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Approximately 2.5 million deaths in America each year
• 49% die in the hospital
• 22% die in the nursing home
• 23% die at home
• 6% die elsewhere

National Center for Health Statistics, 2001 in Hospice in the Nursing Home AAPHM Medical Directors Course, Aug 
2006

The Reality



“Most people in acute care hospitals are not able to die with 
dignity, with adequate pain relief, or with realistic and 
compassionate communication with their physicians”

-- Christine Cassel

Cassel CK, Caring for the Dying. ABIM,1998;pp. 2.

The Reality



Study to Understand Prognoses and Preferences for Outcomes and 
Risks of Treatment

30-million-dollar study commissioned by Robert Wood Johnson 
Foundation

5 Teaching hospitals; 8 critical diagnoses

Two Phases
• Phase One: Observation and identification of problems in EOL 

care (two years)
• Phase Two: Test an intervention designed to address the 

problems in phase one (two years)

The SUPPORT principle investigators. JAMA 1995;2741591-1598.
Phillips RS, et al. Findings from SUPPORT and HELP: an Introduction. JAGS 2000;48:S1-S5.

The SUPPORT Trial



Only 47% of physicians knew when their patients preferred 
to avoid CPR

46% of DNR orders were written within two days of death

38% of patients who died spent at least 10 days in an ICU

50% of conscious patients who died in the hospital 
reported moderate to severe pain at least half the time

The SUPPORT Principle investigators. JAMA 1995;2741591-1598.

SUPPORT: Phase One



Goal: improve deficiencies found in phase one
Hypothesis: better communication would improve 
deficiencies
Intervention: intense multi-disciplinary effort
Skilled nurse specialist acted as liaison between patient and 
physician

The SUPPORT principle investigators. JAMA 1995;2741591-1598.

SUPPORT: Phase Two



Nurse collected information, convened family 
meetings

Physicians were given:
• Current patient symptoms and pain levels
• Estimates of likelihood of 6-month survival
• Information on future functional ability
• Patient preferences for EOL care

The SUPPORT Principle investigators. JAMA 1995;2741591-1598.

SUPPORT: Phase Two



No improvement in any of the targeted outcomes
Physicians were no more likely to know preferences for CPR
DNR orders were not written any earlier
Patients spent no less time in the ICU
Patients reported no better pain control
No difference in resource use (excluding the cost of the 
intervention)

The SUPPORT principle investigators. JAMA 1995;2741591-1598.

SUPPORT: Phase Two



87% felt patients and families should have a greater say in decisions 
about which treatments to pursue for patients near end of life. 

88% wanted doctors to be completely honest about prognosis, even 
if there is little chance of recovery.

49% felt patients have too little control over medical decisions.  
Among individuals in poor health, that number rose to 63%.

71% felt the top priority at end of life should be relief of pain and 
stress.  

19% felt the top priority should be preventing death and extending 
life as long as possible.

Hamel L., Wu B., Brodie M. Views and Experiences with End-of-Life Medical care in the U.S. Kaiser 
Family Foundation. April 27, 2017. Kff.org.

Current Views on End-of-Life Care



56% of respondents report having conversations with loved 
ones about end-of-life medical care.
92% stated they would be comfortable discussing end of 
life wishes with their doctors.
11% report having such a discussion.
27% of respondents had a written document with their 
wishes for end-of-life care

Of the 72% who did not,
49% haven’t gotten around to it
27% have never considered it

Hamel L., Wu B., Brodie M. Views and Experiences with End-of-Life Medical care in the U.S. Kaiser 
Family Foundation. April 27, 2017. Kff.org.

Current Views on End of Live Care



How do we bridge the gap?



• A team approach
 Physician, nurse, social worker, chaplain

• Care for the whole person
 Physical, emotional, spiritual, social

• Improving quality of life for patient and family

• An extra layer of support

Palliative Care



• Aggressive treatment of pain and other symptoms

• Close communication about the care plan

• Care coordination and smoother transitions

• Support for caregivers

• Sense of safety and continuity

Patient and Family Benefits



• Improved patient satisfaction scores

• Time saving 
• Assistance with coordinating care
• Handling time-intensive discussions

•  Improved quality of care, lower cost of care

• Specialty-level assistance to attending physicians for 
difficult physical symptoms

• Supports the Commission on Cancer Accreditation

Staff and Hospital Benefits



• New diagnosis of life-limiting illness

• Two or more hospitalizations for chronic illness in three 
months

• Difficult-to-control physical symptoms

• Uncertainty regarding prognosis

• Uncertainty regarding appropriateness or treatment 
options

Could Your Loved One Benefit From 
Palliative Care?



• Code status conflicts with patient’s prognosis or reflects 
disparate goals

• Conflicts regarding use of non-oral feeding or hydration

• Patient or family in need of psychosocial or spiritual 
support

• Patient with rapidly deteriorating condition, including 
imminent death

Could Your Loved One Benefit From 
Palliative Care?



• Requests for potentially futile care

• Metastatic cancer with evidence of progression despite 
treatment; or metastatic cancer not believed likely to 
benefit from cancer-directed therapy

Could Your Loved One Benefit From 
Palliative Care?



Palliative care

• No prognostic 
requirement

• Can be concurrent with 
curative treatment

• Still sees the treating 
physician(s) and can be 
hospitalized again if 
needed

Hospice

• Six month prognosis

• Patient declines 
curative treatments

• Minimal clinic or 
inpatient treatment

Palliative Care vs. Hospice



Curative Treatment

Palliative Treatment

Hospice

Diagnosis Death

Putting the Pieces TogetherPieces 
TogPuether

 Disease Progression



Advanced Directives



Power of Attorney for Health 
Care

• Chosen representative for 
decision-making

• Able to navigate gray areas

• Requires detailed 
communication with 
decision-maker

• Does not take effect while 
patient is decisional

Living Will

• Expressed written 
preferences for health care

• Allows patient to “speak for 
themselves”

• Can leave room for 
interpretation

• Patient can change mind at 
any time

Advanced Directives



Power of Attorney for Health Care



Living Will



POLST Forms

Physician Orders for Life Sustaining Treatment

• Signed by physician/provider and patient

• Works as written order throughout the healthcare system

• Expresses preferences in writing with ability to leave sections 
blank if undecided

Advanced Directives 



POLST Forms



Five Wishes



1. The person I choose as my health care agent 

2. My wish for the kind of medical treatment I want or don’t want

3. My wish for how comfortable I want to be 

4. My wish for how I want people to treat me

5. My wish for what I want my loved ones to know

Signature and witness needed

No notary required in North Dakota

Includes wallet card

Fivewishes.org

Not free

Five Wishes



A 78 year old male presented with a large acute hemorrhagic 
stroke. He has been on the ventilator for the past 2 weeks. He 
remains minimally responsive despite being off all sedation. The ICU 
team is discussing trach and peg..  Patient has an advanced directive 
and has told his wife specifically that he would not want a trach and 
peg in this situation.  A palliative care consult is requested to help 
his wife address goals of care.

Case Study #1



“Quality of life”

Patient’s value system

Benefits and burdens

Points to Consider



In principle, there is an obligation to provide patients with food and 
water, including medically assisted nutrition and hydration for those 
who cannot take food orally. This obligation extends to patients in 
chronic and presumably irreversible conditions (e.g., the “persistent 
vegetative state”) who can reasonably be expected to live 
indefinitely if given such care. Medically assisted nutrition and 
hydration become morally optional when they cannot reasonably 
be expected to prolong life or when they would be “excessively 
burdensome for the patient or [would] cause significant physical 
discomfort, for example resulting from complications in the use of 
the means employed.

—Ethical and Religious Directives for Catholic Health Care Services

6th edition; United States Council of Catholic Bishops; 2016; Part 3, paragraph 58

Ethical and Religious Directives 



A 58-year old woman is admitted for gastric outlet obstruction due 
to widely metastatic ovarian cancer.  She has malignant ascites.  Her 
disease has progressed despite treatment.  She is not a candidate 
for surgery to resolve the obstruction.  The palliative care team has 
been consulted to discuss benefits and burdens of artificial 
nutrition.

Case Study #2



Overall prognosis

Goals of care

Benefits and burdens

Points to Consider



A person may forgo extraordinary or disproportionate means of 
preserving life. Disproportionate means are those that in the 
patient’s judgment do not offer a reasonable hope of benefit or 
entail an excessive burden, or impose excessive expense on the 
family or the community. 

—Ethical and Religious Directives for Catholic Health Care Services

6th edition; United States Council of Catholic Bishops; 2016; Part 3, paragraph 57

Ethical and Religious Directives



Questions


