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Objectives

* Understand the Hospice and Palliative Care
interdisciplinary approach (ethics)

* Understand and implement the ESAS symptom
assessment tool

* Integrate pharmacologic and Non-pharmacologic
approaches for symptoms including pain, dyspnea,
anxiety, depression, constipation/diarrhea.

* Manage cancer and treatment related nausea, anorexia
and fatigue

* Help patients and decision makers navigate end of life
planning and code status decisions (ethics)
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What 1s Palliative Care?

e Specialized medical care for people with serious illnesses.

® Focused on providing patients with relief from the symptoms,
pain, and stress of a serious illness - whatever the diagnosis.

e The overall goal is to improve quality of life for both the patient
and their family.

e Provided by a team including physicians, nurses, and other
specialists who work with a patient's other physicians to provide
an extra layer of support.

e Appropriate at any age and at any stage in a serious illness, and
can be provided together with curative treatment




What 1s Hospice?

« A program designed to provide
palliative care for some patients at
home when life expectancy is six
months or less

» Covered by Medicare and
Medicaid

» Covered by private insurance plans
with enhanced home care benefits
(Some of which have broader
coverage than Medicare)

Medicare Hospice Key Points

 Patients certified as terminally ill with a life
expectancy of less than six months

* A multi-disciplinary team collaborates with
patient and family

* Includes medical equipment and supplies,
medication for pain and symptom-control, grief
counseling and bereavement support.

* Short-term inpatient symptom-control and
temporary respite care to relieve family
caregivers




What 1s Hospice?

* Medicare continues to cover treatment for conditions other than the
terminal illness.

* Patients, initially certified for two 90-day periods, may be re-certified
for an unlimited number of 60-day periods if the condition is still
terminal with life expectancy within six months.

 Discharge from hospice occurs if prognosis improves or if patient
wishes to seek curative treatment. Patient may be readmitted if
becomes eligible due to declining health.




Palliative Care vs. Hospice

* Palliative care is NOT the same as hospice care.

» Palliative care may be provided at any time during a person's
illness, even from the time of diagnosis. It may be given at the
same time as curative or disease modifying treatment.

« Hospice care always provides palliative care, but it is focused on
terminally ill patients-people who no longer seek treatments to
change the course of their illness & who are expected to live for
about six months or less.




Interdisciplinary team approach

To best address all aspects of a patient’s suffering, a
multidisciplinary team is essential and is composed of:
e The patient and their loved ones

* Nurses and physicians

« Social workers

« Case managers

 Pastoral counselors

* Primary care physician

* Hospice team




Comprehensive Symptom Assessment: Tools and Approaches

Validated tools (e.g., ESAS) reveal symptom clusters, supporting targeted interventions.

Edmonton Symptom Assessment System
(ESAS)

A validated tool for assessing multiple symptoms in
palliative care, enabling clinicians to track symptom
severity and changes over time.

Other Assessment Tools

Includes tools like the Brief Pain Inventory and the
Memorial Symptom Assessment Scale, each with
unique strengths for evaluating patient symptoms.

Symptom Clusters

Groups of symptoms that frequently occur together,
helping clinicians identify patterns and tailor
interventions more effectively.

Approach to Assessment

Systematic evaluation using validated tools
improves accuracy, supports clinical decision-
making, and enhances patient outcomes.



Edmonton Symptom Assessment System (ESAS)

« Whatis ESAS?

« Validated patient-reported outcome
tool used in palliative and oncology
care

« Assesses symptom burden over the
previous 24 hours

« Uses a 0-10 numeric rating scale for
rapid bedside or clinic assessment

* Facilitates communication, symptom
tracking, and longitudinal monitoring

Core Symptoms Assessed

» Pain, Fatigue, Nausea

* Depression, Anxiety

» Drowsiness, Appetite, Well-being

* Shortness of breath

 Clinical use: identify symptom
clusters, prioritize interventions, and
assess response to treatment
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Edmonton Symptom Assessment System (ESAS)

* How to Use ESAS in Daily

Practice

 Patient self-rates symptoms (0 = none, 10
= worst possible) over prior 24 hours

» Scores =4 generally indicate clinically
meaningful symptoms; =7 are severe

* Trend scores over time—change matters
more than a single number

* Review ESAS *with* the patient to clarify
priorities and goals

Teaching Pearls

» Use ESAS to identify symptom *clusters*
(e.g., fatigue + depression + poor appetite)

» Let the highest score drive the visit—but
address related symptoms together

» ESAS scores support earlier palliative care
referral and proactive management

* Document baseline ESAS to justify
interventions and track response
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Cancer Pain: Overview & General Principles

« Definition & Impact
« Unpleasant sensory & emotional experience
¢ Profound effects on QOL, function,
psychologic well-being
* Influenced by biologic, psychologic, cultural,
and social factors

» Key Principles

 Careful history, physical exam, and
imaging to identify etiology

» Consider cancer-directed therapy
(surgery, chemotherapy, RT)

» Address coexisting symptoms (insomnia,
fatigue, depression)

* WHO Analgesic Ladder as guiding
framework

Special Considerations in Cancer

Lower threshold for opioid use - balance
risks and benefits

Pain may improve with tumor response
Differentiate treatment-related pain
(mucositis, neuropathy)

Dhingra LK, Blinderman CD, Abrahm J, Yushak M, Nussmeier NA. Overview of cancer pain: General principles of management and pain syndromes. UpToDate. Literature review current through

Mar 2026. Last updated: Jul 09, 2025.
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Acute Cancer Pain Syndromes

 Directly Tumor-Related

Hemorrhage into tumor (e.g., HCC)
Pathologic fracture

Obstruction or perforation of viscus
Superior vena cava obstruction

Acute thrombosis

Neurologic compromise (e.g., epidural
spinal cord compression)

Treatment-Related

» Oral mucositis (chemotherapy or RT)

» Chemotherapy-induced neuropathy

* RT-induced bone pain flare

» Radiation plexopathy or enteritis/proctitis

Dhingra LK, Blinderman CD, Abrahm J, Yushak M, Nussmeier NA. Overview of cancer pain: General principles of management and pain syndromes. UpToDate. Literature review current through
Mar 2026. Last updated: Jul 09, 2025.
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Chronic Tumor-Related Pain Syndromes

« Somatic & Visceral Pain Neuropathic Pain

« Multifocal bone metastases (vertebral, . Leptomeningeal metastases
pelvic, sacral, skull base) » Cranial neuralgias (trigeminal,
« Soft tissue or muscle invasion glossopharyngeal)

* Radiculopathies and plexopathies
* Peripheral mononeuropathies
« Paraneoplastic syndromes

 Visceral pain: hepatic distention,
carcinomatosis, bowel obstruction

Dhingra LK, Blinderman CD, Abrahm J, Yushak M, Nussmeier NA. Overview of cancer pain: General principles of management and pain syndromes. UpToDate. Literature review current through
Mar 2026. Last updated: Jul 09, 2025.
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Chronic Treatment-Related Pain & Management

« Common Sources

Chemotherapy: persistent neuropathy,
Raynaud phenomenon

Radiation therapy: plexopathy,
myelopathy, chronic enteritis/proctitis
Surgery: postmastectomy, post-
thoracotomy, neck dissection syndromes
Phantom limb or breast pain

Take-Home Messages

 Identify specific pain syndromes to guide
therapy

* Use a multimodal approach: WHO ladder
+ interventional and RT

» Integrate rehabilitative and integrative
therapies

» Personalized care planning is essential

Dhingra LK, Blinderman CD, Abrahm J, Yushak M, Nussmeier NA. Overview of cancer pain: General principles of management and pain syndromes. UpToDate. Literature review current through
Mar 2026. Last updated: Jul 09, 2025.
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Dyspnea 1n Palliative Care: Overview & Prevalence

Definition
« Subjective breathing discomfort (air
hunger, chest tightness, suffocation)
* Multidimensional: physical and
psychological components

Prevalence

« >50% of patients in last 6 months of life

 Worsens near end of life (cancer, COPD,
HF, renal disease, IPF)

* Major impact on QOL and will to live

Key Fact

» Dyspnea severity cannot be inferred from
physical exam or labs

» Normal oxygen saturation does not
exclude dyspnea

Janssen DA, Bruera E, Givens J, Dieffenbach P. Assessment and management of dyspnea in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Oct 29, 2025.
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Assessment of Dyspnea

Symptom Assessment Diagnostic Testing
* Use validated scales: NRS (0-10), VAS,  Not to determine presence or severity
mMRC » Use selectively for reversible causes if
« Assess intensity, distress, function, aligned with goals

episodic triggers
» Screen with MSAS-SF or rESAS

Psychological Factors
» Anxiety and depression correlate with

intensity
 Assess and treat concurrently

Janssen DA, Bruera E, Givens J, Dieffenbach P. Assessment and management of dyspnea in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Oct 29, 2025.
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Management: Non-Pharmacologic & Treat Underlying
Causes

General Measures Oxygen Therapy

« Fan or cool air to face

Trial if hypoxemic at rest (SpO, <88%)
No benefit if non-hypoxemic
May help exertional desaturation

» Relaxation and psychosocial support

* Activity modification and assistive devices

« Multidisciplinary care (PT, OT, RT, dietitian,
psychology)

Treat Reversible Causes

* Bronchodilators (COPD)

e Diuretics (HF, effusions)

» Glucocorticoids (airway obstruction,
pneumonitis)

« Thoracentesis or IPC for pleural effusion

Janssen DA, Bruera E, Givens J, Dieffenbach P. Assessment and management of dyspnea in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Oct 29, 2025.
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Pharmacologic Management & Advanced Interventions

Opioids
* Most effective therapy for refractory
dyspnea
* Morphine preferred: 5 mg PO g4h (or
parenteral for severe episodes)
« Titrate carefully, monitor RR

Benzodiazepines

« Adjunct for dyspnea with anxiety (e.g.,
midazolam)
* Not effective as monotherapy

Advanced Options

* Noninvasive ventilation: limited palliative
role

» Requires clear goals, time-limited trial,
withdrawal plan

 Palliative sedation for refractory end-of-life
distress

« Take-Home: Multimodal, patient-centered
approach

Janssen DA, Bruera E, Givens J, Dieffenbach P. Assessment and management of dyspnea in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Oct 29, 2025.
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Unipolar Depression in Cancer Patients

Prevalence & Impact Key Principle

« Common in active, non-advanced cancer;
« Treatearly

» Depression is NOT an appropriate or
reduced survival inevitable reaction

« Often underrecognized (especially * Multimodal care optimizes outcomes

linked to poor adherence, higher costs,

minorities and rural patients)
Collaborative Care
« Team model: oncologist + case manager
+ psychiatrist
« Superior to usual care in randomized trials
Preferred Treatment
« Combination psychotherapy +
antidepressant (Grade 2C)
« Alternatives: psychotherapy alone or
antidepressant alone

Rosenstein DL, Nakamura Z, Silver JM, Solomon D. Adult patients with cancer: Initial treatment of unipolar depression. UpToDate. Literature review current through Mar 2026. Last updated: May 19, 2025,
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Specific Interventions and Recommendations

Psychotherapy
» Evidence-based options: CBT, problem-

solving therapy, behavioral activation
In-person preferred; select based on
availability and preference

Antidepressants

First-line: SSRI (escitalopram or sertraline)
Tailor by symptoms and comorbidities
Mirtazapine for nausea/appetite loss
Bupropion for fatigue

Avoid CYP2Dé6 inhibitors with tamoxifen
Minimize 3A4-metabolized agents with
antifungals

Complementary Therapies

Exercise, mindfulness, music therapy
Yoga, relaxation, bright light

Tai chi / gigong

Use as adjuncts based on patient
preference

Take-Home Message

Collaborative, patient-centered care
Psychotherapy = SSRI + integrative
therapies

Monitor with PHQ-9: refer severe or
refractory cases

Rosenstein DL, Nakamura Z, Silver JM, Solomon D. Adult patients with cancer: Initial treatment of unipolar depression. UpToDate. Literature review current through Mar 2026. Last updated: May 19, 2025,
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Anxiety in Palliative Care: Overview & Assessment

Prevalence & Impact

Symptoms common (>70%); disorders
~10% (higher in women, younger,
cognitively/physically impaired)

Normal response to uncertainty and death
Can impair function, therapeutic trust, and
symptom control

Clinical Manifestations

Helplessness, fear, impending doom
Emotional, cognitive, behavioral, and
autonomic symptoms

Screening & Differential

Routine screen: PHQ-4 — GAD-7 or PHQ-
9

Rule out physiologic causes (dyspnea,
anemia)

Assess depression, delirium, dementia

Diagnoses: adjustment disorder, GAD,
panic disorder, PTSD

Rosenstein DL, Nakamura Z, Silver JM, Solomon D. Adult patients with cancer: Initial treatment of unipolar depression. UpToDate. Literature review current through Mar 2026. Last updated: May 19, 2025,
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Management of Anxiety in Palliative Care

Non-Pharmacologic

Psychotherapy: CALM, dignity therapy,
meaning-centered, CBT
Supportive-expressive therapy
Complementary: exercise, mindfulness, music
therapy

Yoga, relaxation, sleep hygiene

Limit caffeine and alcohol

Pharmacotherapy

Acute: benzodiazepines (lorazepam preferred;

low-dose, short term)
Chronic/mixed: SSRIs (escitalopram,
paroxetine); SNRIs (venlafaxine, duloxetine)

 Alternatives: gabapentin, trazodone (lower

delirium risk)

Key Principles

Individualized, multimodal care
Combine supportive care, therapy, and
medications

Taper benzodiazepines carefully
Monitor for sedation, delirium, falls

Take-Home Message

Treat when interfering with function (GAD-
7 =10)

Start psychotherapy * short-acting benzo
Add SSRI for chronic symptoms

Refer for severe or refractory anxiety

Hirst JM, Block SD, Givens J, Friedman M. Overview of anxiety in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Jan 22, 2026.
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Nausea & Vomiting 1n Palliative Care: Overview &

Assessment

Prevalence & Impact

« Common near end of life; causes major distress
and impairs quality of life

« Often multifactorial (CINV, opioids, constipation,
obstruction)

Pathophysiology

» Distinct mechanisms for nausea versus vomiting

« Key triggers: chemoreceptor trigger zone, Gl
dysmotility, vestibular, metabolic

Assessment

* History and exam: timing, pattern, meds, bowel
habits, neurologic signs

* Labs/imaging if prognosis allows; empiric therapy

reasonable near death
* Rule out reversible causes (constipation,
dehydration, metabolic issues)

Common Causes

« Opioids

« Chemotherapy or radiation

» Constipation or gastroparesis

» Bowel obstruction

* Metabolic abnormalities (hypercalcemia,
hyponatremia)

* Increased intracranial pressure

Del Fabbro E, Bruera E, Givens J, Yushak M. Assessment and management of nausea and vomiting in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Aug 19, 2024.
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Management of Nausea & Vomiting in Palliative Care

No Obvious Cause

Non-Pharmacologic o :
S _ _ o * First-line: metoclopramide 10 mg every 4
* Minimize triggers (odors, visual stimuli) hours (limit to <3 months)
» Dietary modifications: small, frequent meals . Alternatives: haloperidol, olanzapine
* Acupuncture or acupressure (limited Chlorpromazine
evidence outside CINV) * Avoid medical marijuana due to legal and

Etiology-Specific Management CNS adverse effects

e Opioids: rotate agent, add antiemetic, treat
g 7 Take-Home Message

constipation Etiol dri ltimodal treat t
. ° Iology-driven, multimodal treatmen

- CINV/RINV: 5-HT3 antagonist + gy S
 Start metoclopramide if unclear cause

dexamethasone + NK1 antagonist  Titrate carefully in frail patients; refer if
» Bowel obstruction: stenting or medical refractory

therapy (octreotide, dexamethasone)
» Gastroparesis: prokinetic therapy
(metoclopramide)

Del Fabbro E, Bruera E, Givens J, Yushak M. Assessment and management of nausea and vomiting in palliative care. UpToDate. Literature review current through Mar 2026. Last updated: Aug 19, 2024. 25



Management of Constipation

: : Key Poi
Multifactorial, results from ey Points

dehydration, immobility, * When giving opioids, start
laxatives.

drug effects or tumor effect. « Patients who can take PO, use
senna, can add docusate (no real
benefit).

« Bisacodyl suppository.

« PAMORA class of medications (if
not responsive to laxatives).

Check for fecal impaction.

26



Cancer Anorexia/Cachexia Syndrome (CACS):
Overview & Supportive

Key features * Non-Pharmacologic
* Anorexia + involuntary weight loss with .
muscle/fat wasting Interventions
« Common in advanced cancer; marker  Refer to registered dietitian for high-
of poor prognosis protein, high-calorie advice (not
ASCO-Guided Approach mandatory for all)
* Assess nutritional status and weight « Emphasize small, frequent, nutrient-
loss in all patients dense meals
. ]Icnvczll.ve caregivers in discussions about + Avoid routine enteral tube feeding or
eeding

S YT r e parenteral nutrition in most patients

symptoms (nausea, constipation, pain,
depression, dysgeusia)

Jatoi A, Hesketh PJ, Yushak M. Management of cancer anorexia/cachexia. UpToDate. Literature review current through Mar 2026. Last updated: Oct 21, 2025.



Pharmacologic Management & Advanced Interventions

Preferred Agent (Grade 2B)

* Olanzapine 2.5-5 mg daily
* Improves appetite, weight, and reduces nausea

Alternative Options

* Megestrol acetate (liquid 400 mg/day) - modest
appetite/weight gain

« Dexamethasone (short-term, e.g., 4 mg/day) - for
limited life expectancy

Not Recommended
* Synthetic cannabinoids, inhaled cannabis,
hydrazine sulfate
* TNF inhibitors, insulin, melatonin

Insufficient Evidence
* Anamorelin, omega-3 fatty acids
* Androgens, NSAIDs, thalidomide, mirtazapine
« Combination therapy

Take-Home Message

* Primary benefits = improved appetite and
modest weight gain

* No survival benefit from any agent

* Individualize based on patient goals, life
expectancy, and risks

Jatoi A, Hesketh PJ, Yushak M. Management of cancer anorexia/cachexia. UpToDate. Literature review current through Mar 2026. Last updated: Oct 21, 2025.



Cancer-Related Fatigue (CRF): Treatment Overview

Common, distressing Strongly Recommended
symptom in active Nonpharmacologic
treatment and survivors Interventions

« Exercise - individualized moderate aerobic
program (unless contraindicated)

« Cognitive-behavioral therapy & energy
conservation strategies

* Mind-body practices (yoga, acupuncture,

* Major impact on physical, psychosocial,
and economic QOL

« Screen routinely (initial visit, end of
treatment, annually in survivorship,

advanced disease, every chemo visit) mindfulness-based stress reduction, Tai
* First step: Identify & treat reversible chi/gigong) - if patient interested &
causes (anemia, pain, insomnia, practitioners available
depression, deconditioning, nutritional » Evidence: Multiple RCTs & meta-analyses
issues) show reduced fatigue, improved function &
QOL

Escalante CP, Hesketh PJ, Ganz PA, Yushak M. Cancer-related fatigue: Treatment. UpToDate. Literature review current through Mar 2026. Last updated: Jan 28, 2026. 29



Pharmacologic Management & Expert Recommendations

Pharmacologic Options
(limited evidence)

Antidepressant trial if concurrent depression
Testosterone supplementation in
hypogonadal males

Glucocorticoids (e.g., dexamethasone) in
terminal phase/high symptom burden
Reasonable trial of American or Korean red
ginseng during active therapy (avoid if
anticoagulant interaction)

Avoid routine use of psychostimulants
(methylphenidate, modafinil) - inconsistent
benefit vs placebo

Expert Guidelines (ASCO /

NC

CN)

Prioritize exercise + behavioral interventions
Cancer survivors: 150 min moderate aerobic
+ 2-3 strength sessions weekly

Individualize; multidisciplinary supportive
care

Focus on reversible causes first, then non-
drug approaches

Key takeaway: CRF is treatable - combine
nonpharmacologic strategies with targeted
pharmacologic therapy when appropriate

Escalante CP, Hesketh PJ, Ganz PA, Yushak M. Cancer-related fatigue: Treatment. UpToDate. Literature review current through Mar 2026. Last updated: Jan 28, 2026.
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Navigating End of Life

Open discussion is the key

* Review the current clinical condition with
the patient and family as an introduction
to identifying, prioritizing and setting
goals of care

* Discuss goals (medical, social, emotional
and spiritual) in the context of the
prognosis

 Ifitistrue, say something like, “This is an
illness that man cannot cure” to steer the
conversation to goals of care other than
cure

Common Goals

Better symptoms control
Cure

Maximum quantity of life
Improvement of function
Care at home

Time with family and friends
Avoidance of unwanted and
potentially burdensome
interventions
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Navigating End of Life

Truth-telling is crucial at life's
end

» Honesty allows patients and families to
understand seriousness of situation so that
they can address important issues that they
might otherwise neglect.

 In discussing prognosis:

* Acknowledge uncertainty and pace the
conversation

« Use arange of time to predict life
expectancy

« Choose language carefully to avoid
unintended meanings

Words are important

+ Avoid saying:

« "withdraw care”

« "There is nothing left to do”

* “I'think it is time to stop aggressive care”
« “l'am asking you to agree to stop care”

» “Do you still want us to do everything?”

 Instead, say:
« "We will always care for you (your loved
one)”
« “"Sometimes the burden of therapy
outweighs the benefit”
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The BREAKS Protocol
Delivering Bad News with Empathy & Structure

B - Background: Gather medical, social, cultural, and support details before
the meeting

R - Rapport: Build trust: sit, eye contact, use patient’s name, create comfort
E - Explore: Ask open questions: ‘What do you already know?' "What
worries you most?’

A - Announce: Warning shot, deliver news in plain language, pause

K - Kindling: Name and validate emotions; explore coping and gently
kindle realistic hope

S - Summarize: Recap key points, check understanding, outline next steps

and follow-u P Patient-centered framework ¢ Developed for oncology & palliative care ¢ 6

steps focused on preparation, empathy, and action

BREAKS Protocol — Narayanan et al. (2010) » Alternative to SPIKES for breaking bad news
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Substituted Decision Making

* When a patients wishes are Words are important
unknown and they lack capacity for
decision making then the patients « Remind them that this is NOT about
surrogate can be their voice. what they want, they are the voice

* Itis important to offer these of the patient.
surrogates guidance on how to » Avoid asking the surrogate what
approach this type of substituted they want.
decision making.  Phrase questions as “What would

the patient say/ask/want?”




CPR Survival in the Hospital Setting

Key Outcomes & Statistics _ g

* ~290,000 in-hospital CPR attempts occur annually Meta AnaIYSIS Summary
in the U.S. * Immediate survival: 41-44%

 Survival to discharge: 15-25% (vs. 10-12% out-of-

hospital) * Survival to discharge: 13-15%

« ~78% of survivors discharged home

National Registry Data (14,720 attempts) (limited data)

* Immediate survival (~20 min): 44%
* Survival to discharge: 17% overall
* VF/VT: 34-35%

» Asystole/PEA: ~10%

Functional Outcomes

* 51% discharged home; 46% to facility or hospice

» 25% decline in overall function; 14% neurologic
decline

Palliative Care Network of Wisconsin. Fast Fact #179: CPR Survival in the Hospital Setting. Revised February 2025. Available at: https.//www.mypcnow.org/{ast-fact/cpr-survival-in-the-hospital-setting/
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Predictors of Poor Outcome & Clinical Implications

Factors Predicting Failure to Take-Home Messages

Survive to Discharge « Qutcomes largely unchanged for decades
» Sepsis on the day prior to arrest despite RRTs
 Serum creatinine >1.5 mg/dL « Most in-hospital arrests reflect advanced

« Dependency in activities of daily living
* Hypotension on admission

* Metastatic cancer (OR ~3.9)

* Dementia

chronic illness
 Honest discussions essential: ~1 in 6 survive,
often with functional decline

. . . AHA Recommendation
Cancer & Dialysis Populations

« Cancer: ~6.7% survival to discharge

* Ward arrests: 10.1% vs ICU: 2.2%

» Dialysis patients: 14% to discharge; only
~3% alive at 6 months

 Promote advance directives and realistic
CPR discussions

Palliative Care Network of Wisconsin. Fast Fact #179: CPR Survival in the Hospital Setting. Revised February 2025. Available at: https.//www.mypcnow.org/{ast-fact/cpr-survival-in-the-hospital-setting/ 36



Advance Care Planning

Discussion of Advance Directives
should be a routine part of care.

Advance Directives are not
equivalent to DNR (Do Not
Resuscitate) orders.

An AD discussion should include:

Designation of surrogate (MPOA)
Documentation of healthcare
preferences

Review of the AD document
Encouragement to discuss AD with
family

Scheduling future time to review
completed document and address
questions

A plan for distribution of document to
surrogate, family members, physicians
and faith community representative
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Advance Care Planning
While an inpatient implement a DNR
and/or DNI order if appropriate

Out of hospital DNR (especially for
Hospice patients)

DNR does NOT mean
do not treat
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