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POLICY TITLE:
Levels of End-of-Life Care including Withholding/Withdrawing of Life Prolonging Procedures and
Deactivation of Cardiac Rhythm Management Device for Comfort Measures

SUMMARY & PURPOSE:

This policy outlines the end-of-life care management of hospitalized patients when it is decided by
the treating physician and the patient, or if incapacitated, the legal decision-maker, that certain
therapies do not meet the patient's health care goals. It includes the process for
withholding/withdrawing life prolonging procedures and the deactivation of cardiac rhythm
management devices when appropriate.

POLICY:

Current medical technology enables physicians to artificially support vital functions of patients for
prolonged periods beyond the time where it has been presumed that they have no chance for
recovery. It is ethically and legally permissible to withhold and withdraw life support
therapy/technology if a capacitated patient refuses these interventions. An incapacitated patient
with a living will, healthcare surrogate, guardian, or proxy, must meet additional criteria set forth in
this policy before therapies can be withheld or withdrawn. Whenever it is recommended by the
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health care team and agreed by the patient or surrogate/guardian/proxy (legal decision makers),
that continuation of maximal therapeutic efforts is not in the best interest of the patient, his/her
care will be adjusted as necessary according to changes in the patient’s clinical condition and
goals. This includes withholding and withdrawing medical or surgical means or procedures that
would prolong his or her life.

SCOPE/APPLICABILITY:
There are no exemptions to this policy.

PROCEDURES TO ENSURE COMPLIANCE:

1.

It is generally accepted that withholding of Cardiopulmonary Resuscitation (CPR) efforts need
not be reserved for terminally ill patients but may be appropriate in patients who are suffering
from prolonged/irreversible illness who have previously expressed a desire not to be
resuscitated in the event of a cardiac arrest or to have specific modalities withheld such as
mechanical ventilatory support, vasopressors, transfusions, dialysis, etc. In situations where
procedures are requested by family members to be withheld, the patient does not have a
terminal/end-stage condition, or is not in a persistent vegetative state, appropriate personnel,
including Risk Management, should be contacted and a patient care conference held with the
family in order to correct any misunderstandings. This often occurs due to misunderstanding of
either when it is appropriate to withdraw life support or the details of the patient’s diagnosis or
prognosis. In the event that no improvement in understanding occurs after these discussions,
an ethics consultation would be appropriate.

Patients who are not to be resuscitated or intubated at the time of a cardiac arrest should also
not be treated pharmacologically (“Chemical Code”). The adequacy of resuscitative effort is
dependent on adequate CPR, airway management as well as pharmacologic interventions.
The term “Chemical Code” should not be viewed as an appropriate form of limited therapy and
therefore is unacceptable as resuscitation orders.

. A treating physician (or an appropriate consultant or covering physician in his/her absence)

should complete and authenticate the Levels of End-of-Life Care (Stratification) order. Place
the order under the advance directives section of the permanent medical record. NOTE: A
physician’s allied health professional (ARNP, PA) may participate in a conversation with a
patient or family that raises these issues. However, the ultimate responsibility for discussing
and making end-of-life decisions as well as authenticating the Levels of End-of-Life Care
orders is with the physician or his/her physician designee.

The details of the conversation held between the physician and the patient (or legal decision-
maker if the patient is unable to participate in the conversation) leading to the decision to
withhold therapy must be documented in the patient’s progress notes and the appropriate box
checked on the Levels of-End-of-Life Care order indicating who the discussion was held with.

Levels of End-of-Life Care (Stratification) telephone orders are acceptable only when it is not
possible for the physician to be physically at the hospital within a reasonable period of time.
Such orders must be witnessed by 2 RN's taking the telephone order. The 2 RN'’s should read
back and verify the order with the physician, then place the signed order form in the Advance
Directives section of the patient's medical record.

A physician’s allied health professional may take a telephone order from the physician.
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In patients with “No Cardiac Resuscitation, No Intubation, Withholding of Certain Extraordinary
Measures” (Level II), the specific therapy that is to be withheld is to be detailed on the Levels
of End-of-Life Care (Stratification) order. It is recommended that this be as detailed as
possible to avoid any potential interventions that would not be appropriate.

Nursing is responsible for noting the stratification/levels of end-of-life care status of the patient
and communicating this to relevant personnel. A precaution for the appropriate end-of-life level
(No CPR-1, No CPR-2, No CPR-3 or No CPR-4) is to be entered in Patient Factors so that the
level will appear on electronic hand-off report and in the “Clinical Alerts” section of electronic
patient orders. Additionally, entering the precaution will generate a notification to Pastoral
Care.

The Levels of End-of-Life Care (stratification) status of patients undergoing operative and
other procedures requiring anesthesia will be re-evaluated by the physician anesthesiologist
and defined prior to surgery. The Levels of End-of-Life Care (stratification) status of patients
undergoing procedures using moderate sedation will be re-evaluated by the physician doing
the procedure and defined prior to the procedure. The patient, or legal decision maker and
responsible physicians will complete the Clarification of Level of End-of-Life Care
(Stratification) order form (HH 408) prior to the operative and other procedures. If the Levels of
End-of-Life Care Order is suspended during surgery, it is re-instated following recovery from
the surgery or procedure.

Florida Department of Health Do Not Resuscitate Order (DNRO):

1.

The Florida Department of Health has created form 1896, printed on yellow paper and
instructing emergency medical technicians or paramedics to withhold or withdraw
cardiopulmonary resuscitation if approved by the patient and his/her physician. The Florida
DNRO is available in English, Spanish and Creole. To be valid, these orders must be on a
yellow form, must be signed by the patient's physician and by the patient, or, if the patient is
incapacitated, the patient's legal decision maker. This DNRO form is valid until revoked by the
patient or legal decision maker.

. Hospital personnel may withhold or withdraw cardiopulmonary resuscitation if presented with a

valid signed yellow DNRO form. That is, valid refusal — like valid consent — is not a single
event but a process that must remain open to questions, new information and new
understanding. Physicians may choose to query emergency personnel, other healthcare
professionals (including the physician whose signature is on the yellow DNRO form), patient,
legal decision maker, family members and others to clarify the form’s utility and applicability.
When a patient, who has a properly signed DNRO form, is admitted to the hospital, the
admitting physician should be immediately notified of its existence. The Florida Legislature
intended the form to be portable.

The Florida DNRO form is equivalent to “No Cardiac Resuscitation, No Intubation” (Level ll)
under BHS Levels of End-of-Life Care (Stratification) orders, unless otherwise specified by
the patient or legal decision maker and ordered by the physician. Once admitted, the
levels of end-of-life care orders agreed upon by the physician and either the patient, or if
incapacitated, the patient’s legal decision maker are delineated in the hospital’s Levels of End-
of-Life Care (Stratification) order by the admitting physician.

At the time of discharge, continued goals of care are discussed between the physician and
patient (or if incapacitated, the patient's legal decision maker) regarding patient's Levels of End-
of-Life Care (Stratification) status and the Florida Department of health DNRO yellow form is
completed as applicable. The original completed yellow DNRO form is to be sent with the patient
upon discharge.

All references to Policies must go to the BHSF Master Copy on the BHSF Intranet; do not rely on other versions / copies of the
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Levels of End-Of-Life Care (Stratification) Guidelines:

Communication of a patient’s level of care between health care professionals involved in the care
of the patient is necessary to allow appropriate decisions to be made in emergent and/orjjurgent
situations. The change in the level of end-of-life care (stratification) orders shall be placed in the
Advance Directives section of the patient’s chart. Only the most recent (active) end-of-life level
order is to be in Advance Directives section. Orders that are no longer in effect should be placed
in the Physicians Order section of the record.

1. Total Support (Full Code): Maximal therapeutic effort. This will be done on all patients unless
there is an order to the contrary.

2. All But Cardiac Resuscitation (Level 1):

a.

C.

d.

Patients with a functioning brain or at least hope of some brain recovery, who have
irreversible, end-stage, incurable diseases. Such diseases may include but are not limited
to patients with severe chronic respiratory failure who have frequent or prolonged 1CU
admission, those limited to a life with continuous ventilator support, or intractable heart
disease.

Patients are treated vigorously with all therapeutic interventions to include intubation if
necessary.

Should such a patient develop a cardiac arrest (pulseless electrical activity--PEA; asystole;
pulseless VT; V-fib), cardiac resuscitation will not be done and the patient is allowed to die.
No pharmacologic interventions to restore cardiac rhythm are to be administered unless
patient has a pulse.

NOTE: Cardiac resuscitation includes the following: (external cardiac massage and electric
defibrillation).

3. No Cardiac itation. No Intubation (Level ll):

a.

b.

Patients usually will pass through a phase of respiratory insufficiency prior to developing a
terminal arrhythmia.

In those patients where intervening at the point of respiratory failure represents the
prolongation of the act of dying rather than the prolongation of meaningful life, tracheal
intubation and cardiac resuscitation represents a superfluous intervention.

Aggressive interventions are continued but intubation and cardiac resuscitation will not be
done.

No pharmacologic interventions to restore cardiac rhythm are to be administered unless
patient has a pulse.

4. No Cardiac Resuscitation No Intubation (if not intubated). and Withholding Certain

Extraordinary Measures (Level lll):

a.

Life-prolonging treatments are ineffective in terms of achieving the patient’s goals and such
measures that are considered extraordinary by the attending physician, consultants and the
patient, or the patient's surrogate/proxy/guardian, if the patient is not capacitated to make
such a decision, are not initiated.

Cardiac resuscitation and intubation, (if not already in place), are automatically withheld at
this stratification level.

No pharmacologic interventions to restore cardiac rhythm are to be administered unless
patient has a pulse.

Extraordinary measures to be withheld may include but are not limited to: arrhythmia
control; vasopressors; transfusions; volume expanders; life support devices; dialysis,
invasive monitoring; lab tests; no re-intubation; or admission to critical care units.
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Patients in this category must have the extraordinary measures that are to be withheld
clearly indicated on Level 3 of the order sheet in order to clarify for the nursing staff what is
felt to be extraordinary for a particular patient.

5. Comfort Measures Only - (CMO (Level IV):

a.

b.

oo

Patients in whom all life-prolonging treatments do not meet the care goals of patient,
surrogate/guardian/proxy are thus withdrawn and withheld.
Cardiac resuscitation and intubation, (if not already in place), are automatically withheld at
this stratification level.
Note: If life-prolonging therapies are being withdrawn, the “Withdrawal of Life-Prolonging
Procedures” form # HH 407 must be signed by 2 physicians as well as the patient’s legal
decision-maker.
Patients receive treatment necessary to relieve pain, maintain comfort and preserve dignity.
Refer to administrative policy HH-400-7983-796 Comfort Measures Only (CMO) Standard
of Care for further guidance.

8. All Levels of End- of- Life Care (Stratification) orders shall remain in effect until changed by
the attending physician or designee. Existing orders should be reevaluated and adjusted as
needed to be sure they are in accord with the patient’s clinical condition and prognosis.

7. Withholding of Life Support:

a.

All patients who are to have life support therapy/technology withheld meet the criteria
outlined in the patient's health care advance directives. The patient’s living will or a copy,
when available, must be placed in the patient’s medical record.

A surrogate or proxy may not provide consent for withholding life-prolonging procedures
from a pregnant patient prior to viability unless the patient has expressly delegated such
authority to the surrogate in writing, or a surrogate or proxy has sought and received court
approval. “Viability” means that stage of fetal development when the life of the unborn child
may, with a reasonable degree of medical probability, be continued indefinitely outside the
womb (F.S. 765.113, F.S. 390-0111).

The physician (attending, consultant or covering physician in his/her absence) should
complete the appropriate Levels of End-of-Life Care (Stratification) order.

The details of the conversation held between the physician and the patient (or
surrogate/proxy if the patient is unable to participate in the conversation) leading to the
decision to withhold therapy must be documented.

It is recognized that capacitated adult patients have the right to make the decisions of
withholding life-support for themselves. This should be respected, and they should
participate in such discussions.

8. Withdrawal of Life Support:

a.

b.

Capacitated patients have the right to have therapy withdrawn even if they are not in a
terminal or end-stage condition.

For incapacitated patients that do not have a Living Will, decisions made by legal decision
maker proxies to withdraw life support must be based on the decision the legal decision
maker proxy reasonably believes would have been the one the patient would have chosen
if capacitated, or by a signed declaration from the legal decision maker proxy stating the
wishes of the patient.

For incapacitated patients, the Determination of Patient's Condition and Authorization by
Legal Decision-Maker to Withdraw Life Prolonging Procedures for Incapacitated Patients
form (Form # HH 407) needs to be completed and witnessed by two people, one of whom
cannot be the spouse or blood relative.

Incapacitated patients in whom life-support withdrawal is being considered must be
examined separately by the attending or treating physician and an additional physician.

Al references to Policies must go to the BHSF Master Copy on the BHSF Intranet; do not rely on other versions / copies of the
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Their exam findings are to be documented in the patient's medical record. Such

documentation must include whether patient may recover capacity.

1. If an advance directive exists, physician documentation must indicate the presence of a
medical condition or limitation referred to in the patient's advance directive.

2. Both physicians must also attest/document that the patient has one of the following
conditions: a terminal condition, an end-stage condition, or that the patient is in a
persistent vegetative state on Form # HH 407.

e. Incapacitated patents who do not have a Living Will and do not have a documented
terminal condition, end-stage condition, or a permanent vegetative state, do not meet the
criteria set forth in the Florida Statutes and will not be withdrawn.

f. A surrogate or proxy may not provide consent for withdrawing life-prolonging procedures
from a pregnant patient prior to viability unless the patient has expressly delegated such
authority to the surrogate in writing, or a surrogate or proxy has sought and received court
approval. “Viability” means that stage of fetal development when the life of the unborn child
may, with a reasonable degree of medical probability, be continued indefinitely outside the
womb (F.S. 765.113, F.S. 390-0111).

g. The patient's attending or treating physician and an additional consultant must document in
the patient’s medical record that the patient has a terminal, or end-stage condition, oris in a
persistent vegetative state (see Form # HH 407).

h. When all criteria are met and appropriate discussions have taken place between the
physicians, nurses, and patient's family, the Pastoral Care Services and Case
Management will be informed of the decision to withdraw life support.

i. Life Alliance OPO (Organ Procurement Organization) Coordinator is also notified (1-800-
255-GIVE) of the decision to withdraw life support.

j. In the event of any questions or concerns, appropriate discussions will be held with the
physicians involved. Consultation with the ethics committee consultation service may be
appropriate if the questions or concerns cannot be resolved after appropriate discussion.

k. No life support will be withdrawn prior to completion of the required procedures and
documentation.

. Deactivation of Cardiac Rhythm Management Device for Comfort Measures:

a. The deactivation of an implanted cardiac rhythm management device ("CRMD") is an
option for patients receiving end-of-life care. CRMD deactivation is the permanent
disablement of the electronic function of an implantable cardioverter defibrillator and/or
pacemaker.

b. A capacitated patient is ethically and legally permitted to refuse unwanted treatment and to
request the deactivation of a CRMD. The attending physician should document the
discussion with the patient, decisions made regarding goals of care and desire for comfort
measures including, specifically, decisions to continue or deactivate all or partial therapies
of the CRMD.

c. For incapacitated patients, the appropriate legal decision-maker can make decisions for the
patient to deactivate the CRMD in accordance with the patient's previously expressed goals
and values (substituted judgment). The physician should document the discussion with the
legal decision-maker, decisions made regarding goals of care and desire for comfort
measures including, specifically, decisions to continue or deactivate all or partial therapies
of the CRMD. Consent for deactivation of CRMD shall be documented on the Withdrawal
of Life-Prolonging Procedures for Incapacitated Patients, form # HH 407. If the patient's
wishes are unknown, the legal decision-maker, through a discussion with the physician
about the patient's medical condition and overall goals of care, can make decisions in the
patient's best interest.

d. The physician should have as part of the goals of care discussion with the patient who has
a CRMD and whose level of care is being changed to comfort measures (CMO),
clarification of continuation of CRMD. If the patient is incapacitated, these discussions

All references to Policies must go to the BHSF Master Copy on the BHSF Intranet; do not rely on other versions / copies of the
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should occur with the legal decision-maker. Notably, an end-of-life order does not
automatically imply permission for CRMD deactivation and explicit consent should be
obtained.

If goals of care decisions between the patient or legal decision-maker and the physician are
deactivation of CRMD, the patient's attending physician or designee will complete the
Deactivation of Cardiac Management Rhythm Device orders, form # HH 502.

A Deactivation of Cardiac Management Rhythm Device order may be completed ONLY after
Form #HH 407 Determination of Patient's Condition is signed by 2 physicians and the
Authorization by Legal Decision-Maker to Withdraw Life-Prolonging Procedures for
Incapacitated Patients is signed by the legal decision-maker.

Deactivation of Cardiac Management Rhythm Device orders, form # HH 502 can be
completed as a telephone order taken by 2 RNs who read back and sign the orders. A
physician’s allied health professional may take a telephone order to deactivate a rhythm
device from the physician.
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RELATED POLICIES, PROCEDURES, AND ASSOCIATED FORMS:
Homestead Hospital Administrative Policies:

HH-400-2000-799 Donation After Cardiac Death (DCD) - Nursing

HH-400-5830-799-3 Mandatory Request and Reporting for Organ/Tissue Eye
Donation/Organ Deonation — Bioethics

HH-400-5830-800 Brain Death Determination — Bioethics

HH-400-7983-796 Comfort Measures Only (CMO) Standard of Care — Palliative Care
HH-400-5830-1206 Advance Directives — Bioethics
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Homestead Hospital Forms (available at nursing stations or via the intranet):
e 392 Levels of End-of-Life Care Orders

e 407 Withdrawal of Life-Prolonging Procedures

e 408 Clarification of Levels of End-of-Life Care Orders

s 502 Deactivation of Cardiac Management Device

e 268 Criteria for the Determination of Brain Death in Adults
ENFORCEMENT & SANCTIONS:

Violations of this policy will be referred to the nursing leaders and medical staff for further actions
based on their internal policies.
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