
End-of-Life Care

Roshni Guerry, MD, FACP

Linsey O’Donnell, DO



Disclosures

• Dr O’Donnell and Dr Guerry do not have any 
financial disclosures



Objectives

• Outline advance care planning strategies at 
the end of life

• Describe best practices for deprescribing at 
the end of life

• Discuss how and when to refer patients to 
hospice

• Review symptom management at the end of 
life  



Advance Care Planning at EOL

Advance Health-Care Directives:
• Are suitable for any adult at any age.
• Are not necessarily done in the context of actual end-of-life 

circumstances.
• Are generally not done in consultation with a medical professional.
• Must be converted into a medical order to be effective.
DMOST (POLST):
• Is appropriate ONLY for patients living with serious illness or frailty 

whose health-care practitioner would not be surprised if they died 
within the next year.

• Is a voluntary conversation with a trained provider which results in 
the completion of a form recording care preferences. The form is an 
actionable medical order which is modifiable, portable among 
various settings, and stays with the patient. 
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How Advance Directives and 

DMOST/POLST Work Together
Adapted with permission from California POLST Education Program 

© January 2010 Coalition for Compassionate Care of California

Age 18

Complete and Advance Directive

Update Advance Directive Periodically

Diagnosed with Advanced Illness or Frailty(at any age)

Complete a POLST Form

Change in health status

May Complete a new POLST Form

Treatment Wishes Honored



The 8 Step DMOST Protocol

1) Prepare for the discussion
2) Begin with what the patient and family know 

-can be completed by a decision maker if pt not decisional
-must be signed in person

3) Provide any new information about the patient's medical condition 
and value from the medical team's perspective

4) Try to reconcile differences in terms of prognosis, goals, hopes and 
expectations

5) Respond empathically
6) Use DMOST to guide choices and finalize patient/family wishes
7) Complete and sign DMOST
8) Review and revise periodically

*adapted with permission from the work of Patricia Bomba, MD 
and Compassionandsupport.org 





Deprescribing at End of Life



Barriers
• Uncertainty regarding ongoing benefits of 

medications

• Psychological: Reluctance from patients to 
change medications

• Concern regarding stopping medication initiated 
by other specialists

• Patient or provider perception of abandonment 

• Patient or provider discomfort with discussing 
life expectancy



Approach to Deprescribing

Step 1 • Medication 
History

Step 2 • Risk/benefit

Step 3
• Individual 

assessment 
based on 
GOC

Step 4
• Provide 

education

• Deprescribe 
slowly

Journal of the American Geriatrics Society, Volume: 67, Issue: 1, Pages: 172-180, First published: 13 October 2018, DOI: (10.1111/jgs.15616) 



Common Meds to Stop

• Statins

• Vitamins/Supplements

• Antihypertensives

• Gastric protection

• Oral hypoglycemics



Case of FG



Case of FG



Case of FG



When to Refer to Hospice



Who should I refer to Hospice?

• Prognosis of six months or less

• The Surprise Question

– Would you be surprised if your patient died in the 
next year

• Sensitive in ESRD and CA populations

• May be a good trigger, to think about ACP and more 
deeply about prognosis.



How to Refer to Hospice

• Physician’s order 
• Medical certification x 2 physicians – hospice medical 

director and pt’s physician
– Patient can choose attending physician -who they identify 

as the most significant individual delivering the medical 
care- can be MD, DO, NP, or PA.

• Patient election – instead of typical Medicare
– Waive all rights to Medicare payment for services related 

to terminal illness and related conditions unless 
provided/arranged by hospice

– Medicare pays for covered benefits unrelated to terminal 
prognosis

www.cms.gov



Can I see my patient while they are on 
hospice?

• Can stay attending physician

• Reimbursement codes while on hospice
• GV modifier- Dx related to hospice dx and a 

professional service offered. Attending physician not 
employed or paid under arrangement by the patient’s 
hospice provider 

• GW modifier- Service not related to the hospice 
patient’s terminal condition 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-
Network-MLN/MLNMattersArticles/Downloads/SE1321.pdf



Can I see my patient when they are on 
hospice?

https://www.novitas-
solutions.com/webcenter/portal/MedicareJL/page
byid?contentId=00003600



Symptom Management at the 
End of Life



Disclaimer

• Will not go into assessment and full 
differential diagnosis of symptom etiology

• Diagnosis comes first. Get the history. Figure 
out the cause. Then treat appropriately



Pain

• Verbal and non verbal assessment

• Mod- severe pain--opioids first line

• Respiratory depression concern

• Don’t forget the bowels!



Supportive Therapy for 
Dyspnea

• Lower room temperature 
• Fan/air circulation
• Avoid strong odors, fumes and smoke
• Positioning
• Manage anxiety

– Counseling
– Relaxation
– Identify situational components
– Breathing techniques
– Occupation/music therapy
– Guided imagery, hypnosis

• Reduce exertion



Dyspnea- Medication Management

• Effects- modulate the perception of dyspnea 
by binding to opioid receptors, may also have 
a vasodilatory effect

• Morphine most commonly used

• Dosing:
– Opioid naive: morphine 10-15mg oral /2-4mg IV

– When acute and severe– parental is the route of 
choice every 10-20min until relief

– Nebulized opioids in RCT have not shown benefit

• Anxiolytics   



Benefits and Burdens of NPPV as a 
Palliative Intervention

Benefits Burdens

 Treatment of potentially 
reversible illness without 
intubation in pts both ‘full 
code’ and DNI

 May postpone death short 
time to achieve short term 
goal

 When combined with 
opiates may relieve dyspnea

 Provide temp relief while 
other measures are initiated

 Potential to medically 
prolong the dying process

 May be uncomfortable in 
itself

 Added burden of decision 
making (having to wdl LST)

 Technology may prevent 
communication and intimacy 
at EOL



Anorexia/Cachexia

• What medication works

• What does the patient want?

• Artificial nutrition and IVF

• Family support



Medications

• Megaestrol Acetate

• Corticosteroids

• Cannabinoids

• Dronabinol

• Cannabis



Feeding Tubes and Advanced 
Dementia



Feeding Tubes and Advanced 
Dementia



Tube Feeding and EOL

https://molst.org/wp-content/uploads/2018/07/Complete-tool-
kit-for-feeding-tubes.pdf



Feeding in Advanced Dementia or EOL

• Liberalize diet

• Careful hand-feeding

• Socialization at meal time

• Eating problems and weight loss are expected 
parts of late stages of disease 

– Important anticipatory counseling



Nausea/Vomiting

• Pathophysiology

• Patient assessment

• Treatment 





Nausea/Vomiting

Treating nausea and vomiting in palliative care: A review

Clinical Interventions in Aging 6(1):243-59 · September 2011

https://www.researchgate.net/journal/1178-1998_Clinical_Interventions_in_Aging


Non-pharmacologic therapy 

• Alcohol Swab Aromatherapy

• Avoid strong smells or other triggers

• Small, frequent meals

• Limit oral intake during severe episodes

• Relaxation techniques

• Acupuncture and acupressure

Lindblad AJ, Ting R, Harris K. Inhaled isopropyl alcohol for nausea and vomiting in the 

emergency department. Can Fam Physician. 2018;64(8):580. 



Oral Symptoms at EOL-
Secretions/Xerostomia

• pilocarpine

• good mouth care, saliva substitutes, 
swabs, lemon drops, lip balm 

Dry

• reassurance

• Positioning

• Medications: atropine, glycopyrrolate, 
scopolamine, hyoscyamine

Wet



Anxiety/Delirium

Anxiety

Explore statements 

Reassurance

Complementary 
therapies

Pharmacotherapy

Delirium
Hyper / Hypoactive

Reorientation, modify 
environment

Atypical antipsychotics

Haloperidol



Comfort Care Kit

• Docusate suppositories

• Prochlorperazine tablets and suppositories

• Oral lorazepam

• Concentrated liquid morphine

• Acetaminophen suppositories

• Haloperidol liquid

• Hyoscyamine tablets



General Pearls

• Not everyone needs a morphine drip

• Work with your hospice team

• Provide anticipatory guidance and education 
on what dying looks like

• Normalize caregivers feelings

• Don’t forget to offer chaplain involvement



Provider Preferences



Thank You!


