with haematological malignancies:
strategies to overcome difficulties via integrated care

Ulrich Wedding

Lancet Healthy Longev 2021;
2: €746-53
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lymphoma

Low symptom
burden, long course
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low mortality

Intermediate
symptom burden,
intermediate course
of the disease and
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WHAT’S NEW IN INTENSIVE CARE

Allostatic overload as the pathophysiological
basis for integrating palliative care in the
Intensive Care Unit

Daniel Neves Forte", Jodo Gabriel Rosa Ramnos®* and Otavio T. Ranzan*®

® 2025 Springer-Verlag GmbH Germany, part of Springer Nature

®

Check for
updates

de fragilidade

Concept

Definition

Physical Frailty

Phenotype of decreased physiological reserve and high
vulnerability to stressors, leading to higher risk of
adverse outcomes. May be a consequence of increased
cumulative allostatic load.

Daniel Neves Forte 2026

Risk factors and
identification criteria

Characterized by weakness, low physical activity,
exhaustion and weight loss. Associated with increased
age, multimorbidity, disabilities, social support,
cognitive impairment, nutritional status,
Clinical scales are validated to identify and grade frail
patients at the 1CU,



The NEW ENGLAND JOURNAL of MEDICINE

REVIEW ARTICLE

C. Corey Hardin, M.D., Ph.D., Editor

Frailty in Older Adults

Dae Hyun Kim, M.D., Sc.D., M.P.H., and Kenneth Rockwood, M.D.

End-Stage Frailty

Frailty Score Fried frailty phenotype, Fried frailty phenotype, Fried frailty phenotype, Fried frailty phenotype,
0 points 1 or 2 points 3 or 4 points 5 points
Deficit-accumulation frailty Deficit-accumulation frailty Deficit-accumulation frailty Deficit-accumulation frailty
index of <0.10 index of 0.10 to <0.20 index of 0.20 to <0.55 index of =0.55
Score on Clinical Frailty Scale, Score on Clinical Frailty Scale, Score on Clinical Frailty Scale, Score on Clinical Frailty Scale,
1-3 4 5-7 8or9

N Engl ] Med 2024;391:538-48.
DOI: 10.1056/NEJMra2301292
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CUIDADOS
PALIATIVOS E
FRAGILIDADE

Cartilha para o
Profissional de Saude

Organizagao Parceria

Comité de Nutricdo da Academia
Nacional de Cuidados Paliativos

Comité de Geriatria e Gerontologia
da Academia Nacional de Cuidados
Paliativos

{} ACADEMIA NACIONAL DE
CUDADOS PALIATIVOS

Escala Clinica de Fragilidade®

1. Muito Ative - Pessoas que esltac robusias, ativas, com energa e
molivadas. Essas pessoas nomalmente se exercilam regulannente.
Elas esido enlre as mais ativas para a sua idade.

2. Ativo - Pessoas que ndo apresentam nenhum sinloma ativo de
doenga, mas estdo menos alivas que as da calegoria |
Frequentemente se& exercitam ou $30 muito alivas ocasionaimente,
exemplo; em determinada época do ano.

3. Regular - Pessoas com problemas de salde bem controlados, mas
nao se exercitam reguiarmente além da caminhada de robna.

4. Vulneravel - Apesar de nfo depender das oufros para ajuda diana,
frequentemente o3 sintomas limitam as atividades. Uma queixa
comum & senbr-se mais lento efou mais cansado ao longo do dia.

5. Levemente Fragil - Estas pesscas frequeniemente apresentam
lenfidao ewdenle e precisam de ajuda para atividades instrumentais
1 de vida diana (AIVD) mais complexas (financas, fransporte, trabalho
i\ domestico pesado, medicagbes) Tpicamenle, a fragiidade leve
"progressivamente prejudica as compras e passeios
desacompanhados, preparo de refeighes e tarelas domésticas.

6. Moderadamente Fragil - Pessoas que precisam de ajuda em
todas as atividades extemas e na manutencio da casa. Em casa,
frequentemente (em dificuldades com escadas e necessitam de ajuda
no banho e podem necessilar de ajuda minima (apoio proXimo) para
36 vestirem.

Al

7. Muito Fragil - Completamente dependentes para cuidados
pessoais, por qualquer causa (fisica ou cognitiva). No entanto, séo
aparentemente estaveis @ sem allo risco de morie (dentro de 6
meses).

=
4

8. Severamente Fragil - Complelamenie dependenles,
aproximando-se do fim da vida. Tipicamente incapazes de se
recuperarem de uma doenca leve.

9. Doente Terminal - Aproximando-se do fim da wida. Esta
calegonia se aplica a pesscas com expeclaliva de vida < 6 meses,
sam outra evidendia de fragilidade

Pontuando fragilidade em pessoas com deméncia

0 grau de fragilidade corresponde ao grau de deméncia. Sintomas
comuns na deméncia leve incluem esquecimento dos detalhes de
um evento recenle, apesar da recordagdo do evento em si,
repelindo @ mesma pergunia/hisionia e afastamento de eventos
sociais.

Na deméncia moderada, a memdna recenle estad muito
compromelida apesar de aparentemente lembrar bem de fatos do
passado. Quando solicitadas, elas sdo capazes de fazer o cuidado
pessoal

Na deméncia severa, elas ndo conseguem realizar cuidados
pessoais sem ajuda.

* 1. Canadian Study on Health & Aging, Revisad 2008.

2. K. Rodiwood et 2l. A global dlinical measure of fitness and frailly in dderdy
people. CMAJ 2005; 113:489-495.

©2009. Version 1.2_EN; €2018. Version 1.0_Port All nghis reserved. Genatnc
Medicne Research, Dahousie University, Halifax, Canada. Permission granted
fo copy for research and educational purposes only.

The Journal of frailty & aging 2020

Clinical Frailty Scale: Translation and Cultural Adaptation Into the Brazilian Portuguese Language
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DOI 10.1007/500134-017-4867-0 a Hospital Mortality
Frail Patients  Non-frail Patients Risk Ratio Risk Ratio
Study or Subgroup Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Bagshaw 2014 44 138 45 283 154% 2,01 [1.40, 2.88) ———
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SYSTEMATIC REVIEW Fisher 2015 3 28 23 177 24% 0.82(0.26, 2.57)
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Concept

Definition

4 Y4

Physical Frailty

/

Phenotype of decreased physiological reserve and high
vulnerability to stressors, leading to higher risk of
adverse outcomes. May be a consequence of increased
cumulative allostatic load.

. /

N

Allostatic Load
(AL)

The cost of maintaining stability under stress, reflecting \
the physiological burden of adaptation. Predicts
mortality and functional decline. Can be chronic

(accumulated AL from comorbidities and dysregulated

systems) or acute (critical iliness that impair stress

N

response and recovery, leading to increased vulnerability

\ and worse outcomes),

Daniel Neves Forte 2026

Risk factors and
identification criteria

Characterized by weakness, low physical activity,
exhaustion and weight loss. Associated with increased
age, multimorbidity, disabilities, social support,
cognitive iImpalrment, nutritional status.
Clinical scales are validated to identify and grade frail
patients at the 1CU,

Presence of markers of Increased stress and multisystem
dysregulation, especially after a stress challenge.
Although there is no standard criteria for use in the ICU,
some multicomponent metrics (including vital signs and
blomarkers) may be helpful such as inflammatory,
metabolic, cardiovascular and respiratory stress
parameters,
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Phenotype of decreased physiological reserve and high
vulnerability to stressors, leading to higher risk of
adverse outcomes, May be a consequence of increased
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N N

The cost of maintaining stability under stress, reﬂectlng\
the physiclogical burden of adaptation. Predicts
mortality and functional decline. Can be chronic

(accumulated AL from comorbidities and dysreqgulated
systems) or acute (critical iliness that impair stress
response and recovery, leading to increased vulnerability

and worse outcomes).

AL

High

Moderate

Low =

Risk factors and
identification criteria

Characterized by weakness, low physical activity,
exhaustion and weight loss. Assoclated with increased
age, multimorbidity, disabilities, social support,
cognitive impalrment, nutritional status.
Clinical scales are validated to identify and grade frail
patients at the ICU.

Presence of markers of Increased stress and multisystem
dysregulation, especially after a stress challenge.
Although there is no standard criteria for use in the ICU,
some multicomponent metrics (including vital signs and
blomarkers) may be helpful such as inflammatory,
metabolic, cardiovascular and respiratory stress
parameters,
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Early Palliative Care for Patients with
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Original Article

American Journal of Hospice
& Palliative Medicine®

Early Palliative Care in Advanced Non-Small 20 vo. 20 1105-1115

Cell Lung Cancer Patients: A Meta-Analysis

© The Author(s) 2024

Article reuse guidelines:
sagepub.com/journals-permissions
DOI: 10.1177/10499091241300530
journals.sagepub.com/homef/ajh
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DEBATE Open Access

A bioethical framework to guide the @
decision-making process in the care of
seriously ill patients

Daniel Neves Forte'*'®, Fernando Kawai? and Cldudio Cohen®
BMC Medical Ethics (2018)

Table 1 Summary of the Decision-making frarmework

Step# and guiding  Main focus Goals Method Practical objectives
ethical principle

1st step: Ethics of The body and its biolagy: the Tao be accurate in diagnosis, prognosis, and success  Evidence-based practice, To Present:
Accuracy diseases and treatment options  and failure rates of possible treatments. probabilistic and scientific a) A correct diagnosis and the phase of the disease.
reasoning b} A probable prognosis, i.e, how the majority of
patients with that phase of the disease will evolve
over time.

¢) The absolute risk reduction, the relative risk
reduction, the number needed to treat.

The potential adverse effects as well as costs and
inconveniences of treatments. Uncertainty is
addressed through estimation of confidence
intervals and the disclosure of the potential
limitations of generalization of evidence in

that specific case.

2nd step: Ethics of  The person and biography: To comprehend and be empathetic to the patient's  Empathic communication To learn about the patient's understanding, views,
comprehension patient’s values and views of suffering, respecting the other as an end in itself. The life values, perceptions of suffering and treatment
suffering. emphasis here is to listen, to be present and to learn preferences.

about blography, not to act, to change or to fix it.
3rd step: Ethics of  The healthcare multidisciplinary  To apply the scientific evidence developed in Clinical judgerent and A team proposal of which would be considered:
situational team populations to the specific situation of the patient,  effective team communication  a) the acceptable evidence based treatment, taking
awareness conciliating evidence based treatments with the on consideration the scientific view only

patient’s values and biography. b) The best or recommended treatment following

bath the scientific evidence while also respecting
the patient’s biography and wishes.

¢) The potentially inappropriate treatmenits following
scientific evidence and the patient's biography and
wishes.

d) The futile or unacceptable treatments, considering
exclusively the scientific basis.

4th step: an ethics  The patient-provider relationship  Establishing rapport and building consensual Deliberation and person- To have and honest and empathic communication

of deliberation patient-provider goals of care, ensuring that the centered communication about diagnosis, prognosis and then, to establish
patient’s values will be respected and scientifically consensual goals of care for the best and worst
acceptable practices will be used. scenario. After the setting of GOC, specific treatments

within the Step#3 proposal are deliberated between
patient and physician, reaching a new consensus

: about which treatments might or might not be
Daniel Neves Forte 2026 employed to reach the desired goals.
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The trajectory of very old critically ill patients

Check for
updates

Bertrand Guidet' ®, Helene Vallet?, Hans Flaatten®, Gavin Joynt“, Sean M. Bagshaws, Susannah K. Leaver®,
Michael Beil”, Bin Du®, Daniel N. Forte”, Derek C. Angus'?, Sigal Sviri'!, Dylan de Lange'?, Margaret S. Herridge'?

and Christian Jung'*

© 2024 Springer-Verlag GmbH Germany, part of Springer Nature

Table 1 A four step process to decide when and how to limit or suspend life sustaining treatments (LST)

Biological: the disease and possible treatment

options

Situational awareness: the current situation,
who are the stakeholders and what are the
potential outcomes?

Goal of care: consensus building and sharing
decision-making

To be accurate in diagnosis, prognosis, and suc-
cess and failure rates of possible treatments

T (@
patient's suffering. To be respectful. The
emphasis here is to listen, to be present
and to learn about biography, not to act, to
change or to fix it

To align evidence based treatment with the
patient’s values and preferences

To achieve a consensual goal of care

Evidence-based practice, probabilistic and
scientific reasoning

Clinical judgement and effective team com-
munication

Effective and empathic communication. Provid-
ers learn about patient’s values and prefer-
ences, patient/families learn about diagnosis,
prognosis and treatment proposals

To present:
(a) A correct diagnosis and the phase of the

disease
(b) A probable prognosis, i.e,, the best- and worst-

suffering and treatment preferences

An inter-professional and multidisciplinary team
proposal of what would be considered:

(a) The best or recommended treatment

(b) The acceptable treatment, based on scientific
evidence only

(c) The potentially inappropriate treatment based
on scientific evidence and the patient’s wishes

(d) The futile or unacceptable treatment

(a) To achieve a consensual goal of care, between
provider and patient / surrogate

(b) A shared dedision made to start, stop or
maintain LST follows. For instance, if the shared
goal of care is symptom control and allowing
anatural death, then a decision to withdrawal
LST can be shared

Daniel Neves Forte 2026
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Uncertainty of survival
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@ 2024 Springer-Verlag GmbH Germany, part of Springer Nature Fig. 3 Evolution of uncertainty about survival during the first week in
ICU for very old patients according to frailty. Comparison of patients
without (CFS 1-4) and with frailty (CFS 5-9) in the VIP2 study cohort.
Uncertainty is depicted as the entropy of binary outcomes (survival
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Popular Newest Favorites Specialty Guidelines All

Creatinine Clearance (Cockcroft-Gault Equation) bie

Calculates CrCl according to the Cockcroft-Gault equation.

CKD-EPI Equations for Glomerular Filtration Rate (GFR) bive

Estimates GFR in CKD patients using serum creatinine, cystatin C, or both.

CHA,DS,-VASc Score for Atrial Fibrillation Stroke Risk bW
Calculates stroke risk for patients with atrial fibrillation, possibly better than the CHADS, Score.

Mean Arterial Pressure (MAP) w

Calculates mean arterial pressure.

ASCVD (Atherosclerotic Cardiovascular Disease) 2013 Risk Calculator from bW
AHA/ACC

Estimates 10-year risk of heart disease or stroke to guide management strategies.

DNFORTE 2026



Home | JAMA | Vol. 334, No. 23

Original Investigation | Caring for the Critically Ill Patient HICEN(G it L S

Development and Validation of the Sequential Organ JAMA
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Table 1 A four step process to decide when and how to limit or suspend life sustaining treatments (LST)

Biological: the disease and possible treatment  To be accurate in diagnosis, prognosis, and suc-  Evidence-based practice, probabilistic and To present:
options cess and failure rates of possible treatments scientific reasoning (a) A correct diagnosis and the phase of the
disease
(b) A probable prognosis, i.e,, the best- and worst-
456 EN400s 400 (M8 4nce D450 0

Biographical: the person and their values To comprehend and be empathetic to the Empathic communication To learn about the patient’s understanding,
patient's suffering. To be respectful. The coping strategies, life values, perceptions of
emphasis here is to listen, to be present suffering and treatment preferences
and to learn about biography, not to act, to
change or to fix it

iU dic [ A RETTUTUC v Vv o U LICTCLUL
potential outcomes? (a) The best or recommended treatment
(b) The acceptable treatment, based on scientific
evidence only
(c) The potentially inappropriate treatment based
on scientific evidence and the patient’s wishes
(d) The futile or unacceptable treatment

Goal of care: consensus building and sharing ~ To achieve a consensual goal of care Effective and empathic communication. Provid- (a) To achieve a consensual goal of care, between
decision-making ers learn about patient’s values and prefer- provider and patient / surrogate
ences, patient/families learn about diagnosis,  (b) A shared decision made to start, stop or
prognosis and treatment proposals maintain LST follows. For instance, if the shared

goal of care is symptom control and allowing
anatural death, then a decision to withdrawal
LST can be shared
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Biological: the disease and possible treatment  To be accurate in diagnosis, prognosis, and suc-
options cess and failure rates of possible treatments

Biographical: the person and their values To comprehend and be empathetic to the
patient's suffering. To be respectful. The
emphasis here is to listen, to be present

and to learn about biography, not to act, to

Situational awareness: the current situation,
who are the stakeholders and what are the
potential outcomes?

To align evidence based treatment with the
patient’s values and preferences

Goal of care: consensus building and sharing
decision-making

To achieve a consensual goal of care

Evidence-based practice, probabilistic and
scientific reasoning

Empathic communication

Clinical judgement and effective team com-
munication

Effective and empathic communication. Provid-
ers learn about patient’s values and prefer-
ences, patient/families learn about diagnosis,
prognosis and treatment proposals

To present:

(a) A correct diagnosis and the phase of the
disease

(b) A probable prognosis, i.e,, the best- and worst-
case scenarios and their chances based on
current evidence

To learn about the patient’s understanding,
coping strategies, life values, perceptions of
suffering and treatment preferences

An inter-professional and multidisciplinary team
proposal of what would be considered:
(a) The best or recommended treatment

(b) The acceptable treatment, based on scientific
evidence only
(c) The potentially inappropriate treatment based

(a) To achieve a consensual goal of care, between
provider and patient / surrogate

(b) A shared dedision made to start, stop or
maintain LST follows. For instance, if the shared
goal of care is symptom control and allowing
anatural death, then a decision to withdrawal
LST can be shared
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To achieve a consensual goal of care
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ences, patient/families learn about diagnosis,
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case scenarios and their chances based on
current evidence

To learn about the patient’s understanding,
coping strategies, life values, perceptions of
suffering and treatment preferences

An inter-professional and multidisciplinary team
proposal of what would be considered:

(a) The best or recommended treatment

(b) The acceptable treatment, based on scientific
evidence only
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Fig. 1. Chimpanzees spontaneously console distressed individuals by means
of friendly body contact. Loudly screaming after having lost a fight against
a rival, an adult male (right) is approached l%yGa juvenile who puts an arm

around him. Photograph By [Ffans de Wi§at.”
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Fig. 1 Bioethical framework for decision aid in critically ill patients from ref 4 Forte DN. et al,, (2018) [4] A bioethical framework to guide the decision-
making process in the care of seriously ill patients. BMC Med Ethics
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‘ Step 3: Focus on providers

Step 1: Focus on disease

Step 2: Focus on the
person

Step 4: Focus on patient -
provider relationship

Accurate, objective, and Evidence-Based analysis of
discase and proposed treatment. Consider:
Prognosis, absolute and relative risk-reduction, burden
of treatment.

Use of empathic communication to explore patient
values, ideas, apprehensions, and goals.

Using teamwork communication and feedback strategies
to:
Increase situational awareness, reduce overconfidence,
and improve clinical judgement.

Deliberation between provider and patient to achieve

shared goals of care. It must take into account patients

values, and proposed treatment benefits and potential
risks.
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A) Co-occurrence of Patient Values and Withholding

Daniel Neves Forte?” Lucidity 0 0 0 0 2 0 0 0
° Wishes 1 1 0 0 0 0 1 0 Pa"e,'.
Table 3 Value-based decisions and outcomes :'g Comfort 1 ' 1 -. 0 o o0 o0 I 9
Category Total (N=40) Percentage ‘é Diginity 1 1 1 1 1 1 0 0 .
Section 1 - Value-based clinical decision E Unspecified 2 1 2 2 0 1 0 0 "
Any LST modification based on the patient's value® Avoid Suffering = & = 4 3 3 0 1 10 0

N ~ A o e = & e
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Withdraw of LST & W Q,\°°6 x\"’o
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