[image: image1.emf]Moral Implications of 

Withholding Sedation

Serious moral implications of withholding, 

as well as administering, 

sedation in patients with unrelieved suffering 

at Life’s End

• Clarity on cause of death 

may help clarify the consideration

•

The underlying illness, not the treatment, 

causes the patient’s death

[image: image2.emf]The Principle of 

Double-Effect

•

Reality of Double Effect

– All actions may have both positive and 

negative effects

•

Determination of Ethicalness

– A specific action is ethical if the 

intent 

of 

that action is for the patient’s benefit 

even though a negative effect may occur

[image: image3.emf]Intentional Sedation is Not

Physician-Assisted Suicide

•

Level of Acceptance of PAS

– A legal option only in Oregon

•

Prevalence of PAS

– Most patients avail themselves of PAS to 

maintain a sense of control over their dying

– Reasons for PAS are usually not primarily 

the current symptoms but the anticipation of 

future symptoms

[image: image4.emf]Intentional Sedation is Not

Physician-Assisted Suicide

•

Timing of PAS

– More likely considered with grave prognosis

– More likely weeks to even months before 

anticipated death

•

Intention of PAS

– Death 

– vs. Relief of unbearable symptoms
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Dosing tables only provide conversion estimates.  Patient response may differ. Consider partial cross-tolerance when changing between narcotic agents.  A well-controlled patient may require a 25% or greater dose reduction of the newly chosen agent.  Opiate agonists have different durations of action, extent of oral absorption and elimination, which may affect patient response.





Methadone has a longer elimination half-life than duration of action and may require dose adjustment to prevent over accumulation.





Meperidine is not indicated for prolonged therapy (greater than five days) and Normeperidine (a metabolite) may lead to seizures in patient with decreased renal function.  Oral absorption of Meperidine is less reliable than other opiates and is not recommended.  Its absorption, elimination, and toxicity can be affected by many drug interactions that inhibit or enhance its metabolism.





The daily dose of acetaminophen (Tylenol) should not exceed 4 grams in a 24-hour period. This means that patients cannot use more that 8 Lortab or Tylox tablets, or 12 Percocet tablets in a 24-hour period without exceeding this limit. If pain cannot be controlled with this number of tablets, opioids not in combination with acetaminophen should be used.





Darvon and Darvocet are ineffective analgesics and their use is discouraged.





Constipation is secondary to opioids is common. A large bowel stimulant such as Senna or Dulcolax should be prescribed along with opioids.





Oxycontin should not be prescribed at a less than 12-hour interval. MsContin and Oromorp should not be ordered at a less than 8-hour interval

















THE PALLIATIVE RESPONSE


OPIOID EQUIANALGESIC CONVERSION TABLE


(Dosing in mg unless listed)





ORAL	            OPIOID AGENT                     IV/IM/SQ                                                      


  30	Morphine (MSC, OSR, RoxanolTM)	      10


    8	Hydromorphone (DilaudidTM)		        2


  20	Methadone (DolophineTM)		       --


300	Meperidine (DemerolTM)		    100


  30	Oxycodone (RoxicodoneTM, OxyContinTM)      --


4 tabs 	Oxycodone 5mg/APAP 325mg (PercocetTM)  --


6 tabs	Hydrocodone 5mg/APAP 500mg (Lortab5TM) --


6 tabs	Codeine 30mg/APAP (Tylenol #3TM)	       --


200+	Codeine				      ---





   FENTANYL PATCH CONVERSION


25mcg/hour topically exchanged every 72 hours equivalent to:


Morphine 15mg IV or 45mg PO per day


          Hydromorphone 3mg IV or 12mg PO per day


      Percocet TM/ Lortab5 /Tylenol #3 TM  - 9 tabs per day





      USUAL INITIAL PCA DOSES


         Morphine 1 – 2mg (10 mg/ml)


   Hydromorphine 0.25 – 0.5mg (0.5 mg/ml)





( INTERVAL LOCK-OUT:  Every 10 – 15 minutes


( FOUR HOUR LIMIT:       None





1.  After 24-48 hours of consistent PCA use for chronic pain, a


     Continuous Hourly Infusion Rate may be set at 50-75% of


     the daily PCA use.  If a Continuous Hourly Infusion Rate is


     initiated, the PCA DOSE should be adjusted to 50 to 200%


     of this Continuous Hourly Infusion Rate every 10-15


     minutes based on the patient’s response.


2.  Decrease the Continuous Hourly Infusion Rate as PCA use


     declines to avoid overmedication.


3.  Never use Continuous Rate in acute pain of limited nature. 











The Palliative Response


Sharing Bad News





First Step in Planning Care


      Helps develop therapeutic relationship


      Discuss agenda of patient/family first


Let physician priorities flow naturally from the patient/family 


    (e.g. discussion of resuscitation and other advance directives)





Discussion Agenda


 Physical Care – Setting and level of residential care


 Social Care – Family and financial issues –e.g. dependence/disability


 Emotional Care – Sources of support


  Spiritual Care – Sources of meaning





Physician Role 


  DO NOT DELEGATE sharing bad news!  


  Sharing bad news is physician’s role


  Patients often accept bad news only from MD


 MD best prepared to interpret news and to offer advice





Physician Preparation


 Confirm medical facts; plan presentation


 Make only one or two main points; use simple, lay language





Setting the Stage


  Choose appropriate, private environment


   (Neither hallway nor curtain provides privacy!)


 Have tissue available


 Allot enough time (20-30 minutes minimum with documentation)


 Determine who should be present


 Turn beeper to vibrate


   (Avoids interruptions, demonstrates full attention) 


 Shake hands with the patient first


 Introduce yourself to everyone in the room


 Always SIT at eye level with patient at a distance of 50-75 cm


 Ask permission before sitting on edge of bed


 Arrange seating for everyone present if possible


  (Helps put patient at ease, prevents patient from hurrying)





Starting the Conversation


 ASK:  How do patient and family understand what is happening? 


            What have others told them?


 WAIT 15-30 seconds to give opportunity for response


 LISTEN: Response may vary from “I think I am Dying”  to ”I don’t  


                   understand what is happening.”


               How Much Does Patient Want to Know?


                  Ask patient if he/she wants to know prognosis


 Patient may decline conversation and designate a spokesperson








When Family Wants to “Protect” Patient


 Honor patient’s autonomy


 Meet legal obligation for consent


 Promote family alliance and support for the patient


 Ask what family is afraid will happen


 Offer to have family present when you speak to the patient 


   (so they can hear patient’s whishes about knowing status/prognosis)





Sharing Bad News


 Give a warning to allow people to prepare


 Briefly state only one or tow key points


 Use simple language


 + STOP +


 Ask questions to assess understanding


 Recommended statement for  terminal illness


    “This is an illness that man cannot cure.”


       Humble statement


       Leaves open the possibility of the miraculous


       Helps change the focus from “cure” to palliation and support


 + Do not minimize severity of news +





 Response to Emotions of Patient, Family & Staff


   Be prepared for a range of emotions


   Allow time for response


   Communicate nonverbally as well as verbally


      (Usually acceptable to touch patients ARM)





Suggest a Brief Plan


  Medical Plan


    (e.g., control dyspnea, home assistance to help deal with weakness)


  Ancillary Support (e.g., social work visits, pastoral care visits)


  Introduce Advance Care Planning


    (“Sometimes when people die, doctors try to bring them back to life...


       have you considered whether you would want this or not?”)


  Discuss Timeline





Offer Follow-up Meeting


  When?  Usually within 24 hours


  Who?    For current and additional family members


  Why?    To repeat portions of the news


  How?    Offer to contact absent family members


               Get permission to share news if necessary


  Next meeting, Upcoming decisions, Suggest flexible timeline





Ending the Meeting


  ASK “Do you have any questions?”


  WAIT


  ANSWER


  STAND – An effective way to end the conversation











Pain and Dyspnea


Opioids are usually the most effective in this setting


Calculate morphine equivalents used in recent past; adjust as needed


Usually stop sustained-released medicines and use immediate-release 


Morphine concentrate 20mg/ml concentrate


Start with MS 5mg to much higher dose based on recent use q 2 hours


  Offer—patient may refuse


Morphine Sulfate subq q2 hours (1/3  the oral dose)


   Offer—patient may refuse 





Pain, Dyspnea, Anorexia, Asthenia & Depression Corticosteroid can have multiple beneficial effects


  Less mineral-corticoid effect than Prednisone


  Does not have to be given in multiple doses


  Dexamethasone 4mg PO/SubQ breakfast and lunch 








Nausea and Delirium (Phenothazines)


Haloperidol  2mg PO or 1mg SubC


Starting dose and q2 hours until settled; up to 3 doses for delirium


Increase frequency to q8-12 hours as needed


Nausea usually requires less frequent doses


Excellent antiemitic, helpful with delirium common at Life’s End








Anxiety and Seizures (Benzodiazepines)


Lorazepam 1mg PO/ SubC q6-8 hours prn


May be helpful with anxiety


Exercise care as delirium can sometimes be mistaken for anxiety


Effective against seizures only as IV or SQ and not PO








Death Rattle


Keep back of throat dry by turning head to side 


Stop IV fluids or tube feeding, avoid deep suctioning


Scopolamine patch topical behind ear q3 days


  (Atropine eye drops 2-3 in mouth q4 hours or till patch effective)


Yonkers might help with mouth care; family can cleanse with sponge sticks





Tips for Comfort and Safety


Reposition, massage, quietly sit with and speak to patient 


Avoid sensory overload (e.g., TV); soft music instead


Use bed minder in lieu of restraints to alarm if patient gets up





 Assisting Family


Advise about alerting other family members as to gravity of patient status


Facilitate family presence; order permission for family to visit or stay 


Arrange visits of military relatives by contacting Red Cross 


Arrange visits of incarcerated relatives by contacting warden


Give family the pamphlet Gone From My Sight





Notify  Pastoral Care and Social Work of admission if appropriate





Avoid restraints








The Palliative Response


Comfort Care in the Last Hours of Life





Admit to:   (Appropriate Unit)


Diagnosis:   (i.e. Metastatic Lung Cancer/Pain Crisis)


Condition:  Grave


Status:  Do Not Attempt Resuscitation (DNAR)


                (DNAR terminology preferable to DNR)


Diet


Order a diet; patient may improve and desire to taste food 


Full liquid instead of clear liquid (can advance if tolerate)


  (More palatable, easier to swallow, less likely to cause aspiration)


May have food brought in by family


Allow patient to sit up for meals; assist to eat





Activity


Allow patient to sit in chair if desired and to use bedside commode 


Allow family to stay in room with patient





Vital Signs


Minimum frequency allowed by policy


Limit notification orders to those necessary


Frequent monitors can alarm patient and family


Numbers can distract staff/family from patient





IV Considerations


Starting is often difficult and painful, frequently has no benefit for patient


Presence of edema indicates that patient is not dehydrated


Many patients have fluid overload, edema and pulmonary congestion


Oral hydration is a reasonable compromise. If IV  fluids are used, suggest a


    limited time trial, such as a 1000-1500 cc D51/2 NS over 6 hours.





Subcutaneous (SQ) Line


Small IV or butterfly needle inserted directly under the skin


  (often on the abdomen or thigh)


For injecting small volumes of many medicines when oral route unavailable


Avoids burden of finding/maintaining IV access





Orders for Dyspnea


Oxygen 2-4 liters nasal prong; avoid face mask


Usually do not recommend monitoring oxygen saturation or telemetry


For persistent Dyspnea, use opioids, blow air on face with bedside fan,


   turn, reposition, sit up.  Nebs may be helpful 





Hygiene


Avoid Foley catheter if possible (may be helpful for hygiene in select patients, e.g., obese or immobilized patient)


Diapers and cleansing may accomplish same thing 


Delirious patient may pull on bladder catheters


Check all patients for impaction; suppository may be helpful 


Consider evaluation by skin care nurse 














Follow-Up 


     When You Are Patient’s Physician


     Invite family to contact you over the next few days or months if


          questions arise or problems occur


     When You Are Physician on Call


     Assure family you will report death to the attending physician,


          whom they may contact with questions or concerns





Death Note in Chart


Date and Time


Name of provider pronouncing death


Brief statement of cause of death


Note absence of pulse, respiration, pupil response


Note if family present or  informed


Note family response if indicated


Note notification of attending, pastoral care, social work or others as appropriate





Death Certificate


Locate sample Death Certificate on unit


Complete marked sections. Write neatly in black ink.


Begin again if make an error (cross-outs not allowed)





   Cause of Death - Primary and Secondary


Example - Primary:   Pneumonia


 Secondary: Advanced Alzheimer’s Dementia


   Contributing But Not Primary Section


         List other illnesses possibly linked to patient’s disability or


            service-connection (e.g., Agent Orange, Asbestosis)





Documentation assists family to obtain benefits


Families appreciate and respond to a respectful and kind approach to


    this final medical act





If families should contact you later


Take time


Inquire about family members


Listen carefully


Respond empathically





Death Pronouncement is the Final Medical Act


Handle with Care











Pain and Dyspnea


Opioids are usually the most effective in this setting


Calculate morphine equivalents used in recent past; adjust as needed


Usually will want to stop sustained released medicines and use immediate release medications at this point


Morphine concentrate 20mg/ml concentrate


Start with MS 5mg to much higher dose based on recent use q 2 hours.  Offer—patient may refuse


Morphine Sulfate subq q 2 hours. (1/3  the oral dose)


                  Offer—patient may refuse 


Pain, Dyspnea, Anorexia, Asthenia & Depression (Corticosteroid)


Can have multiple beneficial effects


Less mineral-corticoid effect then Prednisone


Does not have to be given in multiple doses


Dexamethasone


4mg PO/SubQ breakfast and lunch 


Nausea and Delirium (Phenothazines)


Haloperidol  2mg PO or 1mg SubC


Starting dose and q 2 hours until settled 


Up to 3 doses for delirium


Increase frequency to q 8-12 hours as needed


Nausea usually requires less frequent doses


Excellent antiemitic, Helpful with delirium common at life’s end


Anxiety and Seizures Benzodiazepines)


Lorazepam 1mg PO/ SubC q 6-8 hours prn


May be helpful with anxiety


Exercise care as delirium can sometimes be mistaken for anxiety; 


Effective against seizures only as IV or SQ and not PO


Death Rattle


Keep back of throat dry by turning head to side 


Stop IV fluids or tube feeding, Avoid deep suctioning


Scopolamine patch topical behind ear q 3 days


Atropine eye drops 2-3 in mouth q 4 hours or till patch effective


Mouth care, Yonkers might help with mouth care


Engage family to cleanse with sponge sticks 


Tips for Comfort and Safety


Comforting Measures


Reposition, Massage, Quietly sit with and speak to patient 


Soft music, Avoid sensory overload (e.g., TV) 


Use bed minder in lieu of restraints to alarm if patient gets up


 Assisting Family


Advise family about alerting other family members as to gravity of patient status


Facilitate family presence 


Order permission for family to visit or stay 


Arrange family visits of military relatives by contacting Red Cross 


Arrange visits of incarcerated relatives by contacting warden


Give family the pamphlet Gone From My Sight


Notify  Pastoral Care and Social Work of admission if appropriate


Avoid the use of Restraints








The Palliative Response


Guidelines for Pronouncement





Preparation before Death Pronouncement


Be prepared to answer pertinent questions


Nursing staff can provide wealth of information


Know recent events, family response and dynamics, 


   and special problems or concerns





     Assess Immediate Situation


     Death expected or sudden?  	


     Family present or notified?


     Attending notified?


     Autopsy  


           Determine family request 


           Consider value of autopsy


     Organ Donation 


            If family requests, contact organ donation counselor 


               to discuss details 


     Faith Tradition


            Consider Pastoral Care contacts


            Honor requirements/procedures/rituals





Entering the Room 


Quiet, respectful attitude


Ask nurse to accompany for introductions


Introduce yourself and role: “I am the doctor on call”


Determine relationships of persons present


Inform family of purpose; invite to them to remain


Empathize simply: “I am sorry for your loss; this is a difficult time”








Pronouncement Procedure Clinical Examination


Check ID bracelet and pulse


Check pupils for position and response to light


Check response to tactile stimuli 


    Examine respectfully: No Sternal Rubs or Nipple Pinches


Check for spontaneous respiration


Check for heart sound and pulses


Record time of death











Follow-Up When You Are Patient’s Physician


Invite family to contact you over the next few days or months if questions arise or problems occur.


Follow-Up When You Are Physician on Call


Assure family you will report death to the attending physician, whom they may contact with questions or concerns.


Death Note in Chart


Date and Time


Name of provider pronouncing death


Brief statement of cause of death


Note absence of pulse, respiration, pupil response


Note if family present or  informed


Note family response if indicated


Note notification of attending, pastoral care, social work or others as appropriate


Death Certificate


Locate sample Death Certificate on unit.


Complete marked sections. Write neatly in black ink.


Begin again if make an error (Cross-outs not allowed)


Cause of Death - Primary and Secondary


Example    Primary: 	Pneumonia


Secondary: 	Advanced Alzheimer’s Dementia


In  Contributing But Not Primary Section: List other illnesses possibly linked to patient’s disability or service-connection. 	(e.g., Agent Orange, Asbestosis)


	Documentation assists family to obtain benefits


	Families appreciate and respond to a respectful and 	kind approach to this final medical act.


If families should contact you later


	Take time


	Inquire about family members


	Listen carefully


	Respond empathically





Death Pronouncement is the Final Medical Act


Handle with Care














Follow-Up When You Are Patient’s Physician


Invite family to contact you over the next few days or months if questions arise or problems occur.


Follow-Up When You Are Physician on Call


Assure family you will report death to the attending physician, whom they may contact with questions or concerns.


Death Note in Chart


Date and Time


Name of provider pronouncing death


Brief statement of cause of death


Note absence of pulse, respiration, pupil response


Note if family present or  informed


Note family response if indicated


Note notification of attending, pastoral care, social work or others as appropriate


Death Certificate


Locate sample Death Certificate on unit.


Complete marked sections. Write neatly in black ink.


Begin again if make an error (Cross-outs not allowed)


Cause of Death - Primary and Secondary


Example    Primary: 	Pneumonia


Secondary: 	Advanced Alzheimer’s Dementia


In  Contributing But Not Primary Section: List other illnesses possibly linked to patient’s disability or service-connection. 	(e.g., Agent Orange, Asbestosis)


	Documentation assists family to obtain benefits


	Families appreciate and respond to a respectful and 	kind approach to this final medical act.


If families should contact you later


	Take time


	Inquire about family members


	Listen carefully


	Respond empathically





Death Pronouncement is the Final Medical Act.            Handle with Care



































