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End-of-life & Palliative Care

Palliative approach for the critically ill — from screening at admission through comfort-
focused care and withdrawal of life support. Establish the surrogate and goals early,
assess symptoms every shift, treat pain, dyspnea, and agitation aggressively, and when
the goal becomes comfort, do not let prior "ICU dosing" constrain relief. The intent is
always relief of suffering, never hastening death. Adapt all doses to age, organ function,
and tolerance.

m Screening & triggers — on admission (within 24 h)

DOCUMENT FOR ALL PATIENTS

(] Decision-making capacity (] Surrogate decision maker (DPOA, legal
next of kin) + contact

(] Advance directives / POLST / code status [ ] Baseline functional status & comorbidity
burden

(] Primary intent — curative / life-
prolonging vs comfort-focused

e A
Trigger a formal palliative-care consult if any

() High expected ICU mortality — high illness severity, multiorgan failure, advanced
malignancy, severe dementia, recurrent ICU admissions

Unclear goals of care, or conflict among team / family

Significant, refractory symptom burden (pain, dyspnea, agitation, anxiety)

0O 0d

Consideration of withdrawal of life-sustaining treatment (ventilation, vasopressors,
CRRT)




AUTO-TRIGGER Consider embedding automatic consult triggers — LOS > X days + multiorgan failure
- metastatic cancer + mechanical ventilation - second ICU admission within 30

days.

m Communication & goals of care — within4sh

Interdisciplinary family meeting Document clearly
Intensivist, bedside RN, * palliative care, D Code status — Full / DNR / DNI / Comfort-
social work, spiritual care. focused

(] “What is your understanding of what is Surrogate + contact

happening?” Stated goals (e.g., “avoid prolonged
(] Clarify prognosis & options in plain ventilation with low recovery chance”)

language

0O Od

Treatment limits — no escalation beyond
E] Explore values (independence, time at current pressors, no CRRT, no reintubation
home, avoiding prolonged machine
dependence)

(] Explicitly discuss code status & acceptable
burdens

REVISIT Revisit goals at every major status change — new organ failure, failure to wean,
catastrophic neurologic injury.

m Symptom assessment — > once per shift, more if unstable

Pain Dyspnea Delirium / agitation Anxiety /

NRS, or behavioral Self-report / CAM-ICU or depression

scale if nonverbal surrogate + RR, equivalent Brief inquiry; formal
accessory muscle screen on longer

use stays



m Pain management

DOSES  QOpioid-naive adult, normal organ function. Reduce in elderly / frail; adjust for renal/hepatic
failure & opioid tolerance. Around-the-clock basal + PRN breakthrough (10-20% of 24-h
opioid g1h PRN).

4 )
Fentanyl - preferred in renal failure / Morphine - avoid in renal failure
hypotension E] Bolus 1-2 mg IV q10-15 min, reassess
(] Bolus 25-50 mcg IV q5-10 min until & titrate

Solnielilble (] Ongoing — effective 4-h dose + 4 q1h PRN,

[:] Infusion start 25-50 mcg/h, titrate 25-50 or infusion 1-3 mg/h
mcg/h q15-30 min
L J
Hydromorphone - renal dysfunction option Co-analgesics
(] Bolus©.2-0.4 mg IV q10-15 min; (] Acetaminophen; neuropathic agents
infusion ©.2-0.6 mg/h titrated (gabapentinoids, SNRI); bone pain —

steroid / NSAID if goals-aligned

@ Dyspnea

(] Treat reversible causes if goal-compatible — diuresis, thoracentesis, bronchodilators,
secretion management

(] oOpioids (even in non-intubated patients), titrated independently of pain — fentanyl 25-50
mcg IV q10-15 min PRN/infusion, or morphine 1-2 mg IV q10-15 min PRN
(lower in frail / hypercapnic)

(] Nonpharmacologic — upright positioning, fan to the face (if not intubated), calm
environment, breathing / relaxation coaching

m Anxiety, agitation & delirium

(] Nonpharmacologic first — reorientation, family presence, sleep promotion, hearing /
vision aids, minimize tethers where safe

Delirium with distress / risk Anxiety / terminal agitation



(] Haloperidol©.5-1 mg IV/PO q4-6h (] Midazolam bolus 0.5-2 mg IV q5-15

PRN; severe 2-5 mg IV w/ QTc monitoring min PRN;infusion ©.5-1 mg/h, titrate
(avoid in Parkinson / Lewy body) g15-30 min
(] Quetiapine 12.5-25 mg PO qi2h, titrate (] Orlorazepam0.5-1 mg IV/PO/SL q2-
(if oral route) 4h PRN
( )

Refractory distress in the imminently dying — palliative sedation

E] In consultation with palliative care, with clear documentation — midazolam infusion 1-
10 mg/h (higher if tolerant), titrated solely to comfort, usually combined with an opioid
infusion

Gastrointestinal symptoms

s A
Nausea / vomiting Constipation - prophylax Anorexia / cachexia
(] Metoclopramide 10 mg all opioids (] Avoid burdensome feeds
IV/PO qg6h (renal [j Sennal1l7.2 mg PO if goal-inconsistent; if
adjust; QT / EPS), or qHS — 2-4 tabs BID; + not dying & goals include
ondansetron / low-dose PEG 17 g PO daily intake —
haloperidol by etiology (] NoBM272h— dexamethasone 2-4 mg
bisacodyl 10 mg PR; PO/IV daily (AM) x 1-2
consider enema wk
\ J

m Terminal-phase measures — hours to short days, comfort-focused

STOP NON-BENEFICIAL INTERVENTIONS

(] Discontinue routine labs, imaging, fingersticks, telemetry, non-essential infusions,
restraints

COMFORT CARE

(] oralcare — swabs with water/saline g2— (] skin / positioning — pressure-relief
4h PRN dryness; artificial saliva; surface, padding, gentle repositioning for
fluconazole 100—-200 mg daily if comfort (not strict g2h if painful)

candidiasis & goal-aligned

Noisy respiratory secretions (“death rattle)

J Reposition (lateral / semi-upright); gentle suction only if clearly helpful & not distressing



(] Glycopyrrolate 0.2-0.4 mg IV/SC q4h PRN (or 0.4-1.2 mg/day), or atropine 1%
ophthalmic 1-2 drops SL q4h PRN

m Mental health & depression — longer-expected course

(] Screen for hopelessness, guilt, suicidal ideation; distinguish grief / demoralization from
MDD

(] Psychotherapy / supportive counseling preferred when life expectancy is limited;
chaplaincy, social work

PHARMACOTHERAPY — WHEN LIFE EXPECTANCY PERMITS BENEFIT

Sertraline Duloxetine - + neuropathic Mirtazapine -

25-50 mg PO daily — 50— pain { appetite/insomnia

200 mg/day 30 mg PO daily — 60 7.5-15 mg PO gHS — 30-45
mg/day mg

VERY SHORT PROGNOSIS Antidepressants may not take effect in time — consider a psychostimulant
(methylphenidate 2.5-5 mg PO BID) cautiously, usually with palliative /
psychiatry input.

m Withholding / withdrawal of life-sustaining treatment

r )
INTENT Document explicitly that the intent is relief of suffering, not hastening death. Change
orders to a Comfort-Measures-Only (CMO) set. Triggers — treatment no longer meets
goals - irreversible poor neurologic prognosis - prolonged multiorgan failure with no
path to acceptable recovery.

\

( ™)
Pre-emptive symptom control — before withdrawal (opioid-naive, ventilated adult)

(] Pre-bolus morphine 2-4 mg IV (or fentanyl 50-100 mcg IV) 10-15 min before
ventilator change

Midazolam 1-2 mg IV for anxiety/agitation, repeat q5-10 min until comfortable

]

(] Place infusions before extubation if distress anticipated — morphine 1-3 mg/h (or
fentanyl 25-100 mcg/h) + midazolam 0.5-2 mg/h

]

Ensure anticipatory PRNs for pain, dyspnea, agitation, and secretions are all in place




Withdrawal steps
E] Silence / turn off monitors & alarms;

remove restraints if safe

(] Ventilator — reduce support or extubate per
plan; gentle extubation

(] Ongoing PRN boluses — morphine 1-2 mg
(or fentanyl 25-50 mcg) + midazolam 1-2
mg IV q5-10 min until no overt distress

E] Discontinue vasopressors, inotropes, CRRT,
non-beneficial antibiotics, nutrition /
hydration per plan

ﬂ After death

(] Pronouncement & documentation per
institutional process

(] Clarify autopsy indication; discuss with
family when appropriate

During / after & devices

(] Frequent reassessment (grimacing,
tachypnea, agitation); titrate rapidly to
comfort — not constrained by prior ICU
dosing

D Deactivate ICD shocks (magnet /
programming); discuss pacemaker case-
by-case by rhythm & goals

(] Prepare family for likely changes (breathing
pattern, color, unresponsiveness); offer
presence, touch, talking

(] Determine reportable death;
communicate with medical examiner as
required

(] Private time for family with the body;
chaplaincy / social work support

[ TEAM Ensure a staff debrief is available in challenging cases.

Not a substitute for clinical judgement. The intent of comfort care and withdrawal of life-sustaining

treatment is relief of suffering, not hastening death. Verify doses, allergies, renal/hepatic function, and

contraindications. Individualize all medications to age, organ function, and tolerance, and adapt to your

institutional palliative-care policy.




