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This is a loaded issue: see the hysteria raised by the claims of “death panels”* and falling into
Europe’s “Culture of Death”” which came from a provision to pay physicians to have a
discussion about EOL care with their patients.

The lay press is beginning to examine this issue, with articles such as “Lessons of a $618,616
Death” in Business Week March 4, 2010.

But having a discussion about how a person wants to live, and how they live while they are
dying, is a responsible and reasonable action to take.

* Do we want a “Good Death”, that is, in comfort and surrounded by family and friends?

*  Would we like to have Death with Dignity? One that is as free as possible from pain and
suffering, both for us and our loved ones?

* Do we want any and all treatments, even if many of them don’t help?

. Do we want to be good stewards of our healthcare resources, so there will be
something left to take care of our children?

One of the treatments that is offered at the End of Life is CPR and resuscitation. While
dramatic, it often does not help the patient, and can cause harm.

Therefore, one of the reforms we should look at is the usage and utility of resuscitation.

Cardio Pulmonary Resuscitation (CPR) involves the use of chest compressions and forced
breathing, as well as electric shocks to the chest in hope of restoring blood circulation. First
described years ago, it was initially studied for patients with trauma and heart disease and its
use grew with the advent and growth of the modern Intensive Care Unit and Coronary Care
Unit. As the ICU and CCU became standards in hospitals around the country, the indications
and usage of CPR spread to include other diseases, and eventually became an obligatory page
in every hospital patients death. Because of its drama, CPR became a favorite of Television
dramas, with high success rates on TV shows such as Rescue 911, ER, and many others.

In the US, first exposure to a concept is usually through the public media. The images on TV
drive cultural expectations about complex subjects, and they are often erroneous.
Longitudinal studies have compared survival after resuscitation as portrayed on TV, and show:
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Survival After Resuscitation on TV

Year Percentage
1980 90
2009 75

Surveys of people over 65

A study surveyed people over 65 about their understanding and likelihood to want
resuscitation®. The subjects estimated a 59 percent success rate at beginning of survey and
would want CPR in 41 percent of cases. However, after explanation of the resuscitation
procedure and expected success rates, only 10 % of people surveyed would still want CPR!

Survival after Resuscitation
This is an area with limited medical research, but there are published rates of survival after
cardiopulmonary resuscitation in the literature. We review them here:

Actual Hospital Survival Rates After CPR Columnil

Incident Percentage

Incidence of cardiac arrest <1
Witnessed in CCU 30-40
Rest of Hospital 15-20
Sepsis in the ICU 3
Out of Hospital Arrest 3
With other End Stage Disease <1

Is Cardiopulmonary Resuscitation Medically Appropriate in End Stage Disease?
In Westphal’s study®, patients with end stage disease had the following rates of survival to
discharge:

End Stage Disease Rate of Survival Columnl

End Stage Disease Percentage
Localized Cancer Patient 9.5
Metastatic Cancer Patient 5.6
ICU Cancer Patient 2.2
Floor Cancer Patient 10.1
CHF class Il or IV Cancer Patient 19
COPD Patient 11.5
Renal Failure Patient 75

® Intensive Car Med 2007 Feb;33(2):237-45. Epub 2006 Sep 22
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The rates reported in Westphal’s study seem higher than our experience and suggest that they
included patients who received any part of ACLS treatment, which would include patients with
life threatening arrhythmia from processes, such as hyperkalemia, who did not actually require
or receive CPR. However, since this is not detailed in the study results, we cannot be sure, and
the percentages reported are still a reasonable place to begin our discussion.

More in line with our experience is research from the Duke University Medical Center
Division of Nephrology. They have been reviewing the impact of low calcium dialysate
on incidence of cardiac arrest in patients on dialysis. Sudden cardiac arrest (SCA) is the
most common cause of death among patients with end-stage renal disease (ESRD) on
hemodialysis; it occurs at a rate 30 times greater than in the general population.
Researchers at Duke University reported that in approximately 800 patients who
experienced SCA while under observation in outpatient hemodialysis clinics, the 30-day
survival rate was 19% and the 1-year survival rate was 9%.

Renal Week 2010: American Society of Nephrology 43rd Annual Meeting: Abstract TH-
FC035. Presented November 20, 2010.

Family Understanding of Advance Directives

Another area of confusion is Advance Directives. These are statements patients make about
who should be their spokesperson when they are unable to speak for themselves and what kind
of treatment they would want to have. Advance Directives also would provide the patient’s
spokesperson with the direction to stop treatment if there is no reasonable hope of recovery.
There has been a resurgence of interest in Advance Directives since the Terry Shiavo case in
2006. A study from Archive of Internal Medicine’ looked at people’s understanding of Advance
Directives. They found that 78 percent of patients with a life-threatening iliness would prefer
to have physician and family make the decision for them. Furthermore, 30 percent of
surrogates incorrectly interpret their loved ones written instructions.®

In a nationally-representative study, 67.6% of those ages 60 and older who lacked the
capacity to make required decisions at the time of death had established an advance
directive, according to a report in the April 1 New England Journal of Medicine.

Patients who documented their wishes for only limited care or comfort care received it in
83.2% and 97.1% of cases, respectively, Maria J. Silveira, MD, MPH, of the VA Center
for Clinical Management Research and University of Michigan, both in Ann Arbor, and
colleagues found in interviews with their healthcare proxies afterward.

Overall, 42.5% of those who died in the study required decision-making about treatment
in the final days of life. Of those, 70.3% lacked decision-making capacity, predicted by
cognitive impairment, cerebrovascular disease, and living in a nursing home (P<0.001
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to P=0.003).

Advance directives available for these incapacitated individuals included a living will
only

for 6.8%, durable power of attorney for healthcare only for 21.3%, and both for 39.4%.
The living will covered most of the decisions faced by surrogate decision makers,
according to 89.0% of the proxies. Just 13.6% reported problems in following the
subject's instructions, the researchers reported.

For those who had appointed a durable power of attorney for healthcare and needed it,
the actual decision maker matched the appointed surrogate in 91.5% of cases.

Silveira MJ, et al "Advance directives and outcomes of surrogate decision making
before death" N Engl J Med 2010; 362: 1211-18. As referenced by:

Advance Directives Again Shown Useful for End-of-Life Care

By Crystal Phend, Senior Staff Writer, MedPage Today

March 31, 2010

Once care is limited, families accept withdrawal of care better. A study in the American Journal
of Respiratory and Critical Care Medicine found that a stuttering course of withdrawal is
associated with higher family satisfaction’. However, the decision takes longer when there are
more family members or if a spiritual advisor is involved.

We reviewed charts of patients who died at our institution in 2005, and found that
approximately 70 percent of patients were made DNR before they died. Some were resuscitated
one or more times before they were made DNR. This rate is similar to published studies.

Dr. Jeff Kaufhold, Personal Review, Proposed Limits to Care

Addressing Patients with End Stage Disease

Our proposal is that patients with end stage diseases will have limits to care, such as DNR
orders. This proposal is based on the medical facts that patients with these conditions do not
survive resuscitation. As stated earlier, only 1 percent survival to hospital discharge. Therefore,
CPR, etc. is futile or non-beneficial care in this subset of patients. The underlying assumptions
for this proposal are the following:

* There are several easily identifiable populations and diseases that account for a
significant percentage of ICU admissions and prolonged length of stays.

* These populations and disease processes are complex, expensive to treat, and limited in
size/number.

* The patients with these diseases generally got sick through no fault of their own.

* These groups of patients die from predictable complications of the disease.

* Frequently the complication is a cardiac arrest or other catastrophic event.

"Gerstel, Engelberg. Duration of withdrawal of life support in the ICU and association with family satisfaction. AM J Resp Crit
Care Med. 2008, 178(8): 798-804.



Limits to Care
The following are end stage diseases that | recommend should come with an automatic DNR-
CC-A Level of Care, since resuscitation is not helpful:

* Terminal Cancer, where no further treatment is planned in the face of progression;

* End Stage Heart disease with EF <15 percent and defibrillator placement;

* End Stage Renal Disease with the patient on dialysis or with a GFR less than 15 ml/min.;

* Advanced Dementia with PEG tube placement and/or Low Karnovsky score (<70);

* End Stage Lung Disease and the patient is on Home oxygen; and

* End Stage Liver Disease with Bilirubin over 5.0, or child’s criteria, or inability to get listed on a liver

transplant list.

Note that these patients would be able to continue their treatments and receive hospital care
without any limitation. The only difference for these patients is that when their heart stops
beating and they stop breathing, they would be kept comfortable, any family members would
be able to stay with them, and CPR would not be initiated.

Limits to Care Controversy
One controversial point that most healthcare workers would want to see addressed involves
the non-compliant patient. Chronic non-compliance can be defined as the regular missing of
treatments, such as dialysis, insulin shots, or other medicines, that are readily available at
minimal cost to the patient and have been missed for no other reason than the patients’
refusal.® Chronic non-compliance must have consequences to the patient, such as:

* Results in a hospice referral;

* Discontinuation of treatments, such as dialysis; or

* Barred from recurrent hospitalization.

There will also need to be protection for healthcare workers and hospitals:
« Noncompliant patients may not sue for a bad outcome that is the result of non-
treatment.
« Noncompliant patient data should not be counted against quality “scorecard.”

Conclusion

In summary, we present a foundation to guide public debate about end of life issues. We
believe the public would like to have such a debate to clarify the issues surrounding end of life
care and help with medical decision-making. There is plenty of confusion and misconception
surrounding this topic. We believe an effective guide for a public debate about end of life care
issues could be established by a Healthcare Commission or Comparative Effectiveness Review
(CER) Board. Britain has a similar commission called the National Institute on Healthcare
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Effectiveness to provide the necessary public forum for debate.’ We also make several
recommendations about where the debate should start, which treatments should be the first to
be reviewed, and identify the population of patients who would benefit the most from a
discussion with their families and physicians about end of life wishes.

° Ibid.



