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Learning Objectives

At the end of this presentation the attendee should be able to:

1) Evaluate patients’ need for advance directives.

2) Counsel patients and families on the risks, benefits, and 
success rates of some common end-of-life interventions 
and help them develop reasonable goals of care given their 
overall condition.

3) Inform patients regarding documents such as Advance 
Directives, Durable POA for Healthcare / Healthcare 
surrogate, and / or POLST that can help insure that the 
patient’s desires / goals of care are met.



A Prayer

From inability to let well alone;

From too much zeal for the new and contempt for 

what is old;

From putting knowledge before wisdom, science 

before art, and cleverness before common sense;

From treating patients as cases, and from making the 

cure of disease more grievous than the endurance of 

the same,

Good Lord, deliver us.

Sir Robert Hutchinson (1871 – 1960)

Originally printed in the BMJ 1953



Trajectories of Dying

Sudden Death Terminal Illness

Chronic Disease Frailty

Lunney JR, et. al.  J Am Geriatr Soc 2002;50:1108-12



Leading Causes of Death: 2020 (Provisional)
n=3,358,814 (2,854,838; Up 17.7% from 2019)

1) Heart Disease: 20.6% (690,882)

2) Cancer: 17.8% (598,932)

3) COVID-19: 11.3% (345,323)

4) Unintentional Injury: 5.7% (192,176)

5) Stroke: 4.7% (159,050)

6) COPD:  4.5% (151,637)

7) Alzheimer’s Disease: 4.0% (133,382)

8) Diabetes: 3.0% (101,106)

9) Influenza and Pneumonia: 1.59% (53,495)

10) Kidney Disease: 1.56% (52,260)
Provisional Mortality Data — United States, 2020, MMWR April 9, 2021. Accessed 7/31/21. 
https://www.cdc.gov/mmwr/volumes/70/wr/pdfs/mm7014e1-H.pdf
The Leading Causes of Death in the US for 2020. JAMA. 2021;325(18):1829-1830. 
doi:10.1001/jama.2021.5469. May 31, 2021. Accessed 7/31/21.

http://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_10.pdf


Deaths by Age (Total vs. COVID): 2020
Age Group Total Deaths* COVID-19*

3,358,814 377,883

<1 19,146 43

1-4 3,469 24

5-14 5,556 67

15-24 35,470 587

25-34 72,678 2,527

35-44 103,389 6,617

45-54 189,397 17,905

55-64 436,886 44,631

65-74 669,316 80,617

75-84 816,307 104,212

>85 1,007,114 120,648

Unknown 86 5

Female 1,602,366 172,689

Male 1,756,448 205,194

Provisional Mortality Data — United States, 2020, MMWR April 9, 2021. Accessed 7/31/21.



SH Cross, HJ Warraich. N Engl J Med 2019;381:2369-2370. 
Accessed 8/1/2021.

Changes in the Place of Death in the United States



Mortality rates for life: 100%

“Two and a half million people in the United States die every 
year, making death the most common health event in the US.”             

Tinetti ME. JAMA. 2012;307(9):915-916.



Life-Sustaining Treatments

• Resuscitation / intubation

• Surgery

• Dialysis

• Blood transfusions, blood 
products

• Implanted defibrillators 
or pacemakers

• Diagnostic tests

• Artificial nutrition, 
hydration

• Antibiotics

• Hospital / ICU admissions



Establishing Patient’s Desires and 
Goals of Care Is of Primary 

Importance!



“Factors Important to Patients’ Quality of Life 
at the End of Life”

• 396 advanced cancer patients – QOL in last week of 
life was primary outcome.

• Highest QOL in patients who:

– Avoid hospitalizations and ICU

– Are less worried

– Pray or meditate

– Are visited by a pastor/clergy

– Feel a therapeutic alliance with their physicians.

Arch Intern Med. 2012;172(15):1133-1142.



65 years of Change
1950s

• Respiratory support used to sustain polio 
patients. 

1960s

• 1963: Kidney dialysis invented

• 1968: Harvard Ad Hoc Committee - adds 
brain-death criteria



65+ years of Change
1970s

• 1976: Karen Ann Quinlan -
establishes legal right for a 
surrogate to make decisions for 
an incompetent patient. 

1980s

• 1989-1990 Nancy Cruzan case. 
Artificial nutrition & hydration -
often delivered by a feeding 
tube.  



65+ years of Change
1990s
• 1990: The Federal Patient Self-

Determination Act - took effect 
12/1/91.

• 1994: Oregon approves Death 
with Dignity Act.

2000s
• 2004-2005: Terri Schiavo - Court 

and legislative battles over 
removal of feeding tube when 
surrogate and family disagree.

• 2006 - Supreme Court 
confirmed Oregon’s Right to Die 
Legislation.



The Four Pillars of Medical 
Ethics

1. Autonomy

2. Non-maleficence
a. Hippocrates forbade treating dying patients 

“where medicine is powerless...”

b. Modern physician’s duty to prevent death vs. 
obligation to help patient prepare for the 
inevitable.

3. Beneficence

4. Justice



Life-sustaining Treatment

• The right to refuse

– Patients with decision-making capacity have a right to 
refuse treatment, even life-sustaining treatment.

– Patients may designate (Power of Attorney for Health 
Care), or courts may appoint (legal guardian), a surrogate 
decision maker, who may exercise the patient’s right to 
refuse treatment.



CPR



Cardiopulmonary Resuscitation
• In the US, CPR is the default and requires “opt out.”

• Default options are often perceived as recommendations 
or guidelines.1

• ~16% of hospitalized patients survive to discharge 
following CPR.2 

• JAMA 3/7/12, authors recommend 3 approaches3:

– Consider CPR if outcome is uncertain.

– Do not recommend CPR when benefit is low and risk high.2

– Do not offer CPR for the imminently dying or those who 
have no chance of survival to discharge.

1Halpern SD, et al. N Engl J Med. 2007;357(13):1340-1344.
2Larkin GL, et al. Resuscitation. 2010;81(3):302-311.
3Blinderman CD, et al. JAMA. 2012;307(9):917-918.



Cardiopulmonary Resuscitation
• So your 80 year old patient decided on CPR and is now 25 

minutes into a full code….
• Family asks, “Is she going to be all right?” How do you 

answer?

• 31,198 of 64,339 (48.5%) achieved spontaneous circulation 
(44.8% w/in 10 mins., 87.6% w/in 30 mins.), and 9912 
(15.4%) survived to discharge.
– Median duration of 12 minutes of CPR for survivors (n=9912).
– Median duration of 20 minutes for non-survivors (n=21,286).
– **Hospitals in the highest quartile (median 25 min. resuscitations) had 

adjusted risk ratios of 1.12 for both return of circulation and survival to 
discharge as compared to the lowest quartile (16 min. resuscitations).

– < 7% of the 9912 were revived after 30 mins.

NOT VERY LIKELY.

Goldberger ZD, et al. Lancet, Sept. 5, 2012. 
http://dx.doi.org/10.1016/S0140-6736(12)60862-9.



Cardiopulmonary Resuscitation

N=64,339
33,141 (51.5%) unsuccessful on first attempt.
31,198 (48.5%) had return of circulation for > 20 mins.

- 21,286 subsequently died.
- 9912 (15.4% of total) survived to discharge.

Goldberger ZD, et al. Lancet, Sept. 5, 2012.

Duke University Study
“Cardiopulmonary Resuscitation on Television — Miracles and Misinformation”

For 3 months in 1995, a combined total of 97 episodes of medical TV 
shows had 60 occurrences of CPR.

ER – 31
Chicago Hope – 11
Rescue 911 – 18

75% survived initial arrest, 67% survived to discharge.
Diem SJ, Lantos JD, Tulsky JA. N Engl J Med 1996; 334:1578-1582



Sex Disparities for Bystander CPR

• Blewer AL, McGovern SK, Schmicker RX, et al. Gender disparities among adult recipients of 
bystander cardiopulmonary resuscitation in the public. Circ Cardiovasc Qual Outcomes. 2018 
August; 11(8):e004710. doi:10.1161/CIRCOUTCOMES.118.004710. Accessed 7/31/21.

• https://avive.life/blog/saving-lives-equally-gender-differences-in-cpr/

19,331 OHCAs, 63% male
37% overall received BCPR
Public: 45% males / 39% females (OR 1.27)
Private: 36% male / 35% female (OR 0.93)

Controlling for site, age, and race, 
BCPR associated with survival to 
hospital discharge (OR 1.69)
Male vs. Female, OR 1.29



Life-sustaining Treatment: ICD
”Among patients with heart failure in whom an ICD is implanted for 
primary prevention, those who receive shocks for any arrhythmia have a 
substantially higher risk of death than similar patients who do not 
receive such shocks.”           
Poole JE, et al. N Engl J Med 2008;359(10):1009-1017.

“…single-lead ICD therapy was not associated with any detectable 
adverse quality-of-life effects during 30 months of follow up.”
Mark DB, et al. N Engl J Med 2008;359(10):999-1008. 

“In summary, these two reports show that modern ICD therapy is 
prolonging survival in patients with heart failure, with relatively little 
compromise in the quality of life. It is somewhat disturbing to realize 
that actually receiving a shock is such an important predictor of death.” 
Healy J, Connolly S. N Engl J Med 2008;359(10):1058-9.

“Among patients with ICD implants in this registry,  22.5% did not meet 
evidence-based criteria for implantation.”  JAMA. 2011;305(1):43-49.



Life-sustaining Treatment: ICD
”Reduction in Inappropriate Therapy in Mortality 

Through ICD Programming”
Moss AJ, Schuger C, et al. N Engl J Med 2012;367(24):2275-2283.

“Programming of ICD therapies for tachyarrhythmias of  200 beats/min or 
higher or with a prolonged delay (2.5 s) in therapy at 170 beats/min or 
higher, as compared to conventional programming, was associated with 
reductions in inappropriate therapy and all-cause mortality during long-
term follow up.”
Inappropriate therapy – HR 0.21, p<0.001 for 200+ bpm vs conventional

HR 0.24, p<0.001 for 170+ bpm w/ delay
All cause mortality – HR 0.45, p=0.01 (200) and 0.56, p=0.06 (170)



Life-sustaining Treatment: CRT-D
Cardiac Resynchronization Therapy with a Defibrillator

N Engl J Med May 1, 2014

”Our findings indicate that in patients with mild heart-failure symptoms, 
left ventricular dysfunction, AND left bundle-branch block (QRS>150 ms), 
early intervention with CRT-D was associated with a significant long-
term survival benefit” as compared to defibrillator alone.

Hazard ratio (death from any cause ) 0.59, CI 95%, p< 0.001.           

“In contrast, CRT-D was not associated with any clinical benefit and 
possibly with harm in patients WITHOUT left bundle-branch block.”

Hazard ratio (death from any cause) 1.57, CI 95%, p=0.04

Goldenberg I, Kutyifa V, et al.  N Engl J Med 2014;370(18):1694-1701.



Life-sustaining Treatment: CRT-D
“Cardiac Resynchronization Therapy in Women”

JAMA Internal Medicine, August 2014

“In this population of patients with primarily mild heart failure, women 
with LBBB benefited from CRT-D at a shorter QRS duration than men 
with LBBB. The main difference occurred in patients with LBBB and a 
QRS of 130-149 ms. In this group, women had a  76% reduction in heart 
failure or death (absolute difference of 23%) and a 76% reduction in 
death alone (absolute difference 9%) while there was no significant 
benefit in men. Neither men nor women benefit at <130 ms, and both 
benefit at >150 ms.”

JAMA Intern Med. 2014;174(8):1340-1348.

DC-ICD vs. CRT-D in older patients (mean 76.3 years)
CRT-D → lower 1-year mortality (HR 0.70) and heart failure hospitalization 
(HR 0.77) as compared to DC-ICD.
“Use and Outcomes of Dual Chamber or Cardiac Resynchronization Therapy Defibrillators 
Among Older Patients Requiring Ventricular Pacing…” retrospective cohort 2010-2016
JAMA Network Open. 2021;4(1):e2035470. doi:10.1001/jamanetworkopen.2020.35470



Feeding Tubes



Life-sustaining Treatment: 
Artificial Feeding, Hydration

• Difficult to discuss

• Food and water are symbols of caring.

• Will artificial feeding, hydration help achieve the 
goals of care?

• It can be of benefit as a bridge toward recovery 
when on mechanical ventilation or after stroke –
may regain the ability to swallow. 

• It can be of benefit in ALS if used earlier rather 
than later.



End-stage dementia

• Difficulty with eating is a marker of severe 
dementia, which is a uniformly fatal disorder. 

• “Given the weight of the scientific evidence …., 
I suggest that physicians, nursing homes, and 
hospitals adopt a policy of recommending that 
gastrostomy tubes not be used in patients with 
advanced dementia.”

Gillick MR.  N Engl J Med 2000;206-10.



There are no major benefits of tube 
feeding in advanced dementia: 

• No effect or an increase in aspiration pneumonia

• No reversal of the consequences of malnutrition

• No improvement in survival

• No improvement in pressure sore outcomes

• No reduction in infectious complications

• No improvement in functional status

• No beneficial effect on patient comfort or suffering (restraints?)

Finucane TE, et. al. Lancet 1996;348;1421-4. 
Gillick MR.  N Engl J Med 2000;206-10.      
Finucane TE, et. al.  JAMA 1999;282:1365-70.
Schwartz DB, et al. Nutr Clin Pract 2014;29(6):829-840..



Life-sustaining Treatment: Dialysis

“Within the first year of starting dialysis in LTC, 
58% died, 29% had a decline in functional status, 
and only 13% maintained function.”                                                   
Kurella TM, et al. N Engl J Med 2009;361:1539-1547.

In the final month of life, long-term dialysis vs. 
cancer vs. CHF patients had:
▪more hospitalizations (76% / 61.3% / 64.2%)
▪more ICU admissions (49% / 24% / 19%)
▪More death in hospital (45% / 29% / 35%)
▪less Hospice use (20% / 55% / 39%)
Wong SP, et al. Arch Intern Med 2012;172(8):661-662.



Dialysis cont.:
• “Revised Dialysis Clinical Practice Guideline 

Promotes More Informed Decision-Making”

• 10 primary recommendations:
– #4 – Institute Advance Care Planning

– #5 – Consider withholding or withdrawing dialysis for 
patients in certain well-defined situations.

– #6 – Consider forgoing dialysis for patients with a very 
poor prognosis or if it cannot be performed safely.

– #9 – Offer palliative care services for patients who suffer 
from the burdens of their disease.

Clin J Am Soc Nephrol 2010;5:2380-2383.



Prognosis

• Traditional Duties of Medicine

– Diagnosis

– Prognosis

– Treatment

• Prognosis provides the context in which 
medical decisions are made.

• It is the sole determinant for Hospice eligibility.



When is Illness Terminal?
• Important Considerations

– Diagnosis
– Gender
– Older Age
– Functional Impairment
– Co-morbidities, e.g., cardiovascular disease, diabetes 

mellitus, pressure wounds
– Poor nutritional status
– How quickly has the condition been declining?
– Agendas and goals of care
– Will to live vs. resignation
– Intuition – There is no substitute for a bedside evaluation!



Prognosis
Fiction Fact

Physicians usually overestimate 
prognosis by ~5.3x.

BMJ 2000;320:469-473



Perception is EVERYTHING!!



Which is it going to be?

• Highest QOL in patients who:

▪ Avoid hospitalizations

▪ Avoid ICU admissions

▪ Are less worried

▪ Pray or meditate

▪ Are visited by a pastor/clergy

▪ Feel a therapeutic alliance 
with their physicians

• Final month of life, dialysis / 
cancer / CHF patients had:

▪ more hospitalizations

(76% / 61.3% / 64.2%)

▪ more ICU admissions

(49% / 24% / 19%)

▪ More death in hospital

(45% / 29% / 35%)

▪ less Hospice use

(20% / 55% / 39%)

Arch Intern Med. 2012;172(15):1133-1142. Arch Intern Med. 2012;172(8):661-662.



…If you had
• A system that took primary care into the home,

• Was available 24/7,

• Was prepaid, at no / low cost to the patient,

• That covered most drugs and supplies at no 
additional cost,

• That included all aspects of comfort for patient and 
family, and

• That reported to YOU,

• Wouldn’t you want it?



Hospice:
Attention to the Whole Patient

Patient

Physical

Spiritual

Social

Emotional

Family Medicine:
Attention to the Whole Patient



Hospice
The focus of Hospice:

•Each of us has the right to die with dignity and adequate 
pain & symptom management.

•Family will receive the necessary support to allow us to do 
so.

•The treatment goal is caring, not curing. It neither hastens 
nor delays death.

•Keep the patient at home or in a home-like setting (nursing 
home, assisted living) as long as possible.

Not the Oregon 
definition.



Discuss Treatment Preferences

• Discuss general goals of care.

• Discuss specific treatment preferences.

• Are those preferences consistent with goals of 
care?

• Establish and implement the plan.

99497 (initial 30 mins.*) ~$86
99498 (subsequent 30 mins) ~$75

*minimum 16 mins.

Total RVU: 2.46
Phys. Work: 1.5
Total RVU: 2.13
Phys. RVU: 1.4



Advance Directives

• Planning for future medical care, particularly 

for the event when the patient is unable to 

make his or her own decisions.

• A process and NOT an event.

• It’s a legal document, not a medical order, so 

there are limitations for healthcare personnel 

other than physicians.

KY Living Will Act KRS 311.622 – 311.644



Power of Attorney for Healthcare / 
Healthcare Surrogate

• Legal document designating who will speak for the 
patient if that patient cannot speak for him- or herself.

• Ideally, the DPOAHC will speak according to patient 
wishes rather than their own.

• You want a DPOAHC who can THINK – can apply the 
advance directive in different situations rather than 
absolute statements, e.g., time trials of therapies.

• Advance directive states preferences, and the DPOAHC 
designates the authority to honor those wishes.

Health Care surrogate Act KRS 311.970 – 311.986



Why is an agent important?

Next of Kin law in most states:
1. DPOAHC – can be a relative but doesn’t have to be.
2. Spouse – May not be emotionally capable of carrying 

out your wishes.
3. Adult Children – each has equal say and may not 

agree.
4. Parents – each has equal say and may not agree.
5. Adult Siblings – each has equal say and may not 

agree.
6. Grandparents – each has equal say and may not 

agree.



POLST, POST, MOLST, MOST
• Physician Order for Life Sustaining Treatment
• Medical Order for Scope of Treatment
• Not available in all states.
• Converts an Advance Directive into a physician order 

that can be honored by all healthcare personnel, e.g., 
EMS, nursing, LTC.

• Can include preferences for a variety of life-sustaining 
measures.

• Not for everyone – would be recommended for 
patients with severe chronic or terminal illness such as 
COPD, CHF, cancer, or ESRD.

KRS 311.6225 Medical order for scope of treatment (MOST) form 



“Do Unto Others: Doctors’ Personal End-of-
Life Resuscitation Preferences and Their 
Attitudes Toward Advance Directives”

• “Doctors had greater confidence in their treatment 
decisions if guided by an AD and were less worried 
about legal consequences of limiting treatment when 
following an AD.”

• “Our study raises questions about why doctors 
continue to provide high-intensity care for terminally 
ill patients but personally forego such care for 
themselves at the end of life.”

PLoS ONE 9(5): e98246. May 28, 2014.



“Physicians Recommend Different Treatments for 
Patients Than They Would Choose for Themselves”

• Survey of IM and FM physicians on 1 of 2 clinical 
scenarios, each with 2 treatment alternatives. One 
had increased chance of survival but with potential 
severe complications.

– Colon cancer scenario – 37.8% chose the 
treatment with the higher death rate for 
themselves, but only 24.5% for the patient.

– Avian flu scenario – 62.9% chose the treatment 
with the higher death rate for themselves, but 
only 48.5% for the patient.

Arch Intern Med. 2011;171(7):630-634.



Includes Health Care Surrogate Designation, Living 
Will Directive, and Organ & Tissue Donation. 

https://chfs.ky.gov/agencies/dail/Documents/Livingwill.pdf

https://chfs.ky.gov/agencies/dail/Documents/Livingwill.pdf


Witnesses cannot be relatives, beneficiaries, employee of health care 
facility where patient is admitted (unless a notary public), patient’s 
attending physician, or any person responsible for the grantor’s health care.







Take home points
• Know when to say when.  Ask yourself, "Am I doing things FOR

my patient or TO my patient?" "Am I really treating the patient 
or just trying to make the family happy or meet unrealistic 
expectations?“

• Discuss Advance Directives with your patients. Find out what is 
most important to your patient and assess whether various 
treatments will accomplish those goals.

• Get your own Advance Directive – you owe it to yourself and to 
your family.

• Use Hospice when appropriate and consistent with the patient’s 
goals.



Final Thought

“How people die remains in the memory 
of those who live on.”

Dr. Cicely Saunders

Founder of the Hospice movement



Thank you for your time and 
attention!

Steven House
shouse@tjsamson.org

Steven.House@Louisville.edu

mailto:shouse@tjsamson.org
mailto:Steven.House@Louisville.edu

