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Palliative Medicine

Our Mission:

To relieve suffering,
at every stage of life.



Topics

* Life and Death Conversations
 The Extubation

e Comfort in the Last Hours



Patient: John Smith

» /8 year-old male presents in the ED after a
unwitnessed fall.

» Cerebellar hemorrhagic stroke 2 months ago,
stabilized, spent 2 weeks in rehab, living In
assisted living for the past week.

« PVD, Valv Disease, Pacemaker, HTN, DM2



Patient: John Smith

* Intermittently responsive, signs of
respiratory distress.

 Head CT shows a large left parietal
Intracranial hemorrhage with a midline

shift.

 The 2 daughters are waiting to speak to

you. (scene one)



Thoughts?

Prophylactic Conversations
The D word

Being a surrogate
Functional descriptions

Code survival, intubation survival



CPR Survival Data

« Overall Survival to Hospital Discharge (via
NRCPR Registry)

— 44% of arrest victims have return of spontaneous
circulation

— 17% survive to hospital discharge (86% of these
without neurologic injury)

« Cancer (Meta analysis)
— Localized Ca: 9%
— Metastatic Dz 7%



CPR Survival Data

 Hemodialysis (retrospective study 137 HD pts
s/p CPR)

—14% (3% of code survivors alive at 6
months)

* ICU (Albert Einstein retrospective data)

—15%, 3% independent in ADLs after
discharge

 Elderly:
— 10% survival out of hospital code
— <5% for chronically ill elderly.



Sometimes the most compassionate
extubation is no intubation in the first place.




Patient: John Smith

John was intubated and transferred to the
ICU. He has remained unresponsive for 2
weeks and has failed several weaning trials.

You are considering a compassionate
extubation.



Compassionate Extubation

* Ventilator withdrawal in a patient who
IS expected to die.

« Similar situations:
— Removing BIPAP
— Stopping Dialysis
— Turning off LVAD
— Others? Future therapies?



Who Is suffering? How?

he Patient

 The Family

* The Nurses

* The Physicians

e Others?



Patient: John Smith

e Scene 2




Compassionate Extubation

« Asacred moment that the family will
remember for the rest of their lives

* Treating the patient AND family

« Adequate preparation ensures smooth and
peaceful experience



Preparation

he Family

The Medical Team
Medications
Environment

Social/Spiritual Support



Compassionate Extubation

1. Premedication (Benzo, Opiate, Glyco)
2. Examination, Environment

3. ET tube removal, Suctioning
— Towels
— Positioning
— Communication with RN, RT

— Extubation vs. Terminal weaning



Withdrawal of other
Interventions

Vasopressors, Inotropes

Artificial Nutrition and Hydration
AICD

Antibiotics



Dyspnea

Like pain, dyspnea Is percelved and

verified only by the person experiencing it.
How do you assess?

Opiates: start low, use boluses to titrate
What about O2 sats? Oxygen?

Associated anxiety - benzodiazepines



Pain
Assessment?
Incident vs. rest pain
Pain vs. delirium
Opiates: Use boluses to titrate

Urine output drops...



Chest Secretions

Precise mechanisms unclear!

-> Inabllity to swallow or cough cause
secretions to accumulate

-> Secretions cause partial airway
obstruction

- In reaction to the obstruction, more
secretions are produced



Should you treat chest secretions?

* Unlikely to be distressing to the pt
given their unconscious state

* Prognosis 16 — 60 hours

* Can be perceived by family to be very
distressing, but not always.

e |S It ok to Intervene In order to treat the
family?



What non-pharmacological
things can you do?

* Positioning

* Suctioning — be gentle!

* Consider decreasing/stopping fluids



What medications can help?

 Evidence? Not a lot.

» Anticholinergics are most commonly
used.

— Reduce saliva secretion

— Dilate bronchial smooth muscle

— Early intervention is key



Anticholinergics

—Glycopyrrolate (preferred): PO/SL/SC/IV
°«04-12mgql-4hrs
* Time to effect: 30 - 60 min

—Scopolamine 1.5 mg TD patch
» 1-3 patches q 72 hours
* Time to effect: 8 hours

—Atropine: SL/SC/IV
«0.4-0.6mgqg2-4hrs
* 1% opth soln: 1-2 drops q 4 hrs

—Hyoscyamine: SL/SC/IV
«0.125-0.25mg g 2 - 4 hours




Delirium

Hypoactive vs. Hyperactive
Irreversible vs. Reversible
— “terminal delirium”

Benzos :
— Ativan: Onset 5-20 min, Y2 life 10-20 hrs
— Midazolam: Onset 2-5 min, 1 life 1-4 hours

Benzo tolerance?

Antipsychotics: haloperidol,
chlorpromazine



“Comfort Care”

* Wide range of definitions

* Medications are dosed differently based
on pPrognosis
* Route of admin — least invasive

(buccal/mucosal/oral, TD, SQ, IV, IM,
rectal)



Last Hours: Fatigue/Weakness

Dec ability to move, lift head
Joint position fatigue
Pressure ulcers: cutaneous ischemia

Turning, movement, massage



Last Hours: Appetite, fluids

— Fear of “starvation”
—Help family find alternative ways to care
— Parenteral fluid may be harmful

—Mucosa, conjunctiva care



Last Hours: Cardiac, Renal

— Tachycardia, BP instability
— Peripheral cooling, cyanosis
— Skin mottling, venous pooling

— Diminished urine output



Last Hours: Neuro

—Decreased level of consciousness
— Terminal delirium
— Changes in respiration

— Loss of ability to swallow, sphincter

control



Last Hours: Eyes

* Loss of abllity to close eyes
—Loss of retro-orbital fat pad
— Insufficient eyelid length

— Conjunctival exposure: increased

dryness, pain, maintain moisture



L ast Hours: Communication

Awareness > ability to respond, assume
patient hears everything

Create a familiar environment

Include In conversations (assure of
presence, safety)

Glve permission to die
Touch



Signs that death has occurred

Absence of heartbeat, respirations

Puplls fixed

Color turns to a waxen pallor as blood settles
Body temperature drops

Muscles, sphincters relax: stool, urine

Eyes may remain open, jaw may fall open
Body fluids may trickle internally



When Death Occurs

Pronouncing Death
Notifying family
Traditions, rites, rituals

Remove equipment, prepare body

Traditions, rites, rituals

Death Certificate



Summary: The Relief of Suffering

« Start conversations about death early and
review them frequently

* Adequate preparation and communication
ensures a smooth and peaceful extubation

* This Is a sacred time that the family will
remember for the rest of their life



References

. Campbell ML. How to withdraw mechanical ventilation: a systematic review of the
literature. AACN Adv Crit Care. 2007 Oct-Dec;18(4):397-403

. Fumis RR, Deheinzelin D. Respiratory support withdrawal in intensive care units:
families, physicians and nurses views on two hypothetical clinical scenarios. Crit
Care. 2010;14(6):R235.

. Bigatello LM, et al. Outcome of patients undergoing prolonged mechanical
ventilation after critical illness. Crit Care Med. 2007 Nov;35(11):2491-7.

. Edwards MJ. Opioids and benzodiazepines appear paradoxically to delay
inevitable death after ventilator withdrawal. J Palliat Care. 2005 Winter;21(4):299-
302.

. Chan JD, Treece PD, et al. Narcotic and benzodiazepine use after withdrawal of
life support: association with time to death? Chest. 2004 Jul;126(1):286-93.



References

. Cook D, et al. Withdrawal of mechanical ventilation in anticipation of death in the
intensive care unit. Level of Care Study Investigators and the Canadian Critical
Care Trials Group. N Engl J Med. 2003 Sep 18;349(12):1123-32.

. Van de Glind EM, et al. Pre-arrest predictors of survival after resuscitation from
out-of-hospital cardiac arrest in the elderly a systematic review. BMC Geriatr.
2013 Jul 3;13:68.

. Chan PS, Nallamothu BK et al. Long-Term outcomes in elderly survivors of in-
hospital cardiac arrest. American Heart Association Get with the Guidelines—
Resuscitation Investigators. N Engl J Med. 2013 Mar 14;368(11):1019-26.

. Tian J, Kaufman DA et al. Outcomes of critically ill patients who received
cardiopulmonary resuscitation. American Heart Association National Registry
for Cardiopulmonary Resuscitation Investigators. Am J Respir Crit Care Med.
2010 Aug 15;182(4):501-6.



References

10.Prendergast, T. J. Advance care planning: pitfalls, progress, promise. Critical
Care Medicine 29, N34-9 (2001).

11.Peberdy, M. A. et al. Cardiopulmonary resuscitation of adults in the hospital: A
report of 14 720 cardiac arrests from the National Registry of Cardiopulmonary
Resuscitation. Resuscitation 58, 297-308 (2003).

12.Gunten, von, C. F. Discussing do-not-resuscitate status. Journal of Clinical
Oncology 21, 20s—25s (2001).

13.Yuen, J. K., Reid, M. C. & Fetters, M. D. Hospital Do-Not-Resuscitate Orders:
Why They Have Failed and How to Fix Them. J Gen Intern Med 26, 791-797
(2011).

14.Ebell, M. H. & Afonso, A. M. Pre-arrest predictors of failure to survive after in-
hospital cardiopulmonary resuscitation: a meta-analysis. Family Practice 28,
505-515 (2011).



15.

16.

17.

18.

19.

References

Ebell, M. H., Becker, L. A., Barry, H. C. & Hagen, M. Survival after in-
hospital cardiopulmonary resuscitation. A meta-analysis. J Gen Intern
Med 13, 805-816 (1998).

Reisfield, G. M. et al. Survival in cancer patients undergoing in-hospital
cardiopulmonary resuscitation: A meta-analysis. Resuscitation 71, 152—
160 (2006).

Gray, MY. The Use of Anticholinergics for the Management of Terminal
Secretions. Evidence Matters. Summer 2007; 1(3).

Murphy, D. J. et al. The influence of the probability of survival on patients'
preferences regarding cardiopulmonary resuscitation. N Engl J Med 330,
545-549 (1994).

Anderson, W. G. et al. Code status discussions between attending
hospitalist physicians and medical patients at hospital admission. J Gen
Intern Med 26, 359-366 (2011).



20.

21.

22.

23.

References

Brusco, L. Choice of Sedation for Critically Ill Patients: A Rational
Approach. Advanced Studies in Medicine 2002; 2(9):343-349

Thomas, JR, von Gunten CF. Management of dyspnea. J Supp
Onc. 2003;1:23-34

Light RW, Muro JR, Sato R, et al. Effects of morphine on
breathlessness and exercise tolerance in patients with chronic
obstructive pulmonary disease. Am Rev Respir Dis 1989;139:126—
133.

Emanuel LL, Ferris FD, von Gunten CF, Von Roenn J. EPEC-O:
Education in Palliative and End-of-life Care for Oncology. © The
EPEC Project,TM Chicago, IL, 2005



Only the development of compassion and
understanding for others can bring us the
tranquility and happiness we all seek.



