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POLICY TITLE:
Comfort Measures Only (CMO) Standard of Care

SUMMARY & PURPOSE:

This policy serves to outline the comprehensive standardized management of the physical, psychosocial,
spiritual, cultural, and existential needs of persons at the end of life. The care should be clinically
excellent, ethically based, culturally sensitive, and should include meeting the needs of family and support
persons.

POLICY:
Comfort measures is defined as the standard of care for patients with terminal and/or irreversible
conditions where they receive treatments necessary to relieve pain, maintain comfort, and preserve
dignity.
1. Both the American Medical Association (AMA) and the American Nurses Association

(ANA) say, "The duty of health care providers is to make what life remains as comfortable as

possible and to allow death to occur without further impediments."

2. The principle of double effect is appropriate when caring for persons at end of life. According to ANA
"Nurses should not hesitate to use full and effective dose of pain medication for the proper
management of pain in the dying patient. The increasing titration of medication to achieve adequate
symptom control, even at the expense of life, thus hastening death secondarily, is ethically
justified."

3. Despite popular opinion, appropriately titrated pain medication does not necessarily hasten death.
Unrelieved pain can hasten death.
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Patient/Family/Loved ones should be involved in discussion about end of life issues so that they have
a clear understanding of the situation and can participate in planning care.

Slowing and eventual cessation of food and fluid are a normal part of a natural dying process.
Artificial nutrition and hydration are usually not needed; however, patient preferences, religious and
moral values should be respected.

Parenteral hydration may cause vomiting, choking, drowning sensations and fluid retention resulting
in pulmonary edema, excess bronchial secretions, and generalized swelling of the body.

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

PROCEDURES TO ENSURE COMPLIANCE:

To outline the management of the patient whose care is focused on providing comfort at the end of life. A
variety of resources are available to assist patients, families and/or staff. Based on identified needs
referrals may be made to Pastoral Care, Case Management and/or Palliative Care Services.

.

4.

Code Status:
a. Ensure that the “Adult Levels of End-Of-Life Care Orders” for “Level IV: Comfort Measures Only"
order is completed and authenticated by a physician.
Note: Telephone orders must be witnessed by two RNs per administrative policy HH-400-2000-
720 Telephone Orders. Refer to form HH-393 Adult Levels of End of Life.
b. Request from physician, the completion of CMO standing orders.
Ascertain patient/family understands the changes that can occur during the dying process.
Enter precaution for code status (No CPR 1V) in patient factors screen of electronic medical
record.
e. Inform all staff members on duty and during shift report of patient's code status.
If life prolonging procedures are being withdrawn, refer to policy HH-400-7983-798 Adult Levels
of End-of-Life Care including Withdrawal/Withholding Life Prolonging Procedures and
Deactivation of Cardiac Rhythm Management Device for Comfort Measures
I. If life support is to be withdrawn or an implantable cardioverter defibrillator (ICD) is to be
deactivated, ensure form HH — 407 Determination of Patient’s Condition and Authorization by
Legal Decision-Maker to Withdraw Life-Prolonging Procedures for Incapacitated Patients has
been completed by two physicians and the legal decision-maker.

a0

=h

Spiritual/Cultural Needs:

a. Assess for specific spiritual and cultural needs.

b. Send referral (via computer) to Pastoral Care Services any specific patient/family needs.
c. Respond sensitively and respectfully while facilitating these needs.

d. Facilitate cultural rituals that are unlikely to cause harm to the patient, staff or environment.

cial / Emotional Support:

a. Notify Case Management of comfort measures order via computer message.

b. Provide a quiet and comforting environment (i.e. quiet room, noise reduction, avoid loud music)

c. Allocate time to allow patient/family to express feelings of grief to members of the health care
team.

d. Offer education booklet as needed (Spanish version available) — Gone From My Sight: The Dying
Experience.

Family Visits

a. Facilitate liberal visitation and special requests within reason (e.g. pet visits).
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Support individuals are allowed to be present with the patient for emotional support during the
course of stay, unless the presence infringes on the rights of others or is medically or
therapeutically contraindicated. Refer to administrative policy HH-400-6050-706 Patient Visitation
for guidance.

5. Daily Management:

a.
b.
c.

Perform only those care procedures that promote comfort (mouth care, positioning etc.).
Assure that no unnecessary tests or procedures are ordered.
Collaborate with patient/family to address these needs and avoid a perception of abandonment.

6. Patient on Ventilator:

a.

If a patient is incapacitated, intubated and on a ventilator and the legal decision-maker agrees to

withdraw:

i. Verify that the Capacity form # 3534 is completed by the physician confirming patient's
incapacity.

i. Verify that the Determination of Patient’s Condition and Authorization for Withdrawal Form
(HH 407) has been completed.

ii. Contact the pulmonary physician/Intensivist for terminal ventilator weaning/extubation orders.

Initiate medication(s) as appropriate to manage potential respiratory distress, secretions, and/or

anxiety prior to extubation.

7. Respiratory Distress / Dyspnea:

a.

Assess and manage respiratory distress / dyspnea / tachypnea using opioids (e.g.
morphine/Fentanyl/hydromorphone (dilaudid)) or other appropriate drug(s) as ordered. If anxiety
is a component, patient may require benzodiazepines (e.g. Ativan).

Notify physician immediately for additional orders if respiratory distress / dyspnea is difficult to
manage.

Treat this symptom and any associated anxiety aggressively using opioids, benzodiazepines
and/or other appropriate drug(s). No patient should ever die gasping for breath.

8. Pain Management:

a. Assess and manage pain to assure patient comfort:

b. Consult experts for pain that is difficult to control.

¢. Pain medication (analgesia) provides comfort during the dying process.

d. Provide analgesia to patients who have a painful condition even if they are receiving sedation
and/or anxiolytics or neuroleptics (e.g. LORazepam [ATIVAN]; haloperidol [HALDOL)).

e. Teach families the importance of managing pain at the end of life. Provide them with the handout-
“Common Concerns: Managing Pain and Other Symptoms at the End-of-Life”.

f. Refer to Addendum 1 for suggestions for the Management of Continuous Intravenous Infusion of
Opioid Drugs in the Patient at End of Life.

9. Nutrition:

a. Offer alert patients, (do not force) foods and liquids as they desire. Symptoms of hunger, thirst,
and dry mouth can be alleviated with small amounts of food, fluids, and by the application of ice
chips and lubrication to the lips.

b. Discuss issues of artificial hydration and nutrition with families, if necessary. (Refer to Policy
Statement)

c. Teach families that loss of appetite and diminished fluid intake are part of the normal dying

process.

10. Restlessness / Agitation; Delirium (requires immediate evaluation and treatment):

a.

Assess for possible underlying causes of restlessness and or agitation (e.g. urinary retention or
neurologically induced agitation).
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Assess for possible underlying causes of delirium (e.g. drug, metabolic, infectious, or medication
withdrawal).

Administer neuroleptics/antipsychotics, sedatives and/or anxiolytics (e.g. haloperidol (HALDOL)
or LORazepam (ATIVAN)), as ordered.

Provide alternative management strategies to reduce anxiety and restlessness e.g. massage,
music, meditation.

Evaluate and document patient's response to interventions.

NOTE: Benzodiazepines (ATIVAN) have a limited role in the treatment of delirium and may cause
worsening confusion. Haloperidol is associated with a low frequency of sedation and hypotension
and should be avoided in patients with underlying Parkinsonism.

11. Myoclonus (tremors jerking of extremities):

a.

b.

Note: May indicate accumulation of analgesic metabolites. Obtain order to administer medication
to relax patient (e.g. LORazepam [ATIVAN]). Collaborate with physician to change analgesics
dose or another type of opioid.

Note: Some research indicates that hydration may be helpful if it is determined that dehydration is
contributing to these symptoms.

12. Audible Respirator ngestion:

a.

b.

C.

Discuss with physician and family the need to reduce or stop hydration and other
feedings.

Obtain orders to administer scopolamine patch every 72 hours. When initiating patch,
start 1 % Atropine Ophthalmic 2-3 drops sublingual every 4 hours around the clock x
24 hours, then every four (4) hours PRN.

Provide gentle oral suctioning PRN.

13. Discharge Planning:

a.

b.
¢. The Case Manager coordinates and facilitates discharge planning.
d.

Discuss with physician the option to consult Hospice if death is not imminent within 24-48 hours of
CMO orders.
Notify Case Management to arrange hospice meeting.

Discuss with physician the yellow State of Florida Do Not Resuscitate Order (DNRO) (Florida
Department of Health form DH 1896) form to be reviewed with patient/family. This form must be
authenticated by the physician and either the patient or if incapacitated, the patient's surrogate or
proxy, in order for it to be valid.

Offer deceased patient's families the Baptist Health bereavement brochure - Coping With “The
Loss of a Loved One” and “My Friend | Care: The Grief Experience.”

14. Documentation:

a.

b.
c.

Document results of pain assessment in the unit specific flowsheet or nursing
documentation tool.

Document opioid drip in the MAR and PCA/IV Opioid Infusion Record (HH 0096).
Document patient/family teaching of CMO standard of care in the electronic education
medical record.
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RELATED POLICIES, PROCEDURES, AND ASSOCIATED FORMS:
HH Administrative Policies:
e 400-7983-798 Adult Levels of End-of-Life Care (Stratification) including Withdrawal/Withholding
Life Prolonging Procedures - Bioethics
400-5830-1206 Advance Directives — Bioethics
400-2000-720 Telephone Orders — Nursing
400-5160-720-9 Animal Visitation — Infection Control
400-6050-706 Patient Visitation — Patient & Guest Services

HH Departmental Policies:

400-2000-390-01 Deaths - Nursing

400-2000-350-12 Pain Management - Nursing

400-2000-350-22 Patient Receiving Continuous IV Drip Medications - Nursing
400-7983-410 Palliative Care: Scope of Services - Nursing

» o o

HH Forms: available via the intranet

e Addendum 1: Comfort Measures Standard of Care: Guidelines for Continuous Infusion of Opioid
Analgesics at End of Life

e Addendum 2: Comfort Measures Standard of Care: Guidelines for Symptom Management with
fentaNYL Infusion at End of Life
HH-392 Adult Levels of End of Life Care Orders
HH-407 Determination of Patient's Condition and Authorization by Legal Decision-Maker to
Withdraw Life-Prolonging Procedures for Incapacitated Patients
HH-502 Deactivation of Cardiac Rhythm Device
HH-317 Adult Comfort Measures Orders (CMO)

ENFORCEMENT & SANCTIONS:
Violations of this policy will be referred to the nursing leaders and medical staff for further actions based

on internal policies.
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