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Death &
Dying

1. What is the legal
standard for
determining death

2. What are clinician

treatment duties after
death

Segment
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3. What is an advance
directive

4. Understand a
patient’s right to
refuse life-saving
treatment
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Wednesday
August 3

At the conclusion of
this unit, the medical
student should be able
to answer the
following 7 questions

5. What is the difference

between active and
passive means of
hastening death

6. ldentify “passive”

mechanisms for hastening

7. ldentify “active”

mechanisms for hastening



See substitute consent

objectives

* What is decision making capacity

* What are the 3 types of substitute
decision makers

* Understand the difference between
the 2 SDM decision making
standards

irreversible
cessation of
circulatory and
respiratory
functions

Religious
objection to
brain death 2>
use circ./resp.
prong only
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Disjunctive

An individual is
dead who has
sustained either

irreversible
cessation of all
functions of the
entire brain




Consent not
required to
stop LSMT

The rule
almost
everywhere

Dead [> Not a
patient

Annals of Internal Medicine

American College of Physicians Ethics Manual
Sinth Edition

Lols Snyder, JD, for the American College of Physictans.Ethics, Professlonallsm, and Human Rights Commitiee”

“After a patient . . . brain
dead . .. medical support
should be discontinued.”

Some duty to
accommodate
religious objections
to brain death

6/5/2016

Not a yt?ty

patient to
treat

Guidelines for Physicians: Forgoing Life-Sustaining
Treatment for Adult Patlents

“Once death
has been
pronounced,
all medical
interventions
should be
withdrawn.”
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Surrogate
Usually only .
24-48 hours B UT. oo resistance

is growing

Jahi McMath 13y0

Pain

Physical Nausea Existential
. Dyspnea .
suffering Paralysis suffering

Foul-smelling wounds
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Delirium

Psychic pain )

Loss of control Ag Self-defined

Anxiety iy AE quality of life
Burdens

Hopelessness

Pt own assessment Decreasing
Pt own values order of
Pt own preferences accepta b|||ty

Stop LSMT “The logical corollary of the

Accelerate opioids doctrine of informed consent

VSED / VRFF is that the patient generally

Palliative sedation (PSU) PRESEEEE the,”ght not to
consent, that is, to refuse

PAD / MAID treatment.”

Euthanasia

- Cruzan v. Missouri DOH (1990)




Patient may refuse
treatment even if
life-saving

Who is to say if amount
life left to a patient is
worth living

Person herself

Ventilator

CANH (= med Tx)
Dialysis

CPR

Antibiotics

State interests
Preservation life
Prevent suicide
Protect 3" parties
Integrity med profession

Easier situation

Contemporaneous
patient refusal
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This is
“passive”

Saying no

Almost always
outweighed by
patient’s right to self-
determination



Tougher situation

When patient now
lacks capacity

Advance directive

Substitute decision maker

Many patients lack
capacity at the end
of life

We talked about
appointing a SDM

SDM can decide for
you when you lose
capacity

6/5/2016

Patient is competent +
patient has capacity to
make the decision at hand

¥

Patient decides

Patient not lose right of
self-determination when
lose capacity

Who decides

What standards
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Patient lacks capacity but left

instructions while did SDM bound by instructions in

Instructions available advance directive

Instructions apply to present

A AR SDM lack authority to
contravene patient’s
‘ instructions (or known
preferences or best interests)

Follow instructions (self-executing)

Not completed Not
Not found

completed

Not informed

Not clear
PewResearchCenter

18-29 15%
30-49 33%
Views on End-of-Life 50-64 38%
Mec!ica1 Treatments 65-74 61%
A A A 75+  58%
Possible to Keep Patients Alive .



Figure 1: Few Adults in New Jersey Report Having
an Advance Directive
Older residents are most likely to have a directive

100%

azs%
38.0% 367%

25.3%

Al 18-24 25-34 3544 4554 55-54 6574 7584 a5+

Source: Rutgers Center for State Health Policy,
New Jersey Family Health Survey, 2001
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Not

informed
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cam paonts' residents’ cara palontst

65-76% of physicians
whose patients
advance directives do
not know they

U.S. Department of Health and Human Services
Assistant Secretary for Planning and Evaluation
LY Office of Disability, Aging and Long-Term Care Palicy

Enough

THE FAILURE OF THE LIVING WILL

by ANGEL

GERLIN AND CARL E. SCHNEIDER

In pursuit of the dream that patients' exercise of

my could extend beyond their span

of competence, living wils have passed from controversy to conventional wisdom, to widely

promoted policy. But the policy has not produced resuts, and should be abandoned.
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Not
found

Individuals fail to make &
distribute copies

* Primary agent

e Attorney
* Alternate agents

o Clergy
* Family members

® Online
* PCP .

registry

* Specialists

Annals of Internal Medicine Prrspective

Controllng Death: The False Promise of Advance Directives
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Not
clear

Preferences vague

“No ventilator”
Ever
Even if temporary

if

then

SITUATION A

[fTam in a coma or a persistent vegetative state
and, in the opinion of my physician and two
~consultants, have no known hope of regaining
awareness and higher mental finctions no matter
what is done, then my goals and specific wishes
— if medically reasonable — for this and any
additional illness would be:

Please eheek appropriate buxes:

6/5/2016

Trigger terms vague

“Reasonable expectation of
recovery”

75% 51%
25% 10%

Plus: prognosis uncertain

More technology
is the default

Patient must opt
out

10
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POLST POLST
Provider Physician
Order Order
Life Life
Sustaining Sustaining
Treatment Treatment

POST  Physician Order for pae Many acronyms

irders for

Scope of Treatment

MOST Medical . . .

Same concept

MOLST Medical . ..

COLST Clinician . ..

.+~ National POLST Paradigm Programs

www.polstorg “is of January 2015

What is
POLST

‘.
e Wi
oo Programs L2
I i Progeauns
BRIRR Regionslhy Fudorsed Progrm
Developing Programs
o Program (Cantacts)

Programs That Do Not Coafarsm ta POLST
e

Renuiresments

11
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% of Decedents dying in haspital

Patient's preferances recorded as medical orders on a POLST

Form and how thase orders match with death in the hospital

s

DNR only means “no
CPR”

It does not mean “do
not treat”

Order
for LST

For

whom
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B GOALS OF TREATMENT:
Ptient s pul Aveguting CPR i pleis b,

Ok Addnonl Oers . . s )
o CONFORTAHE — D ot bt s meication, cayge, ol cton, o
anl I —

Check allthat apph:

Ovanemegencgall e besce)

2ol done el

2
otateat e

D [ P
e injry o oo ing choni i

elinied Tt IR prenaned)
Chk omer

0omtndste
2

D PROVDE FESUSTANING TREATHBNT
Inbae curfover,

Life-Sustaining Treatments Received (n = 1,606)"+

Terminal illness

Advanced chronic
progressive illness

Frailty
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In last year of life

Others who want
to define care

Both

MOLST
benefits

MOLST supplements
AD

Does not replace

The present

Here & now

1. Bright
color

6/5/2016

e —
e e ———

=

13
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Original MOLST printed

on lilac card stock 2 . Si ng I e

But a has the same p a ge

force as original

MEDICAL ORDERS for fe-sustaining treatment (MOLST)

3 . IVI O re F S\'EVIJATURB Peeences e been eresed e

e
byhesumgte

4. Immediately

PRINT-Prsar PN P Name Pned a Ct i O n a b I e

hysan/ AP St et [ite

informed

Ulepléertn | Metablin | oo Spre S e i) Dt

Lt Caedgent

Provider No need to “ .

5. Easy to

advance directive

Life No need to “ B fOI IOW

ST into orders

Treatment

14
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| CAROPULAONARY ESUSTATIN (P I 6 . B ette r C a n fo | I OW

Pai s e ds it e,
I D CRATEIRTREINCUON D RN ATEAP LSO i D

Anonateemd bl AED) oot e et
Wheanat ncanloulmonr st ek Buad . | et s T oA et h O n O re d

follow

7. Portable Home 8.
EMS Updatable

MOLST can be Review with
MOLST does , h :
. revised or change in
expire revoked at any condition or
time location

15
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Can be completed by 70% patient 9 Proven
, if patient
lacks capacity Effective

30% surrogate

POLST is Evidence Based
Closes gap
* Major academic research in 3 POLST states: strong

evidence base of efficacy of POLST in ensuring betwee n Wh at

preferences are elicited, documented, honored, w/

paiu and symptom management equivaleut to those
without POLST order people Want and
Hickman et al. “A Comparison of Methods to Communicate Treatment Wh at th ey g et

Preferences: Traditional Practices versus the Physician Orders for Life-
Sustaining Treatment Program” | Am Geriatr Soc 58:1241-1248, 2010.

Mostlv well settled Mostly well settled
Mo§tly w?ll settleq patienYc without patient without
patient with capacity capacity may refuse capacity may refuse
may refuse life-saving life-saving treatment life-saving treatment
treatment through advance through decision of
contemporaneously instructions authorized SDM

16



This is all “passive”

Refusing something
(chemo, CPR,
ventilator, CANH,
antibiotics)

6/5/2016

Contrast active means
to hasten death

Double Effect

MOSt'y accepted 1. Action good in itself (not immoral)

2. Intend the good effect (foresee but

Risks respirator not intend bad effect)
P y 3. Bad effect not necessary for good

depression and death effect

4. Proportionality (sufficiently grave
reason to risk bad effect)

sedation to unconsciousness

17
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Palliative .
Sedation Euthanasia .

Intent Sedate Kill PSU makes Pt ‘ Typlcally

process G Gos, i defg?&e}‘;t Pt refuses
oot 0o%® on

Outcome bEERERE Death CANH

consciousness

\oluntarily stopping
eating & drinking

Find existence intolerable Physiologically able to
Nothing to turn off e ege take food & fluid by
Dehydrate = death 10-14 DEfl n |t | o n mouth
days
Generally accepted, if \oluntary, deliberate
patient decides herself decision '[’0 stop

18



Figure 1. Cumulative survival curve for duration until death after
start of VSED.

Intent: death from
dehydration

>50% at 8d

>80% at 14d

7 4 3
Ann Fam Med 2015;13:421-428. doi: 10.1370/afm. 1814

Anecdotal
reports

A Guide

21 28 35
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Stop LSMT
Accelerate opioids
VSED / VRFF
Palliative sedation

D7 VIATD .
. Active
Euthanasia

Inquiry in

l I Narrative

Bioethics

AJOURNAL OF QUALITATIVE RESEARCH

19
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The NEW ENGLAND JOURNAL of MEDICINE

Pee r | SPECIAL ARTICLE ) Of 300
i responding OR
reviewe d Nurses’ Experiences witl? Hospice Patients Who nurses cared for
H Refuse Food and Fluids to Hasten Death _
literature VSED patient
Theresa A. Harvath, R.N., Ph.D., Ann Jackson, M.BA., and Molly A, Delorit, B.A
“opportunity for Most deaths:

Even though MAID
available,
chose VSED

Ann Fam Med 2015;13:421-428. doi: 10.1370/afm.1814.

reflection, family
interaction, and
mourning”

“the literature
mostly comprises
commentaries and
case reports”

“peaceful, with
little suffering”

“This study ... s
the

yet
undertaken”

20
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708 responding Pyicns' mpression ht ying proces TEG”'YO(“O* ‘(ea“’”ww .
hvsici Wentacording o te et Wi Uaton 100 g (620
physicians ‘
s w4 Patient preferred PAS 319
46% cared for a | Communication problems 104
patient who VSED it o] Inablty to say goodbye 1(04)
o 1) Agtation 104
: Patient with
Capacit )
Legal pacity capacity
concerns No capacity requests VSED
now
Force feeding is a battery
Does not matter VSED is

whether food &
fluid are “medical
treatment”

assisted suicide

21



VSED is
Active B8 Passive abuse or
neglect
ot .
> Uncertainty &
V=
AD " reluctance among
- §\¢’ providers
x

Patient makes
“advance” VSED
instruction

6/5/2016

Legal & ethical
expert support
nearly universal

Trickier & more
controversial

22



EI]?NﬂUHﬂl’kE'mtﬁ hitp:myt.ms/ 1COER
HEALTH | THENEW OLD AGE

Complexities of Choosing an End Game for
Dementia

ByPAULASPAN  JAN.19,2015

Be very
on the
triggers

ORI RN R W e e GIUULLE Ly
DIRECT THAT 1 BE ALLONED T0 DIE KD HOT BE kEPT
ALIVE BY ARVIFICIAL MEANS OR *HERDIC WEASURES",

MEART WOCH 41 NA3 RIWFFEL DERILING,

L. N0 NLRISHNENT OR LI,

Why
“advance”
VSED

Do later
requests for
water

the AD?

6/5/2016

eligible for MAID

BOTH
Terminally ill
Capacity

23



aka “death with
dignity”

fka “assisted
suicide”

American Medical Women's Association
The Vision and Voice of Women in Medicine since 1915

“aid in dying”
so distinct, so
do not refer
as “PAS”

1997

6/5/2016

Physician prescribing
medication to a mentally
capacitated, terminally ill
patient, which the patient
may ingest to bring about
a peaceful death”

& APHA

AMERICAN PUBLIC HEALTH ASSOCIATION
For science. For action. For health.

24



Patients in WA
and NY sought
constitutional
right to AID

“[T]he . .. challenging task
of crafting appropriate
procedures for
safeguarding . . . liberty
interests is entrusted to
the laboratory of the
States .. ”

In operation
1997 - ongoing

Denied

No right to AID
under US Const.

6/5/2016

Ballot initiative
51%

Who

25



Terminal illness
(6 months)

18+

Capacity

Oral request

15 days

2" oral request
Written request
48 hours

Self ingest

Patient takes final overt
act leading to death

If physician did it, that
would be euthanasia &
crime everywhere USA

How

Both treating
physician and
consulting physician
must approve

1/3 who get drugs
never ingest

1200 Get prescription
800 Ingest the drugs

6/5/2016

Doc educates patient
about all options —

palliative care
pain management
hospice

Doc writes prescription
Patient gets at pharmacy

Must self ingest

Experience
(18 years)

26
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97% white Fo"owing
98% health insurance )
Oregon’s
90% enrolled in hospice
72% gone to college mOdeI
2008 Washington Courts, not 2009 Montana
2013 TS Iegislatures 2016 New Mexico

2015 California

Voluntary active
euthanasia: doctor
administers lethal agent

lllegal everywhere in
North America

27



Very common

Opposite / reverse
from right to die
situation

Interventions

cannot accomplish
physiological goals

Surrogate wants
LST, clinician
judges
inappropriate

Futile

Proscribed

Potentially
inappropriate

Scientific

impossibility

6/5/2016

Clinician @ Surrogate

CMO LSMT

Futile

Example 1

28
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1 think | need e
antlblotl::s for my |TS A VI RUS!
col...

Example 2

Example 3 “Futile”
May &

Value free shotl q Proscribed

objective refuse

29
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Treatments that Laws or public policies .

may accomplish Prohibit Prohibited
effect desired by or provision
the patient Permit limiting

Organ Matching

Example 1

Example 2

» RX679 RX679

Example 3

30
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Surrogate
demand

Permitted
limiting

Trisomy 18

Example 1

22-week gestation

ECMO S

Physician Orders for Life-Sustaning Treatment (POLST)Florda <

N T e e g VEW{QW

m f:;* ] et ResuseionCPR
X a p e [ 0o ot Attempt Resustitation AR

W¥hen nat in cardiopulmonary arest, follow ordess in B and €.

P PR SirogaFro e Peost e f )

F
{
z
{

31
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PNRICO) TP T Naane
CLINICIAN ORDERS
for DNR/CPR and OTHER LIFE SUSTAINING TREATMENT

Pt Fi Ve il

e T Not ATS “futility” “imminent death”

DNRD0 Not Attempé Resaschation ) CPR Attempt Ressschation
(Allow Natural Death)

l h**-mmn-mmmmn-&mﬂmm I

A1 Basks for DNR Onler
Tnformeed Consent - Complete Section A2

Might restore CP d

A3 Tty (reqoired if wo consen)

[= FTeT———

of s pate b he et
exgeriace cudlgubcany e A

http://healthvermont.gov/regs/ad/dnr_colst_instructions.pdf

@ e Maryland Medical Orders for Life-Sustaining Treatment (MOLST)

- e L
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Washington, DC\’ Mnna s
I

[&Y
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| *Centreville Sectons ht gy o pent ¥ any of Sechons 24 da rt agsly, Iave Bern Dlank. A cogy o the ang
brguento he s it o0

CERTIFICATION FOR THE BASIS OF THESE ORDERS: Mark any and al fhat apely.

‘ d - I |
Ocean City ey ety b s orers ar aed a3 esutofadiscsson i and e kormad consenof e ® )
ambridge the pasent,or
Sl e atens healh e agenas named i e pants e ireche, o
=

the padents guardan of the persan as per the authorty granted by a court ordes; of

\ - he pafients sumogae asperthe aurty graned by the Healh Care Decisons Ac, o
Mm,, / ihe patirt s @ micr, e pabints egal gaardan of anothe gally auborzed adut
Maryland | (e Carly Tl Dese oxgees ae based on

stuckons in e patents adance drechve e
e el ashonty i aczordance witha prosions of e Heallh Cae Desons At A suppari
documentation must be coniained n the patents medical records.

At oS

‘[not] prevent
the impending . .
death” impending

imminent =

32



6/5/2016

Ma & . Some chance of
y POtentla"y accomplishing the
should Inappropriate effect sought by
the patient or
refuse surrogate
Not “futile” E.g. dialysis for E.g. vent for
because permangntly patient w/ widely
. “« ” unconscious metastatic cancer
might “work :
patient
We call them Disputed But. .. is that
“futility disputes” treatment chance or
BUT might keep that outcome
' S patient alive. worthwhile

33
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Not a Value Consent

medical ,
T judgment always

34



