THE ETHICS OF EATING
(OR NOT EATING)
AT THE END OF LIFE

2/15/2017

No subjeci provokes greater distress
and uncertainty, among both families
and health care professicnals, than
issues surrounding eating (or the
inability o eat) at the end of life.

OBJECTIVES

+» Describe the benefits and burdens of medically
assisted nufiition and hydration (MANH} at the end
of life

+ Describe communication strategies to facllitate
ethical decision-making regarding nutition and
hydration at the end of life




CONSIDER THESE CASES....
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1. An 87 y/o female with dementic from a NH
admitted 3 times in the past year with aspiration
pheumonia. One of the doctors has
recommended a feeding fube. The patienthas a
DNR but family is conflicted about this decision,
not wanting her to “starve to death.”" They ask
you what you recommend,

What do you say?

CONSIDER THESE CASES....

2. A 52 y/o male with head/neck cancer
aexperiencing dysphagla affer surgery and
radiation. He has been told he will fkely have to
rely on o feeding tube for the rest of his ife for his
nourishment.

How would you discuss this decisicn with him?

CONSIDER THESE CASES....

3. A 19 y/o undocumented fermale with anoxic brain
injury fallowing prolonged resuscitation efforts ofter her
famity found her vrresponsive and without pulse for an
unknown period of time, calling EMS, After 3 wasksin
the hosFitcE withou! neurclogicalimprovement, she s
extubated and made comfort care. However, o week
later this patient is still alive and breathing on her own,
still with no change neurologically, Her fomily is insisting
on a feeding fube.

Is it ethically appropriate te place a surgical feeding
lube in this patieni?




WHAT DO WE NEED FOR
NUTRITION & HYDRATION? i

= Gribeguit, idfe Phases b

{amgerdt]
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BASIC PRINCIPLES —‘

+ We always provide the food & woier needed.

* The “need"” for food and water af the end of iife
changes.

» ifis normal as a person enters the dying process to
eat and drink less,

= Our best guide is comfort and enjoyment.
* MANH is a medical treatment, net ordinary care.,

DEFINITIONS J

+ Anorexia
« Loss of appefite 2 inabillty to eat 2> weight loss
« Offen aresult of disease

+ Common In cdncer and other chronic diseases (end-stage
heart, lung, and liver disedse}

« Major contributing factor te cachexia syndroms
+ Cachexia
« State of malnutrition and wasfing resulfing from ancrexia

Weissenan, 2015]




DEFINITIONS
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» Primary Cachexia
« Invaluntary welght loss as a result of liness
« Metabolic rate > caloric Infake
« Inability to censerve profein
+ AIDS, cancer, sepsis, major trauma
» Secondary Cachexia
« Dysphagia (head & neck cancer)
« Oral and esophageal candidiasls
- Poor oral hygiene
» Gastric or bowel obsiruction
{Weissman, 2015

DEFINITIONS

« MANH refers to any method whereby food orwater is
provided other than chewing/swallowing.

« Non-oral feeding
= Nasegashic tube (NG
+ Gosirostomy (G fube of PEG)
» Guastrofeiunostemny {G-J tubej
» Total Parenteral Nutdilon {TPM)

« Arfificial hydration
+ Provision of water or elzcirolyle soluflon by any non-cral route (IV,
subcutaneous, NG/G/G) tube]

{Weissman, 20i5)
]
2 SCENARIOS
i - -
» Anorexia with earty » Continued weight loss
welght loss - increasing family
- Coreciable conditions concemn— usually
addressed greater than patient
» Oralsupplements used coencem
with shork-term weight » Discussion about the
stabilization use of MANH {g-fube or
+ Dietary counseling TPN)




TREATMENT - DRUGS
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» Drugs
» Progestin (Megace}
+ Cannabinoids {dronabinot)
« Steroids {dexamethasone)

« Impact
« Modest weight gain at best
» Minimal or none on survival duration
» Side effects
» Generally not helpful in cases of massive weight loss

{WeTssrman, 2015}

ISIT STARVATION?

Starvation Cachexia

Appetite Suppressed in Jate phase  Suppressed in early phase

Body mass index

Serum ajbumin

Total lymphocyte
count

Inflammatary
disease

Response to
refeeding

Nol predictive of monality
Low in laie phase

Low, responds to
refeeding

Usually not present

Reversible

Predlctive of morlality
Lew in early phase

Low, unresponsive io

refeeding
Present
Resistani
(Giokas, 2013}

.

“It is easy to lose sight
of the fact that not
eating may be one

of the many facets of

the dying process
and not the cause”

Robert McCann, JAMA Oct 13, 1889




COMMON CONCERNS
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« Oralintake is a symbol
= Eafing = Iiving {the most basie of hurman needs)
» Family role as protector and provider
+ “{love you, therefore | musf feed you"

+ Contusien that withholding MANH = euthanasia,
assisted svicide or murder
« Fear of legal, ethical, orreligious misconduct

" QUESTIONS FOR HEALTH
PROFESSIONALS

» What are the benefits and burdens of MANHZ
~ What are the ethicalissues surounding MANH?E

» How do we discuss this with our patients and
families?

3 PRINCIPLES TO WEIGH
_ BENEFIT VS BURDEN

+ Are we adding time to your life?

» Are we improving {or maintaining) your abillity to
function in your day to day life?

+ Are we improving (or maintaining) your quality of
life?




BENEFITS AND BURDENS OF MANII

Benefits

» May prolong fifein
selectad patients
« Younger
« Trauma
« ALS
« Head & Neck cancer
* May improve delfirium

Burdens

« Maintcining access

* Increqsed secrefions,
ascites, effusions,
edemaq, urine cutput,
diarrhea

= Risk of aspiration
pneumonic is = than
without
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BENEFITS AND BURDENS OF MANH

Benefits

» Maintains appearance
of life giving
sustenance

+ Maintains hope for
clinical improvement

= Avoidance of guilt by
family members

Burdens

» Wound infection

* Increased need for
restraints

« Tuberelated
discomfort

» Loss of pleasure with
oralintake

* Less human interaction

BENEFITS AND BURDENS OF PEG PLACEMENT
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Z Don’tinsert percutaneous feeding tubes in
+ individuals with advanced dementia, Instead,
offer oral assisted feedings.

Sirong evidence exisls that artificial nuirilion does not profong Tife or improve quallty
of life in patients with advanced demantia, Substantial functional

decline and recurrent or progressive medical iilnesses may indicate that a patient
who is not eating is unlikely 1o obtain any significant or fong-term

benefit from ariflicial nutrition. Feeding tubes are oflen placed afler hospitalization,
frequently with concerns for aspiraticns, and forthose who are

not ealing. Contrary 1o whal many people think, tube feeding doss not ensure the
patient's comfart er reduce suffering; it may cause fluid overload,

diarrhea, abdominal pain, local complications, less human interaction and may
inorease the risk of aspiration. Assistance with oral feeding is an

evidence-based approach o provide nutriiion for palients wilh advanced dementia
and feeding problems.

AL = Detitatad 1o Lomg Tez_g ti Care Medithis"

z ing A

& Choosing @

i Wisely Five Things Physicions
e e L and Patients $hould Question

hitp:tiwww. choosingwisely.crgiwp-contentiuploadsf201 3/09/AMDA-bihings-List Final.pdf
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ALTERNATIVES TO NON-ORAL
FEEDING

« allowing patient to eat/drink as desired, even with
aspiration risk

» Careful hand feeding by family cr caregiver

« Mo food or water with expectation that death will
result in days to a few weeks

» Meticulous mouth care

ETHICAL ISSUES

« There is no professional mandate to provide MANH
when burden/risk is greater than benefit.
« Baneficencs
» Mon-maleficence

« The AMA says:

= Ufe-sustaining treatment Is any freatment that serves fo
prolong life without reversing the underlying medical
condition....may include mechanicai ventiation, renal
dlalysis, chemotherapy, and artificial nutrition and
hydration. {AMA Code of Elhics 2087 2.20}




[ ETHICAL ISSUES
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- In principle, there is an obligution o provide
patients with foed and water (including MANH) for
those who cannot take food orally...exfends to
patients in chronic and presumably ireversible
conditions...who can reasenably be expected to
live indefinitely.

* MANH becomes marally oplionat when they cannot
reasonably be expected to prolong life or when
“excessively burdensome for the patient.”

Finical ond Refigiows Direciives for Catholic Hedlih Cale Senices

ETHICAL ISSUES

« "The truth thatlife is a precicus gift from God has
profound implications for the question of
stewardship over human life...the duty fo preserve
life is not absolute, for we may reject ife-prolonging
procedures that are insufficiently beneficial or
excessively burdensome.”

» Two extremes are avelided....insistence on uselass or
hurdensome fechnology (or] the withdrawai of
technology with the intention of causing death.

Ethical ond Rediplous Direclives lor Cathalic Health Cang Serites

TWO EXITREMES ]

Subjectivism Vitalism

Subjectivism ~ primary obligation to oneself
Medical freatment based solely on personal choice

Vitalism - life at all cost, taking into account the
biological/physiclogical aspect of a person




THE BALANCE
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« The means to profect and preserve a particular life
must fake account of concrete circumstances and
be cbieciively proportionate o the prospect of
improvement. When medical freaiment no longer
is proportionate to the real situation of the patient,
such treatment can be forgene or withdrawn
because it has become a burden 1o the patient
and amounis 1o nondcceptance of the aciual
human condition of the paiient

[Colemon, 2074}

COMMUNICATION STRATEGIES

Advance Care Planning
« Living Wil
= TPOPP
When patients cannot make their own decision
» Check for advance care document
« Present all medical facts and freaiment options to surogaie
» Solicit input from palient's volce
« If_ were sitting here, whai would he/she say/want?

+ Make d recommendation: glve permission jo sfop or hot
start MANH

+ Explain the option for a comfort-oriented soluflon

HELPFUL PHRASES

Tell me about your concems regarding your ioved one’s
eqting and drinking?

When people are dying, thelr body refects food. They usually
da not feel hungry. and eating may cause them to feel warse,
Here are my concems about using a feeding fube...

These are some of the problems that we see when we force
food/fiuid infe a person at this stage....

If this were my (mother/father/sister...) | would ...

Your loved one is not dying because he/she is nof
ediing...he/she is not eating because he/she is dying.

All dying patients lose thelr interest in eating in the days o
weeks leading up fo death; this is the body's signal that death
Is coming.

10




COMING TO A DECISION
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» Assess what patient/family understand about the
patient’s condition.

* Find the patient's voice if possible.
» Review goals of care for the patient.

« Review your knowledge of the literature and your
axperience in similar situations.

- Normalize the difficulty in making this decision.

» Treatis as a "“we" decision — make a
recompmenddation.

» Use time as an ally.

CONSIDER THESE CASES.... j

1. An 87 y/o female with demeniia from a NH
admitted 3 times in the past year with aspiration
pneumenia. Cne of the doctors has
recommended a feeding tube. The patient has a
DNR but family is conflicted about this decision,
not waniing her 1o “starve to death.” They ask
you what you recorimend.

what do you say?

CONSIDER THESE CASES. ...

2. A 52 y/o male with head/neck cancer
experiencing dysphagia after surgery and
radiation. He has been told he will likely have to
refy on ¢ feeding tube for the rest of his life for his
nourshment,

How would you discuss this decision with him#@
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% CONSIDER THESE CASES....
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3. A 19 y/o undecumented female wilh anoxic brain
injury following protonged resuscitation efforts after her
farmily found her unresponsive and without pulse for an
unknown period of time, calling EMS. After 3 weeksin
the hos]pih::t without neurologicalimprovement, she s
extubaled and made comfor care. However, a week
later this patient is still alive and breathing on her own,
stll with no change neurclogically. Her farmily is insisting
on a feeding tube.

Is it ethically approprtiate fo place a surgical feeding
tube in this patient?
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