
Appendix B

Sample Decisionmaking Protocols

Do-Not-Resuscitate Protocol (see pp. 46-50)
‘(Guidelines for Orders Not to Resuscitate, ”
Beth Israel Hospital, Boston, MA

Care-Category Protocols:
Treatment Levels (see pp. 51-62)

‘(Guidelines on Foregoing Life-Sustaining Treatment, ”
Presbyterian-University Hospital, Pittsburgh, PA

Treatment Goals (see pp. 63-67)
“The Supportive Care Plan—Its Meaning and Application:
Recommendations and Guidelines, ” Task Force on Supportive Care, St. Paul, MN

Treatment-Plan Protocol (see pp. 68-72)
“Limiting Life-Sustaining Treatment, ”
University Hospitals of Cleveland, Cleveland, OH

Model Guidelines (see pp. 73-74)
“Medical Management Decisions in Nursing Home Patients,
Principles and Policy Recommendations, ”
King County Medical Society, WA
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PRESBYTERIAN-UNIVERSITY HOSPITAL
GUIDELINES ON FOREGOING LIFE-SUSTAINING TREATMENT

Prepared by: Ethics and Human Rights Committee
Approved: Executive Committee, May 30, 1985

I . INTRODUCTION
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l i f e - s u s t a i n i n g  t r e a t m e n t . T h u s ,  t h e  G u i d e l i n e s  a r e
a d o p t e d  a n d  p r o m u l g a t e d  t o  d e a l  s p e c i f i c a l l y  w i t h
d e c i s i o n s  t o  f o r e g o  f u t i l e  l i f e - s u s t a i n i n g  t r e a t m e n t .
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legal status of any aspect, i n c l u d i n g  a  l a c k  o f  c l a r i t y  a s
t o  w h o  s h o u l d  a c t  a s  t h e  p a t i e n t ’ s  s u r r o g a t e . The goal of
such  a  consul ta t ion  may inc lude: c o r r e c t i n g  m i s u n d e r -
s t a n d i n g s ,  h e l p i n g  i n  t h e  a c q u i s i t i o n  o f  n e e d e d
i n f o r m a t i o n ,  a l l o w i n g  v e n t i l a t i o n  o f  e m o t i o n s  a n d
o t h e r w i s e  a i d i n g  i n  t h e  r e s o l u t i o n  o f  d i s p u t e s . In order
f o r  p a t i e n t s  a n d  s u r r o g a t e s  e f f e c t i v e l y  t o  e x e r c i s e  t h i s
prerogat ive ,  they must  be  made aware  of  the  exis tence  and
purpose of the Ethics and Human Rights Committee.

1.

2.

(b)

(c)

(d)

(e)

(f)
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THE SUPPORTIVE CARE PLAN—ITS MEANING AND APPLICATION:
RECOMMENDATIONS AND GUIDELINES

I. What Is Supportive Care?

A decision to provide supportive care
to an individual means a decision to
provide care and treatment to pre-
serve comfort, hygiene and dignity,
but not to prolong life. Supportive
care is not considered to be part of
the concept of euthanasia or causing
death, but rather should be viewed as
not extending life in hopeless situa-
tions. See Section II, For Whom Sup-
portive Care Might Be Considered.

Once it has been determined that
supportive care is appropriate, after
utilizing the decision-making proce-
dures outlined below, written orders
for the individual plan of care must
be established. The primary aims of a
supportive care plan should be to pro-
mote the dignity of the individual and
to minimize pain or discomfort.
There should also be active support
for the psychological, social, emo-
tional and spiritual needs of the indi-
vidual and family.

An individual supportive care plan
for a resident in a long term care fa-
cility should include consideration of
the following guidelines:

A. A specific disease or life-threaten-
ing condition which could end life
but which does not cause pain or dis-
comfort normally would not be
treated. For example, pneumonia not
causing dyspnea or pleuritic pain
would not be treated.

B. Specific medical conditions which
compromise comfort, hygiene, and
dignity would be treated. For exam-
ple, oxygen would be provided to al-
leviate dyspnea; pneumonia causing
pleuritic pain would be treated; a
clear airway would be maintained as
by suctioning; localized infections
and fractures would be treated,

C. Specific nursing care for comfort,
hygiene, bowel care, skin care, pas-

By The Task Force on Supportive

sive range of motion (PROM) and po-
sitioning, and catheter care would be
given.

D. Hospitalization or more extensive
medical intervention would not ordi-
narily be indicated. There may be ex-
ceptions to this (see above).

E. In most cases, a resident with a
supportive care plan would have a do
not resuscitate (DNR) order in the
medical record. 1

F. Life sustaining nutrition and hydra-
[ion needs would ordinarily be met.
There is no consensus within the task
force on the controversial issue of
when and under what circumstances
food and fluids may be withheld. We
do agree, however, that the existence
of a supportive care plan does not in
itself predetermine whether artificial
means of providing fluids and nutri-
tion will be continued or discontin-
ued. Each individual case must be
given careful and sensitive considera-
tion.

G. The resident and family shall have
as much control as possible over the
care and activity level of the resident,

II. For Whom Supportive Care
Might be Considered

Residents in long term care facilities
who fall within the following major
categories of medical conditions may
be considered potential candidates
for supportive care plans, when there
exists clear documentation of the
medical condition, and a high degree
of certainty of the diagnosis and prog-
nosis. Our intent in setting forth these
categories is to limit rather than ex-
pand the numbers of long term care
residents who may be considered for
supportive care plans.

A. Terminally Ill and Imminently
Dying, for example, from cancer or
cardiac disease.

B. Severe and Irreversible Mental
Disability, where the resident demon-
strates a significant inability to com-
municate, or to interact meaningfully
with the environment, and an una-
wareness of self and/or the environ-
ment; for example, those with pre-se-
nile and senile dementia (Alz-
heimer’s disease) and cerebral vascu-
lar disease (strokes).2

C. Severe and !rreversible Physical
Disability, where there may exist nor-
mal mental functioning but, because
of pain and suffering, or severe motor
impairment, the resident demon-
strates a significant inability to inter-
act physically in a meaningful way
with the environment; for example,
spinal cord injury, head trauma, em-
physema, and amyotrophic lateral
sclerosis. 3

111. Procedures for Initiation of a
Supportive Care Plan

A. When a Supportive Care Plan
Should Be Considered. There is no
need for any haste in evaluating a res-
ident for initiation of a supportive
care plan. Time should be allowed to
carefully and thoroughly consider all
aspects of the resident’s condition.

1) A supportive care plan is gener-
ally inadvisable as part of the initial
admission care plan. Before the ap-
propriateness of supportive care can
be fully determined, a complete med-
ical record, including a full analysis of
rehabilitative potential, should be cre-
ated within the long term care setting
itself. However, in some cases a sup-
portive care plan on admission may
be appropriate depending on the resi-
dent’s condition, previous course of
care, completeness of previous rec-
ord, and so forth. The physician and
the facility should be open to full dis-
cussion of the issue if it is raised at
admission.

Care, Law, Medicine and Health Care, 97-102, June 1984. Reprinted with permission.
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2) We recommend that the facility
not affirmatively suggest the initiation
of a supportive care plan. Such a plan
is a very personal medical, religious
and ethical matter for the resident,
family and attending physician. How-
ever, we do recommend that the facil-
ity staff be open and receptive to dis-
cussions of death and the dying pro-
cess. The facility staff may serve as a
valuable resource to residents and
families, but should also act as a
champion for any rehabilitative poten-
tial that may exist.

3) If a resident is admitted to a fa-
cility with physician orders for a sup-
portive care plan, we recommend that
the order not be followed without
going through the decision-making
process outlined below, or, at the
very least, without thoroughly assur-
ing, and carefully documenting, that a
decision-making process raising all
relevant issues had previously been
undertaken. In all cases, the facility
should clarify the orders received so
that no ambiguity exists about the in-
tentions of the physician and the resi-
dent.

B. Participants in a Supportive Care
Decision.

1 ) Resident: The resident must al-
ways be involved to the fullest extent
possible, even if the resident is un-
derguardianship. The procedures rec-
ommended here are intended to in-
volve all interested persons to the
fullest extent possible in the final de-
cision so that all viewpoints are repre-
sented and thoroughly aired, and so
that legal risks are minimized if the
resident is unable to make the final
decision,

Since supportive care may be
viewed by some as placing a resident
in a life-threatening situation, any
such plan for an incompetent or ques-
tionably competent resident involves
considerable exposure to serious le-
gal risks. Such a plan may, however,
be in the best interests of the resident
if all viewpoints, including medical,
religious, ethical and personal, as

well as legal, are weighed against one
another.

There is some question under
guardianship law as to whether a
guardian of a person has the legal au-
thority to consent to a supportive care
plan. Therefore, while these guide-
lines recommend having a guardian
appointed if at all possible, a guardi-
an’s consent is not an absolute guar-
antee of proper authority to undertake
a supportive care plan.

a) Competent Resident: When
the resident is clearly competent, the
resident has the full authority to make
the decision on a supportive care
plan, one way or the other.

b) Questionably Competent Resi-
dent: When there are questions about
the resident’s competence, but the
resident is not under guardianship
and is still able to express his or her
wishes, the following principles
should govern:

(i) If the resident does not
want a supportive care plan, no plan
should be initiated.

(ii) If the resident seems to
want a supportive care plan, the initia-
tion of a guardianship for the resident
should be encouraged so that some-
one is legally designated to speak for
the resident.

(iii) If the resident seems to
want a supportive care plan and if
guardianship is not a viable alterna-
tive, a supportive care plan may prop-
erly be initiated after thorough family,
physician, staff and Bio-medical Eth-
ics Committee involvement, as out-
lined below.

c) Incompetent Resident Not Un-
der Guardianship: If the resident is
clearly incompetent but not under
guardianship, and the resident is una-
ble to express himself or herself, the
following principles should govern:

(i) Without a guardian, no one
is legally authorized to speak for the
resident. This situation involves seri-
ous risks for the physician, the facility
and the family. However, we all agree
that an incompetent resident should
not be deprived of the right to a sup-

portive care plan merely because of
incompetence. Therefore, we recom-
mend the initiation of a guardianship
for the resident, so that someone is
legally authorized to speak for the
resident.

(ii) If guardianship is not a via-
ble alternative, but a supportive care
plan seems highly appropriate under
all the circumstances, a supportive
care plan can be initiated after the
careful involvement of family, inter-
ested parties, staff, physician and Bio-
medical Ethics Committee. Be aware,
however, that such a situation does
pose great risks to all Involved.

(iii) If there is no guardian and
no family to involve in the decision-
making process, but a supportive care
plan seems highly appropriate, a phy-
sician and a facility should carefully
consider whether to initiate a suppor-
tive care plan without receiving court
approval. In this case, the involve-
ment of the Bio-medical Ethics Com-
mittee is particularly important and
strongly recommended. Facilities and
physicians are cautioned, however,
that deciding against a supportive
care plan in highly appropriate cir-
cumstances because of potential legal
risks for themselves may in itself vio-
late the rights of the resident, both
legally and ethically’.

d) Incompetent Resident Under
Guardianship:

(i) The consent of both the
guardian and the resident should be
obtained, if the resident can in any
way express his or her wishes. The
family should be involved as outlined
below.

(ii) A guardian may wish to
seek probate court approval of a sup-
portive care plan; however, at this
point, it is not at all clear how the
court would view such a request.

2) Family and Interested Persons:
a) Whenever possible, unless the

resident is clearly competent and for-
bids it, the family should be fully in-
volved in t-he decision-making pro-
cess. All family members who are in-
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volved with the resident’s care and ac-
tivitles should be included, and all
family members as close or closer in
degree of relationship to the resident
as the involved persons should be no-
tified of the discussion. Any other
family members who may reasonable
wish to be included in the decision-
making process should also be noti-
fied.

b) Other persons or groups in-
volved in the resident’s care and/or
activities, or in support of the family
should also be involved.

c) We recommend that the resi-
dent’s attending physician take pri-
mary responsibility for the notifica-
tion and involvement of family and
others. Each physician and facility
could, however, develop cooperative
procedures in this respect.

3) Resident's Attending Physician:
a) A supportive care plan should

be initiated by orders of the resident’s
attending physician only, never by the
facility medical director unless the
medical director is the attending phy-
sician.

b) If the resident and family are
strongly in favor of supportive care
and the physician is not, they have
the right to consult another physician
whose philosophy is more akin to
their own. However, the resident and
family should be strongly encouraged
to consider why the physician is op-
posed and we encourage the involve-
ment of the Biomedical Ethics Com-
mittee.

c) If the physician questions a
family's motivation for initiation of
supportive care plan, or if there is ir-
resolvable conflict among family
members, the matter should be re-
ferred to the facility Bio-medical Eth-
ics Committee for additional guid-
ance.

4) Long Term Care Facility In-
volvement :

a) Administrative and Profes-
sional Staff:

(i) The Director of Nursing

Services, the Resident Services Direc-
tor and the Social Services Director,
or their delegates, should be involved
in the discussion. Minimally, the Ad-
ministrator should be informed of the
existence of the discussion.

(ii) General supportive care
policies should be developed, along
with a basic evaluation sheet, to en-
sure that all relevant information is
gathered and assessed.

b) Direct Care Givers: Input
should be solicited from those di-
rectly involved in care of the resident
as they may notice small details or
patterns of significance in the condi-
tion of the resident. Careful note
should be given to the observations
and opinions of the direct care givers.
particularly when they conflict with
the recommendation of the resident
or the physician that a supportive care
plan is appropriate.

c) Medical Director: The medical
director of a long term care facility
should not direct a supportive care
plan unless he or she is also the resi-
dent’s attending physician.

We recommend involvement of the
medical director in each supportive
care decision-making process, but do
not see this as an absolute require-
ment. He or she should at least be
informed of the existence and prog-
ress of the consideration, and should
be available for counsel or conflict
resolution, if necessary.

The medical director should partici-
pate in the development of, and ulti-
mately approve, all general supportive
care policies developed by the facil-
it}’.

d) Biomedical Ethics Commit-
tee: We encourage consideration of
each potential supportive care plan by
an inter-disciplinary Bio-medical Eth-
ics Committee. In most facilities, the
beginnings of such a committee may
already exist (e.g., Utilization Re-
view),

Even when it is quite certain that a
competent resident may authorize a
supportive care plan for himself or
herself, we nevertheless would en-

courage committee review. In cases
of questionably competent or incom-
petent residents, we feel it very im-
portant to have the committee’s more
objective involvement.

While the use of a facility’s Utiliza-
tion Review Committee as a Bio-med-
ical Ethics Committee may be reason-
able for the present, we would rec-
ommend future development of an
expanded committee to include lay,
religious, medical, legal and other
professional representation.

C. Supportive Care Decision Making
Process

1 ) The decision. making process
should be designed to encourage full
discussion of all relevant facts and op-
tions so that the meaning and signifi-
cance of supportive care is fully
understood by all participants, and to
ensure that all views are expressed
and weighed, and so that full docu-
mentation of the plan will be possi-
ble. The following steps are recom-
mended:

a) The issue is raised by the resi-
dent, family or physician.

b) The attending physician and
facility should obtain complete medi-
cal and psycho-social information
from the resident’s records, at both
the hospital and the long-term care
facility. Observations and other com-
ments which may not be completely
reflected in the medical records
should be solicited from direct care
givers.

c) The physician and/or facility
staff should privately discuss the po-
tential supportive care plan and the
significance with the resident, if at all
possible, so that an assessment can be
made in the absence of any pressure
by family members.

d) The physician should partici-
pate in a full discussion with family
members and/or other interested and
involved persons, with the consent of
the resident if competent. Other fam-
ily members should be notified of the
discussions by the physician.
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e) The resident’s physician and
facility staff should discuss the issue
thoroughly among themselves. The
facility should assure itself that full
discussion between the physician and
the resident and family has taken
place.

f) All issues should be raised and
discussed with facility staff in a care
conference format.

g) The proposed plan should be
considered by the Bio-medical Ethics
Committee, particularly if the plan is
for an incompetent or questionably
competent resident.

2) GeneralAdmonitions:
a) Document all conferences

carefully and thoroughly.
b) Do not force a final decision

too soon after ail discussions have
taken place. Let all involved have
rime to mull matters over.

3) Conflict Resolution Principles:
a) If the resident can express

himself or herself and does not want
a supportive care plan, it should not
be initiated, or, if initiated by the phy-
sician, it should not be carried out by
the facility.

b) If the resident and family want
a supportive care plan and the resi-
dent’s physician will not initiate one,
the resident and family have the right
to consult another physician. In such
cases, however, the facility should en-
sure that the initial physician’s con-
cerns and viewpoints are fully consid-
ered.

c) If the resident is unable to ex-
press himself or herself and family
seems to be pressing for a plan, the
physician and facility should carefully
weigh all factors before initiating and
carrying out the plan to ensure its ap-
propriateness. The physician and fa-
cility should carefully consider the
family’s intentions and motivations
and should refer the case to the Bio-
medical Ethics Committee before ini-
tiating the plan.

d) If there is an intra-family dis-
pute over the appropriateness of a

plan, we recommend careful consid-
eration by the physician and facility as
this poses a great risk of legal chal-
lenge. We also recommend utilization
of the Bio-medical Ethics Committee
or other facility or community re-
sources to resolve the conflict prior to
initiating the plan.

e) If the facility staff, medical di-
rector or Bio-medical Ethics Commit-
tee do not concur with the resident,
family or physician on the appropri-
ateness of a plan (for example, if the
facility feels significant rehabilitation
potential exists), the facility should
forcefully express such opinion to the
resident, family and physician to en-
sure that its objections are heard and
understood. The facility may choose
to refuse to implement the plan and
recommend discharge, or may even
consider resort to the courts.

D. Documentation of a Supportive
Care Plan.

1) Physician authorization for a sup-
portive care plan should be a specific,
individualized set of orders, stating
explicitly what will and will not be
done for the resident. It must be part
of the medical record. An order say-
ing just “Supportive Care” (unlike
“DNR”) is not sufficient.

2) Written authorization for the
plan should be obtained from the res-
ident whenever possible, even if un-
der guardianship. The guardian
should also authorize the plan.

3) Written acknowledgment of the
plan should be obtained from those
interested persons who have been in-
volved in the decision-making pro-
cess whenever possible.

4) The specific plan and the facility
policies on supportive care should be
given to the resident and family so
that no ambiguity exists.

5) The decision, the nature of the
plan, and other relevant matters
should be thoroughly discussed with
all staff involved with the resident.

E. Re-Evacuation of a Supportive
Care Plan.

1 ) The plan must be t-e-evaluated
whenever the facts or conditions
which led to the initial plan change,
or whenever the resident, family or
other involved person requests it. The
same persons should be involved in
re-evaluation as were included in the
initial decision.

2) The supportive care plan should
be reviewed periodically, when the
general plan of care is reviewed. We
recommend review on a 30-day basis,
in any event.

3) We recommend that criteria and
an input sheet be developed for re-
evaluation, to ensure that direct care
givers are given guidance on what
changes in conditions to look for.

IV. Conclusion

The task force does not view these
recommendations and guidelines as
the definitive resolution of the dilem-
mas raised by the supportive care
concept, but rather as part of an ongo-
ing dialogue on supportive care is-
sues and practices. Comments are
welcome and may be directed to indi-
vidual members of the task force.

The recommendations and guide-
lines set forth in this report represent
the views of the signatories as individ-
uals. They do not necessarily reflect
the policy of any institution, profes-
sional organization or governmental
agency with which the signatory is af-
filiated.
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ADMINISTRATIVE POLICY
and

PROCEDURE MANUAL II

LIMITING LIFE-SUSTAINING
TREATMENT

Policy:

A. Statement of Purpose

It is the policy of University Hospitals of Cleveland to provide
high qual i ty  medica l  care  to  i t ’ s  pa t ients  wi th  the  objec t ive  of
saving  and sus ta in ing  l i fe . However, this commitment involves
recognition that initiation or continuation of t reatment  may not
constitute optimum care when the burdens of such treatment
outweigh its benefits to the patient. At these times, the
objective is to allow as peaceful a death as possible.

B. Guidel ines  and Pr inc ip les

When such treatment limitation is considered, the following
guidelines and principles should apply:

1.

2.

3.

4.

5.

6.

7.

8.

9.

Competent patients must be consulted and have a right to
refuse treatment.

The wishes of incompetent adults and legal minors should be
given consideration.

Plans to limit treatment must be discussed with the family
unless the patient requests otherwise.

Consultation with other health professionals involved with
the care of the patient is strongly recommended.

Members of the health care team, particularly physicians and
nurses, have the responsibility to provide an appropriate
level of assistance to patients in reaching decisions about
their care. Such efforts should be carefully coordinated.

Maintaining the dignity and comfort of the patient will
receive the highest priority.

Limitation of life-sustaining treatment in no way implies
abandonment.

There is no morally relevant distinction between withholding
and withdrawing a life-sustaining treatment when its burdens
outweigh its benefits to the patient.

If treatment limitation is not documented in the patient’s
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MEDICAL MANAGEMENT DECISIONS IN NURSING HOME PATIENTS
PRINCIPLES AND POLICY RECOMMENDATIONS

A Model Developed by the King County Medical Society

Principle Practice

Patients have “autonomy,” the right to
choose health care options, including
those at the end of life.

Patients should be provided with adequate
information to make informed choices re-
garding health care options.

Unpleasant information should not be with-
held from patients simply because it is
unpleasant.

Although the patient’s desires are primary,
the physician is not required to follow
them if they violate professional ethics
or judgment, or if they violate the physi-
cian’s moral or religious beliefs.

When patients and physicians irrevocably
disagree on treatment options, patients
may obtain another physician and physi-
cians may withdraw from the patient’s
care.

The preeminence of the patient’s choice
does not preclude physicians from shar-
ing with the patient a personal judgment
about treatment options.

Advance care directives in the form of “in-
struction” (living wills) or “proxy” (dura-
ble power of attorney) carry moral author-
ity and are helpful guides to caregivers
should patients become unable to com-
municate their treatment preferences.

Patients lacking full decisionmaking capac-
ity should be consulted to the degree
feasible.

When the patient is not capable of choos-
ing a course of action and does not have
an advance directive, the physician should
seek to discover the patient’s preferences.

When a patient’s desires cannot be discov-
ered, a substituted judgment or determi-
nation of best interest should be made.

Physicians have the responsibility to elicit patient preferences about
treatment decisions, including life-sustaining treatment.

Comprehensible information pertaining to rationale, benefits, risks,
and alternatives should be provided to allow patient to make in-
formed choices.

The provision of information, even if unpleasant, allows the patient
to make informed choices. Information regarding poor prognosis
may also allow the patient to attend to personal matters at the
end of life. Such information can be communicated in a humane
and compassionate manner.

As examples, assisting patients with suicide or treating them with
unapproved drugs violates the physician’s ethic. Some treatments
in terminally ill patients maybe medically futile. Limitation of life-
sustaining treatment, such as cardiopulmonary resuscitation, may
violate the physician’s moral or religious beliefs.

Either the patient or the physician may terminate the patient-
physician relationship. The physician is responsible for the patient’s
care until another physician has assumed the patient’s care,

The physician may share his judgment with the patient, but alterna-
tives should also be made apparent. Statements such as “You have
no choice” and “You must . . .“ are inappropriate.

Physicians and other caregivers should make advance directives avail-
able to nursing home patients early in their institutionalization
when they are maximally competent to make choices. Advance
directives are legal, under specific circumstances, in most states.
Although living wills refer only to “terminal” conditions they may
be legally enforceable for other conditions.

Although a patient’s memory may be impaired, he or she may un-
derstand the ramifications of certain decisions. In these situations,
patients’ preferences deserve preeminence.

Often patients have previously declared to family, friends or care-
givers how they would choose to care for themselves at the end
of their lives. If the patient is no longer competent, his or her pre-
vious desires should be respected if they can be discovered.

Some patients who are incapable of decisionmaking have never been
capable (such as the congenitally mentally retarded) or were capa-
ble at one time but never made their wishes known. For these
persons family (especially spouses) or, if available, existing legal
guardians are preferred surrogates. They should provide substi-

Reproduced, with permission, from R.F Uhlmann, H. Clark, R.A. Pearlman, et al.,“Medical Management Decisions in Nursing Home Patients:
Principles and Policy Recommendations,” Annals of Internal Medicine, 106: 879-885, 1987.
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In the absence of these preferred decision-
making surrogates, a surrogate must,
nevertheless, be sought to represent the
patient.

When decisions to limit treatment are
baeed on substituted judgments or deter-
minations of best interest, consensus
among involved parties is preferable.

When in doubt about the appropriate
course of action, the physician should
presume in favor of life.

The physician’s desire to sustain the pa-
tient’s life can conflict with two venera-
ble values in medicine, the relief of suffer-
ing and the avoidance of harm.

For patients who are in a chronic vegeta-
tive state, it is morally justifiable to limit
life-sustaining treatment, allowing the pa-
tient to die.

No-code status never means withdrawing
personal attention from the patient or
limiting attention to the relief of suf-
fering.

Resuscitation status of nursing home pa-
tients should be determined prospectively,
defined in terms of specific interventions,
and communicated to caregivers.

As the patient’s advocate it is inappropri-
ate for the physician to deny treatment
on the basis of cost or social allocation
priorities.

tuted judgment, that is, seek to choose as the patient would have
chosen. If the surrogate is uncertain as to what the patient’s prefer-
ence would have been, they should act according to their inter-
pretation of what would have been in the patient’s best interest.

Several options for alternative surrogate decisionmaking exist. These
options include but are not limited to legal guardians, ethics com-
mittees, and physicians. Although physicians may have a long-
standing relationship with the patient, they may also be heavily
invested in the patient’s medical outcome. From this perspective,
guardians and ethics committees may provide a more balanced
perspective for the patient and are preferable surrogates. The phy-
sician, however, may function as surrogate if designated by the
patient,

Irrevocable differences may be resolved by third parties, such as
institutional ethics committees or the courts.

If patients’ desires are not known or their prognosis is unclear, the
physician should act to support life.

When further intervention has only the prospect of prolonging the
dying process, it may be preferable to limit life-sustaining treat-
ment if this enhances patient comfort.

Nutrition and hydration provided by vein or gastric tube and treat-
ment for life-threatening intercurrent illness may be withheld from
such patients.

Continuation of care and support must be explicitly expressed to
the patient and other caregivers and documented in the medical
record. Orders may direct action for the relief of pain, thirst, dysp-
nea, anxiety, and other discomforts and may take priority over
correcting physiologic conditions in the dying patient. In addition,
vigorous treatment of potentially reversible superimposed condi-
tions may be appropriate.

patients’ resuscitation preferences can usually be determined on ad-
mission and made readily identifiable in the medical record. Deci-
sionmaking at the time of cardiac arrest is a suboptimal standard
of care.

Withholding costly or scarce medical resources should be based on
explicit normative standards such as laws, regulations, or institu-
tional policies and not on physicians’ personal values.


