Geriatrics—Advanced Directives and End of Life Care Issues


If the patient cannot speak for herself or himself at the time of medical crisis because of decisional incapacity, the next best way to respect her or his autonomy is to look to the patient’s wishes regarding future life-sustaining medical treatment expressed before incapacity occurred.

The Patient Self-Determination Act of 1990 imposes specific requirements on hospitals, nursing homes, HMOs, PPOs, hospices, and home-care agencies that participate in the Medicare and Medicaid programs.  The patients and their caregivers have to be made aware of Advance Directives in all its detail.  But the act forbids a provider from requiring a patient to execute an advance directive as a condition for receiving care.  This act does not apply specifically to physicians’ offices, but it is preferable that the discussions take place in an outpatient setting rather than at a time of crisis.
Oral Statements

A patient’s conversations with relatives, friends, and health-care providers should be documented in the medical record.  If properly verified, this carries adequate ethical and legal weight.  But it is always preferable that the directives are in written form.

Living Will

Legal immunity is provided to caregivers who comply with a valid living will, statutes for which have been enacted in 48 states.  Shortcomings in most states with living will, is, in applicability to terminally ill and persistently vegetative patients and exclusion of certain treatment like artificial feeding and hydration.  Such provisions are constitutionally suspect. 

Durable Power Of Attorney for Health Care

Durable power of attorney for health care enables a capable person to appoint someone else (the agent) to make future medical treatment choices for him or her in the event of the principal’s decisional incapacity.  The agent may, but need not be a family member.  Patient’s physician cannot be the agent.


A capable person, the principal or the maker can change advance directives at any time.  A physician who for some personal conscience cannot comply with the wishes of the patient must transfer the patient to a different physician. 
“Do Not” Orders

“Do not” orders basically reduce legal risk and lessen legal anxiety.  These can be revoked or altered at any time.

Withdrawing Treatment

Withdrawing treatment is sometimes termed passive euthanasia.  This is ethically and legally no different from withholding the same intervention in the first place.  Beginning a treatment does not preclude stopping it later.
Artificial Feeding

According to majority view of the Supreme Court, artificial feeding is a medical treatment and decision about initiation, continuation, withholding and withdrawal ought to be based on the same criteria applied to ventilators and other medical treatment.
Active Euthanasia

Interventions such as lethal injections that are intended to hasten a patient’s death are forms of active euthanasia. This is considered a criminal act of homicide in the United States.  The American Geriatrics Society recommends aggressive palliative care for patients who are enduring terrible suffering near the end of life.


In Netherlands (Holland) the lower house of Parliament passed by a vote of 104-40 to legalize Euthanasia - November 2000.  The law will allow a doctor to give a lethal dose of medication directly to the patient.


Dr. Jack Kevorkian was jailed in 1999 for televising (CBS’s 60 Minutes show) euthanasia. On the show, he did not actually inject the drug; the patient himself started the intravenous medication.    

Assisted Suicide

In assisted suicide, the physician supplies at the patient’s request, the means to commit to suicide (e.g. a potentially fatal amount of a drug), with the expectation and intention that the patient will use the means so supplied for that purpose.  As of 2006, Oregon is the only state in the U.S. that has allowed through a voter-initiative process to legalize physician-assisted suicide.  But patients have no right in the U.S. Constitution to secure assistance of a physician to actively hasten their own deaths.  States can pass laws on their own, applicable only locally in their jurisdiction.  In Oregon, since the law took effect in 1997, 208 people have died in assisted suicides.  January 2006, The U.S. Supreme Court, in a 6-3 ruling, upheld Oregon’s assisted suicide law (Death With Dignity Act, approved by voters in 1994 and reaffirmed in 1997) against an attack by the Bush administration. 
Principle of Double Effect

The principle of double effect is when care includes high doses of sedatives, even when an expected side effect of pain medication is suppression of physiologic functioning and therefore earlier death.  Here the legal and ethical key lies with the physician’s primary intent to relieve suffering rather than to cause the patient's death even if the final result is identical.

Beneficence: “Help” or “do good” for patients.

Nonmaleficence: Physician should not do anything to hurt the patient and ought to prevent others, including the patient from doing so.

Parens patriae

Parens patriae is the authority of the state to protect peoples who cannot protect themselves. The court can appoint a surrogate decision-maker for legally incompetent persons. This proxy is usually called a Guardian.

Adult Protective System – APS

Adult protective systems are agencies administered at level of county human services department are involved in investigating possible situations of elder abuse and neglect and making a range of health and human services (e.g. medical, nursing care, nutrition, and legal assistance) available to older persons in need.
Hospice for Palliative Care

“I certify that, to the best of my knowledge, the patient is terminally ill…and has a life expectancy of six months or less if the disease runs its normal course.”
No treatment is automatically excluded from palliative care; the key is in the timing.


Palliative Medicine has become a subspecialty; the study and management of patients with active, progressive far-advanced disease for whom the prognosis is limited and the focus of care is the quality of life.


An interdisciplinary approach is central to hospice care.  Hospice care can occur in an inpatient setting or in the home (the location of preference for 90% of Americans with a terminal illness).  Medicare hospice benefit covers physician services, nursing care, medical equipment, medical supplies, outpatient drugs (some copayment) for symptom management and pain relief, short-term inpatient care, including respite care (some copayment), home-health aide and homemaker services, physical and occupational therapy, speech or language pathology services, medical social services, dietary and other counseling.
Knowledge of symptom control in terminal illness

1) Pain control
2) Nausea and vomiting
3) Anorexia and nutrition
4) Hiccups
5) Mouth sores, dysphagia
6) Constipation, diarrhea
7) Incontinence
8) Obstruction 
9) Other GI problems
10) Hepatic encephalopathy
11) Cough, dyspnea

12) Bronchial secretions
13) Indwelling catheters
14) Renal failure, obstruction
15) Infections, fever, sweat
16) Anemia and transfusions

Skin problems

1) Pruritus
2) Pressure ulcers
3) Fungating tumors
4) Ulcerating wounds
5) Odor, bleeding
6) Drainage, fistulas
7) Fluid accumulation
8) Edema, ascites
Pleural, Hepatic
1) Pericardial effusions
2) Dehydration
Neuropsychiatry
1) Depression, anxiety
2) Agitation
3) Brain tumors 
4) Spinal cord compression
5) Weakness, spasticity
6) Pathologic fractures

Spiritual and Social Issues

Spiritual and social issues are very important elements for dying patients.

Acute Pain Treatment Guidelines – AHCPR
JCAHO Requirements:
1) “The patient’s right to pain management is respected and supported.”
2) Screening interview about pain on admission.
3) Pain as the “5th vital sign.”
4) Patient rights available to all.
5) “Dedicated” pain professional available for all patients.
6) Pain management protocol should in place.
7) All staff will have in-service twice yearly.

Assessment of Pain
1) Believe the patient
2) Listen to the patient
3) Have the patient rate the pain
4) Do a good history and physical exam
5) Give the patient pain relief while completing the workup
6) Reassess frequently to assure the best outcome

Biases – Both patients and health care professionals:
1) Cultural
2) Religious
3) Familial
4) Existential – Physicians scammed by a drug seeker. Hesitate to prescribe pain medications.

Pain treatment options
1) Spiritual
2) Physical
3) Psychological
4) Surgical/Anesthetic
5) Pharmacological

Pharmacological Interventions

1) Analgesics
2) Anti-inflammatory agents
3) Antidepressants
4) Anticonvulsants
5) Absolutely NO Demerol for Elderly – very bad side effects due to long-acting
A terminal cancer patient speaks:

“I found that when I didn’t have pain, I could forget I had cancer.”

The WHO Step-Ladder
1) By the mouth
2) By the clock
3) By the ladder
4) For the individual
5) With attention to detail

Step One – Anti-inflammatory agents

1) Ibuprofen

2) Naproxen
Step Two – Weak Opiods 
1) Most compounded with acetaminophen
2) Codeine
3) Hydrocodone
4) Propoxyphene
Step Three – Strong Opiods and mixed opiod agonists-antagonists
1) Morphine
2) Hydromorphone
3) Oxycodone
4) Methadone
5) Levorphanol
6) Fentanyl
7) Meperidine – don’t use in elderly
8) Pentazocine
9) Butorphanol
10) Nalbuphine
11) Dezocine
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