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The Need 

 According to the CDC 2.5 million Americans died in 2010

 29% of these deaths occur in the hospital

 Average hospital stay for these patients was 7.9 days (avg LOS overall 4.8 days)

 Multiple distressing symptoms affect hospitalized patients 

 There is a shortage of PC specialists 



Setting Goals at the End of Life

 Begin Early

 Ask the patient/family understanding of current medical situation, 

diagnostic and therapeutic options

 Ask how they want to receive the information

 Answer questions as clearly as possible

 Inquire about patient’s concerns

 Ask about “unacceptable states”

 Discuss values, goals, preferences

 Recommend a treatment plan for End of life



Beginning Early

 For hospitalized patients, it would be better to have the conversation when 

you think you don’t need it but might. i.e. patient is stable but has several 

comorbidities. 

 Avoid putting it off until it’s a crisis situation 



Ask the patient/family understanding

 “We need to talk”

 “It’s been a long road and I want to make sure first of all that we are all on 

the same page. Tell me what you understand of what is going on”

 “What have the doctors told you of your condition?”



Ask about how they want their 

information given

 “I’ll be telling you some important information.”

 Who should be here to listen to it?

 What information do you want to know? What don’t you want to know?

 How do you usually make decisions? 

 Made primarily by the patient, or family member, or both

 Prefer clinician to give their recommendation to them



Give the information

 Use simple, jargon-free words

 Prognosis is important. In general, patients cannot make good decisions 

regarding their medical care if they don’t have an understanding of their 

prognosis

 Clarify misconceptions

 Discuss the medical condition, reasons for diagnostic and therapeutic 

options. Speak clearly and don’t take things for granted. (Some patients 

may think a diagnostic test will have a therapeutic effect)

 You can use “dying” if that is truly what is happening. 



Ask about their concerns

 “Now that you know this information, what are the things you are most 

concerned about?”

 “What are your main fears and worries about the situation?”



Inquire about “unacceptable states”

 You/Your loved one is very sick and there are a lot of things that we can no 

longer fix. What are the things you do not want to happen to you? What 

would you consider unacceptable?



Discuss values, goals, preferences and 

come up with a treatment plan

 What are the things you would like us to focus on for you/your loved one?

 What would be important for you/your loved one at this point? 

 Recommendations

 Based on what I have heard from what is important to you/your loved one, I 

would recommend (a DNR/DNI, comfort measures)



Patient’s Role

Values/Goals

Assessing Risk

Defining Quality

Perspective

Physician’s Role

Clinical Options

Fostering 
Understanding

Setting Limits

Appropriateness

Relationship / Trust / 

Communication

Shared Decision-Making
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Getting To Yes*
(a brief overview--- go read the book)

*Fisher, R., et al

Separate the 
People from the 

Problem

Focus on Interests 
over Positions

Generate Options 
for Mutual Gain

Insist on Objective 
Criteria

B.A.T.N.A

Best Alternative To a 
Negotiated Agreement



Family Wishes: Full 
Code, Continued 

Aggressive Treatment 

Doc’s Bottom Line: DNR 
(NBT)

DRAG

Treatment Plan

Likely

POC

Unqualified Plan to “do 
everything”

Family Wishes: Full 
Code, Continued 

Aggressive Treatment 

Doc’s Bottom Line: DNR 
(NBT)

Treatment Plan

Room to Negotiate

Doctor’s 
Recommendation: 

Comfort Care

Realistic Expectations

Setting Limits to Improve Conversations 
Not Setting Limits:

(saying “Yes,” when you 

want to say “No”)

Setting Limits:

(Setting Limits in the 

beginning)



Say “Yes” to your values.
Ex. “As a physician, I am committed to provide excellent care… 
committed to not causing needless harm…”

Say “No” to what you will not do.
Ex. “Therefore, I will not provide CPR because it is not consistent 

with the practice of good medicine..

Say “Yes” to the relationship.
Ex. “This does not mean I am abandoning your loved one. 
Here is what I can do…” 

Yes – No – Yes* 
(Saying “No” and preserving the relationship)

*From William Ury, The Power of a Positive No, 2010.



Culture and Religion in End of Life

 Cultural competence

 Possessing the knowledge, skill, awareness, encounter and desire to understand 

how cultural and religious factors can impact a specific event. 

 African-Americans tend to “want everything done” because they have a history of 
being disenfranchised and not have access to care

 Latino patients are less likely to sign DNR than non Latino patients

 Patients with strong religious beliefs want to believe in a miracle even when the situation 
is futile



Culture and Religion at the End of Life

 Shen et.al. Cancer 2016: 

 Latinos who had an EOL discussion were more likely to have a DNR order than 

non-Latinos. 

 Latinos who had an EOL discussion were 10x more likely to have a DNR order 

than Latinos who did not have an EOL discussion and were equally likely as white 

patient

 Smith-Howell et.al. Journal of Palliative Medicine 2016

 African Americans who received high quality communication with health care 

providers were more likely to opt for comfort care

 Decedents of African American patients who received comfort care were more 

likely to accept their decisions. Decedents of patients who wished for more life 

prolonging measures were more likely to regret these decisions



Culture and Religion at the End of Life

 …there are no clear-cut positions anchored in “nationality,” “culture,” or 

“religion.” Instead, attitudes are personally decided on as part of a 

negotiated context representing the political, social and existential 

situatedness of the individual. Therefore, more complex theoretical and 

practical approaches to cultural diversity have to be developed. 

(Schweda et.al; BMC Med Ethics 2017)



Culture and Religion at End of life

VS



Culture and Religion at End of Life

 Cultural humility

 Be curious 

 Be aware of your own and others perception

 Self reflection

 Lifelong learning





Comfort care in the Hospital

Morphine drip, and just a morphine drip

2 week stay in Nursing Home

Patient has to die in 2 days

Meticulous palliation of troubling 

symptoms and offering of skilled support to 

patient and family



Guidelines on comfort care

 Ideally there should be minimal suffering. Physicians should assure family that 
symptoms will be expertly treated

 Get Palliative care involved if needed (Interdisciplinary team)

 Nursing interventions are critical. (Oral care, wound care, positioning)

 Inquire regarding spiritual and religious needs

 Discontinue non essential diagnostic or therapeutic interventions (e.g. 
continuous VS monitor)

 Pre medicate prior to procedures

 Encourage pleasure feeding if desired. Explained ANH has no benefit at EOL

 Inform family of any major changes in condition

 Consider home care rather than hospital if feasible.



Goals

 For imminent patients, (hours to days), it would be reasonable for continued 

comfort care in the hospital until death. 

 For less imminent patient, continued hospital stay to stabilize symptoms and 

then transition to out of hospital comfort care. 



Pain

 Identify the source

 Regular assessment verbal as well as non verbal assessment of pain.

 Please make sure this is in the nursing orders

 Mild pain – NSAIDs and acetaminophen

 Moderate to severe pain - opiates



Pain 

 Initial Mx:

 Frequent bolus doses of opiates with rapid adjustments until satisfactory pain 

relief (NEJM, Dec. 24, 2015)

 Drips are good but the peak is very slow. Boluses will allow onset of action within minutes

 Once comfortable then determine a basal dose

 If low opiate requirements, consider scheduled opiates

 If high opiate requirements, consider a drip

 Schedule 50-100% of total PRN dose. 

(Portenoy et.al. Med Clin. North Am 1987;71)

(Swarm et.al. J Natl. Compr.Canc.Network. 2013;11)



Pain

 Special considerations

 Avoid morphine in renal failure patients. Consider hydromorphone or fentanyl

 Take into account neuropathic pain. May not respond to opiates

 If acute effect needed – steroids (Haywood et.al. Cochrane DB Rev. 2015)

 TCA’s, antidepressants, gabapentin if prognosis is not that imminent. (Gilron et.al. NEJM 
2005)

 Dose opiates based on baseline doses. 

 If opiate naïve, start at morphine 2-4mg IV or equivalent. 

 If on opiates, give 10-20% of total 24 hour opiate doses as bolus dose. 

(Portenoy et.al. Med Clin. North Am 1987;71)

(Swarm et.al. J Natl. Compr.Canc.Network. 2013;11)



Case 1:

 Mr. X, hx of metastatic pancreatic cancer comes in from hospice for GIP, 

intractable abdominal pain. Poor PO. Confused, delirious secondary to 

pain. Mainly bed bound. Family request comfort care. 

 Baseline opiate requirements had been MS contin 60mg q 12 hours and 

had been taking MSIR 15mg 4x/day in the past two days. 

 Total OME: 180mg OME

 Bolus dose: 18-36mg OME (can be MSIR 15-30mg PO every ½ to 1 hour PRN) or 6-

13mg IV (morphine 5-10mg IV every 10-15 minutes PRN)

 Continue giving bolus doses until analgesia is adequate. 

 Decide whether you want a basal infusion



Case 1

 Decide on a basal infusion:

 50-100% of bolus doses received. E.g. In 4 hours he received 20mg IV morphine. 

 Avg. hourly dose is 5mg/hour

 Start the infusion at 50-100% of his = morphine infusion at 3mg/hr

 Consider adjuvants

 Glucocorticoids

 Neuropathic agents



Case 1

 He had good response but the next day his pain was out of control again. 

 Two options:

 Increase basal and bolus doses by 25-50% for moderate pain, 50-100% for severe 

pain

OR

 Get the total 24 hour dose, increase the infusion rate by the average hourly dose 

and adjust bolus dose to 10-20% of this new total 24 hour dose. 

 E.g. Total 24 hour IV morphine (including basal rate of 3mg/hr) = 144mg 

 Increase the basal rate to 6 mg/hr

 Adjust bolus dose to  Morphine15mg IV PRN q 15-30 minutes. (10%-15% of 144mg)



Shortness of breath



Shortness of breath

 Same principle as opiates

 Lower doses may be effective

 Short acting opiates may be more effective than long acting formulations 

for shortness of breath

 Benzodiazepines may be added to address anxiety related to shortness of 

breath

 Supplemental Oxygen – may provide some palliation in dyspnea

 However if imminent, may prolong the dying process

 Titrate to comfort, not oxygen saturations

 Start considering oxygen supplement target if plan is home or SNF



Shortness of breath

 Consider non pharmacologic interventions

 Facial cooling with fan (Galbraith et.al. J Pain Sym Mgmt. 2010; 39)

 Cooling the room, opening windows, breathing humidified air, raising head of 

the bed. (Dy SM et.al. Cancer J. 2010;16)

 Psychosocial support, breathing training, relaxation techniques (Zhao et.al. 

Palliative Med 2008;22)

 If doing a terminal ventilator wean, consider prophylactic doses prior to 

extubation

 Prepare family for breathing pattern changes at the end of life. 



Case 2

 Patient X was admitted for acute respiratory failure secondary to end stage 

COPD. (Oxygen dependent at home, bed to chair existence, dependent 

on basic ADL’s)

 He was intubated, brought to the ICU. After several days of no 

improvement, family had requested a terminal wean. 

 Family requested that patient be extubated once all family comes in. (And 

family comes in and was ready at 7PM)



Case 2

 You reviewed the ventilator settings: 

 Spontaneous mode

 200-350cc

 28

 PEEP 15

 You expect patient may live for a few hours to days once we withdraw this 

level of ventilator support. 



Case 2 

 Pre-extubation

 Discontinue tube feeds. Preferably early enough that the stomach has a chance 

to empty.

 Discontinue monitors

 Pre medicate

 Give morphine 5mg IV 5 minutes prior to extubation

 Give lorazepam 1mg IV 10 minutes prior to extubation

 Give glycopyrrolate 0.2mg IV 15 minutes prior to extubation. 



Case 2

 Post extubation

 Ideally, a clinician should stay at the bedside post extubation to medicate 

frequently until patient is comfortable. 

 Same principle as opiates. May give Morphine q 5 minutes if needed for comfort.

 Frequent assessments. 



Case 2

 You gave 5mg Morphine x 4 doses in 4 hours and patient is finally 

comfortable. You decide to put him on a morphine drip

 20 mg/4 hours = 5mg/hour. 

 Start at 50%-100% of the dose. Patient was comfortable so you decide on 50%

 Start morphine drip at 3mg/hr

 Follow recommendations on opiate titration for pain. 



Case 2

 You get called on the phone about patient starting to become more 

dyspneic and agitated despite titrations of opiate

 You verify that the opiates were titrated correctly (Received several boluses 

and drip at 5mg/hr now)

 You gave a STAT dose of lorazepam 1mg.

 Placed a wet towel over the the patient’s forehead

 Fan gently blowing on patient’s face. 

 Distress resolved. 

 Patient’s breathing pattern changed to have apneic spells. You counseled 

the family. Patient eventually passed away. 



Nausea and Vomiting



Nausea and vomiting

 2 out of 3 terminally ill cancer patients report nausea/vomiting

 2 out of 5 patients in the last 6 weeks of life have nausea and vomiting. 

 Causes substantial psychological distress for patient and family

 Fears about dehydration

 Starvation

 Disease progression



Approach to Nausea and Vomiting

 Careful evaluation to determine the etiology of the present symptom

 If possible, treat underlying disease or eliminate triggering factor 

 Using pathophysiology to determine the mechanism and receptors 

mediating a patient’s nausea and vomiting

 Choose an antiemetic to block the implicated receptors.

 Schedule medications instead of prn and titrate to effect

 If refractory, combine different receptor blocking agents. 



Pathophysiology of Nausea/Vomiting: 

The 4 Pathways

1. Chemoreceptor trigger zone (CTZ) – located in the medulla (area 

postrema). Outside of the blood brain barrier and can be exposed to 

toxins in the blood stream of CSF that can cause nausea/vomiting

2. Cortex – cause nausea from input of the 5 senses, anxiety, meningeal 

irritation, and increased ICP

3. Peripheral pathways – mechanoreceptors and chemoreceptors in the GI 
tract, serosa, viscera and transmitted via vagus, sphlanchnic nerves, 

sympathetic ganglia, glossopharyngeal nerves

4. Vestibular system – labyrinthine inputs via vestibulocochlear nerve. Nausea 

and vomiting triggered by motion



Interrelationships between the 4 

Pathways



Interrelationship between the 4 

Pathways

Figure. Interrelationships Between Neural Pathways That Mediate Nausea and Vomiting
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Nausea and Vomiting: Rx treatment

 



Nausea and Vomiting-Pharmacologic Treatment

 V.O.M.I.T

 Vestibular – Cholinergic, Histaminic

 Rx: anticholinergics, antihistaminic

 Scopolamine, Promethazine

 Obstruction of bowel by Constipation  - Cholinergic, Histaminic, Serotoninergic

 Rx: stimulants to myenteric plexus

 Promotility laxative: senna

 DysMotility of Gut – Cholinergic, Histaminic, Serotoninergic

 Rx: Prokinetics which stimulate 5HT4 receptors

 Metoclopromide

 Infection and Inflammation – Cholinergic, Histamine, Serotonin, Neurokinin

 Rx: Anticholinergic, antihistaminic, serotonin antagonists, neurokinin antagonists

 Promethazine, Prochlorperazine

 Toxins – dopamine, serotonin

 Antiodopaminergic (Prochlorperazine, Haloperidol, Ondasetron)  



Nausea and Vomiting – Rx treatment

 Choose a likely receptor to block and start with monotherapy

 Titrate the dose

 Schedule

 Block multiple receptors. 



Nausea and Vomiting – Non 

Pharmacologic tx

 Cognitive Behavioral therapy – relieve anxiety and stress. Induce muscle 

relaxation. Reverses autonomic arousal

 Decrease gastric distention and increase gastric emptying time – Liquid 

diet, frequent small meals, foods low in fats and fiber, high in protein. 

 Ginger root – serotonin antagonism in some animal models

 Minimize noxious or associated stimulie – cool foods, pleasant odors

 Acupuncture



Delirium



Delirium

 Can be hypoactive or hyperactive

 Unfortunately there is insufficient high level evidence to guide delirium 

management at end of life

 Clinicians can overlook subtler forms of delirium (e.g. sleeping all the time)

 Family members can suffer thinking a delirious patient is doing things from a 

normal thinking process (e.g. verbally abusive)



Delirium/Agitation

 Common Causes of Agitation in the Palliative care population 4P’s 

 Pee

 Poop 

 Pain 

 Polypharmacy



Delirium/Agitation

 Pee

 Urinary retention/Bladder distention – think about a foley catheter, discontinuing 

meds that could contribute to this

 UTI

 Poop

 Constipation

 Stool impaction



Delirium/Agitation

 Pain

 can manifest as agitation

 Check for baseline opiate use. May be opiate withdrawal. 

 Polypharmacy

 Anticholinergics

 Neuroexcitatory toxicity of opiates (e.g. morphine in renal failure patients)

 Lorazepam can cause a paradoxical reaction in the elderly

 WOF drug-drug interaction (SSRI + tramadol = serotonin syndrome)

 Call your friendly pharmacist if needed



Delirium/Agitation

 Rx treatment

 Haloperidol – preferred choice because of versatility and familiarity. May be 

effective for both hyperactive and hypoactive delirium

 Start with 0.5-1 mg PRN (usually q 4 hours but may be given up to q 1 hour)

 Once symptoms controlled, determine daily dose requirement and give in 3-4 divided 
doses. 

 Do NOT give for patient with Lewy Body dementia (may make delirium worse) or 
Extrapyramidal system dysfunction (Parkinson’s, Parkinson like disease)

 Atypical antipsychotics (Quetiapine, Olanzapine) can be considered if poor 

response to typical antipsychotics or if EPS dysfunction is a concern

 Benzodiazepines can worsen delirium and is typically not recommended. 



Questions?
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