
current resident or

Presort Standard
US Postage

PAID
Permit #14

Princeton, MN
55371

Inside

Vol. 80 • Number 2 May, June, July 2011

Recommended Reading–
All About Florence Nightingale

Page 5

ND Nurses Journal  Club
Page 6

THE OFFICIAL PUBLICATION OF THE NORTH DAKOTA NURSES ASSOCIATION
Circulation 14,000 To All Registered Nurses, LPNs & Student Nurses in North Dakota
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According to a Gallup poll nurses were ranked 
as the most trusted profession, for the 11th year 
in a row; 8 out of 10 respondents said nurses 
had high or very high ethical standards. Being a 
“most trusted profession” means we need to be 
ever vigilant that we are indeed trustworthy. 
Being trustworthy often requires reflection on our 
professional conduct. It is important to evaluate our 
performance and identify areas for improvement so 
measures can be taken to effectively fill in those 
gaps. The Standards of Professional Performance 
(Standards 7-16 in the Scope and Standards of 
Practice, ANA 2010) provide a clear description of 
the expected behavior of registered nurses. 

Achievement and retention of the #1 spot for 11 
years is an accomplishment worthy of celebration 
and reflection. National Nurses Week is May 
6-12, 2011. It is an opportunity to honor your 
nursing colleagues. This year the theme is Nurses 
Trusted To Care. While many of you may be 
involved in employer sponsored celebrations, I 
would encourage you to take time to personally 
recognize your colleagues. Write a note using the 
Standards of Professional Performance as your 
standard to compose a tribute to their competent 
level of behavior in a professional role. This way of 
recognizing is an act of reflection that honors your 
colleague and assists you to more fully come to 
know and live the standards. 

The Standards of Professional Performance 
begin with Standard 7 -ETHICS, (the RN practices 
ethically). Listed under this standard are a number 
of competencies expected of the RN. The first 
competencies states the RN uses Code of Ethics 
for Nurses with Interpretive Statements to guide 
practice. The Code of Ethics is found online at 
http://www.nursingworld.org/MainMenuCategories/
EthicsStandards/CodeofEthicsforNurses/Code-of-
Ethics.aspx. Standards of Performance - 8 through 
16 are education, evidence-based practice, quality of 

practice, communication, 
leadership, collaboration, 
professional practice 
environment, resource 
u t i l i z a t i o n ,  a n d 
environmental health. 
Each standard lists 
competencies or expected 
actions the RN takes to 
meet that standard. 

Imagine the honor it would be to have a colleague 
take the time to write a short note that documents 
your actions that model the competencies as listed 
under each of the standards. Imagine how the 
act of reflecting upon each of the standards while 
writing the note would assist you in identifying 
your own areas for ongoing improvement. What a 
wonderful gift to give yourself for Nurses Week. 

Nursing’s Social Policy Statement describes the 
“essence of the profession by discussing nursing 
as a profession that is both valued within a 
society and uniquely accountable to that society.” 
(ANA, 2010). The authority for nursing is based 
on social responsibility, which in turn is drawn 
from our social contract. This contract reflects the 
profession’s well established core values and ethics. 
To remain trustworthy, we must never overlook 
this social contract, even when faced with less 
than optimal work place environments. At the core, 
nursing must nurture and grow our reasons for 
being trustworthy, being “trusted to care” is the 
essential base upon which we stand. Happy Nurses 
Week…may it last the whole year long!
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You are cordially invited to join the North Dakota Nurses Association

See the NDNA Website at www.ndna.org
 Click on Membership

Under how to join
 Click on Membership Application (ANA website)

 Click on Full Membership
(Be ready to provide your email address)

Full membership is just $20.50/ month! Less than 70¢ a day!

The Mission of the North Dakota Nurses Association is
to promote the professional development of nurses and enhance health care for all

through practice, education, research and development of public policy.
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Published quarterly: February, May, August and November 
for the North Dakota Nurses Association, a constituent 
member of the American Nurses Association, 5265 Highway 
1806, Mandan, ND 58554. Copy due four weeks prior to month 
of publication. For advertising rates and information, 
please contact Arthur L. Davis Publishing Agency, Inc., 517 
Washington Street, PO Box 216, Cedar Falls, Iowa 50613, 
(800) 626-4081, sales@aldpub.com. NDNA and the Arthur 
L. Davis Publishing Agency, Inc. reserve the right to reject 
any advertisement. Responsibility for errors in advertising 
is limited to corrections in the next issue or refund of price 
of advertisement.

Acceptance of advertising does not imply endorsement or 
approval by the North Dakota Nurses Association of products 
advertised, the advertisers, or the claims made. Rejection 
of an advertisement does not imply a product offered for 
advertising is without merit, or that the manufacturer lacks 
integrity, or that this association disapproves of the product 
or its use. NDNA and the Arthur L. Davis Publishing 
Agency, Inc. shall not be held liable for any consequences 
resulting from purchase or use of an advertiser’s product. 
Articles appearing in this publication express the opinions of 
the authors; they do not necessarily reflect views of the staff, 
board, or membership of NDNA or those of the national or 
local associations.

Writing for Publication in the 
Prairie Rose

The Prairie Rose accepts manuscripts for 
publication on a variety of topics related to 
nursing. Manuscripts should be double spaced and 
in APA format. The article should be submitted 
electronically in MS Word to becky@ndna.org. 
Please write Prairie Rose article in the address 
line.

Articles submitted for continuing education 
need a purpose, objectives, and a post-test. You 
may request the necessary contact hour forms 
from Becky at becky@ndna.org.

Articles are peer reviewed and edited by the 
staff and RN volunteers at NDNA. 

Nurses are strongly encouraged to contribute 
to the profession by publishing evidence based 
articles. If you have an idea, but don’t know how 
or where to start, contact the office at NDNA: 701- 
223-1385.

The Prairie Rose is one communication vehicle 
for nurses in North Dakota.

Raise your voice. 

The Vision and Mission of the 
North Dakota Nurses Association 
Vision: North Dakota Nurses Association, 

a professional organization for Nurses, is the 
voice of Nursing in North Dakota.

Mission: The Mission of the North 
Dakota Nurses Association is to promote 
the professional development of nurses and 
enhance health care for all through practice, 
education, research and development of public 
policy. 
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Submitted by: Donelle Richmond

On March 12-13, 2011 I had the opportunity to 
attend the spring Constituent Assembly meeting 
of ANA in St. Louis, Missouri as the President 
designee for North Dakota. Immediately after 
arriving in St. Louis I was able to attend a 
reception at the Goldfarb School of Nursing at 
Barnes-Jewish College. They were showing off 
their simulation center, and they have every right 
to do that as it is extremely impressive. Consisting 
of approximately 28 beds spread over 3 rooms, they 
had the latest in simulation technology starting 
with labor and delivery and covering the entire life 
span. Their students are well-prepared to enter the 
clinical practice setting.

ANA President Karen Daley gave her address 
during the first morning’s session. She spoke 
about the challenges being faced by the Affordable 
Care Act passed and signed into law one year 
ago. These challenges include legislative attempts 
to repeal the law, “defunding” of the various 
mandates, and the multi-state law suit challenging 
the constitutionality of the legislation. That 
law suit will ultimately end up in the Supreme 
Court. If you are interested in learning more 
about the Affordable Care Act, check out www.
healthcareandyou.org. The site also has a state by 
state listing of health care options under the new 
law. If you want to get involved in helping preserve 
this legislation, go to www.rnaction.org.

President Daley also spoke about the difference 
between a professional association and an 
association of professionals. A professional 

Constituent Assembly Report–March 2011
association works to sell itself, while an association 
of professionals works to sustain and engage its 
member, bettering their lives and their work. ANA 
has had an impact on the life and work of every 
nurse in the country. One of her goals as President 
is to unify the profession as an organization in 
order to move forward.

Much discussion was held regarding the 
Constituent Assembly meeting itself and how it 
can best meet the needs of the state associations. 
There was strong support for having face-to-face 
meetings twice a year, one of which would be in 
conjunction with the House of Delegates when they 
meet, while continuing to investigate technology 
options to include everyone. The November meeting 
will continue to be at ANA expense, while the 
spring/summer meeting will be cost-shared with 
the C/SNAs. There was a willingness expressed by 
the states with larger membership numbers/larger 
budgets to participate in a cost-sharing program 
that would enable all states to attend.

After last year’s House of Delegates, a Dues 
Task Force was formed to look at the ANA 
dues structure and recommend revisions. Their 
full report can be found on the ANA web site 
under the Dues Task Force tab. Overall, their 
recommendations were very well received. The 
current dues structure is very complex and results 
in an inequitable return of dues money back to 
the individual C/SNAs. The new structure will 
make the rebates equitable to all states, resulting 
in some states getting less money back from ANA 
(mainly the collective bargaining states), and some 

states getting more money back. North Dakota will 
see a very slight increase.

The new proposal will change the dues rebate to 
Strategic Development Initiative (SDI). The total 
percent of dollars returned to the states will not 
change, but how it is returned will change. Each 
C/SNA will get 19% of their member’s dues money 
returned to them. The difference between this total 
amount of money and the total amount previously 
returned is about $700,000.00. This money will 
be placed in a national strategic development 
fund that will be overseen by the ANA Board of 
Directors. The Board will be able to invest this 
money in the individual state associations to help 
them survive and/or thrive.

The current rebate program will end December 
31, 2011 and the new structure will start January 
1, 2012 for a period of three years, at which time it 
will be re-evaluated. As before the rebate amount 
is tied to our membership numbers. The more 
members we have the more money we will get 
back.

One issue brought forth by several states is the 
difficulty in keeping retired nurses active in the 
association due to the bylaw that requires members 
to be a licensed nurse, and their difficulty in 
maintaining licensure while no longer working. 
The Bylaws committee will be looking at this issue 
prior to the next HOD.

Overall this was another awesome opportunity I 
was able to participate in. I was again impressed 
by the cohesiveness and sense of purpose displayed 
by those attending. It truly does make me proud to 
be part of this organization.
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By Becky Graner MS RN

In Plato’s Allegory of the Cave Plato describes 
a group of people who have lived chained 
to the wall of a cave all of their lives, facing 
a blank wall. The people watch shadows 
projected on the wall by things passing in 
front of a fire behind them, and begin to 
ascribe forms to these shadows. According 
to Socrates, the shadows are as close as the 
prisoners get to viewing reality. He then 
explains how the philosopher is like a prisoner 
who is freed from the cave and comes to 
understand that the shadows on the wall do 
not make up reality at all, as he can perceive 
the true form of reality rather than the mere 
shadows seen by the prisoners.

The Mission of the North Dakota Nurses 
Association is to promote the professional 
development of nurses and enhance health care 
for all through practice, education, research, and 
development of public policy.

“Public policy manifests the common sense 
and common conscience of the citizens as a whole 
that extends throughout the state and is applied 
to matters of public health, safety, and welfare. 
It is general, well-settled public opinion relating 
to the duties of citizens to their fellow citizens. 
It imports something that fluctuates with the 
changing economic needs, social customs, and 
moral aspirations of the people. Public policy enters 
into, and influences, the enactment, execution, and 
interpretation of legislation.” http://legal-dictionary.
thefreedictionary.com/Public+Policy 

Over the course of the last year, there have been 
those who criticize NDNA for being “too political.” 
I would respond- You cannot develop public policy 
without being political. So, yes, NDNA is political. 
NDNA influences the enactment, execution and 
interpretation of legislation by being politically 
active. A set of criteria is developed by members 
who choose to participate in this process. These 
criteria are used to evaluate present laws and 
policies and support or enact change to move the 
legislative process in the direction that most 
closely aligns with overall philosophy. That 
philosophy is based on the ANA’s Social Policy 
Statement, Nursing’s Code of Ethics, and the 
Scope and Standards of Practice. Developing the 
political platform is a process that helps shape 
an organizations’ philosophy. It is not left to a 
“vote” where there are winners and losers. Rather, 

The Allegory of Politics
consensus is sought, working through the diverse 
viewpoints, coming together to collaborate and 
communicate respectfully. If you seek to provide 
input into this or any organizations’ philosophy you 
need to show up at the table. Those with differing 
points of view are expected to participate under 
the rules of civil discourse. 

Often times NDNA is viewed as “Democratic”. 
I did a search of both the Republican and the 
Democratic websites. At the Democrat website I 
found the following: “the Democratic party was 
founded on the conviction that wealth and privilege 
shouldn’t be an entitlement to rule and the belief 
that the values of hardworking families are the 
values that should guide us. [Democrats] got here 
by rewarding hard work and responsibility, by 
investing in people, and by growing our country 
from the bottom up. At the GOP website I found 
the Republican Party describing them-selves as 
valuing the importance of individual freedom, 
the importance of personal responsibility, and the 
reduction in the powers of Federal government. 
Democrats are seen as increasing the reach of 
federal government, Republicans are seen as 
decreasing the reach of the federal government. 
In my view, it is not so much what is believed but 
how you enact that belief that becomes the point of 
so much contention. Nursing by virtue of “taking 
care of others” tends to be viewed as embracing the 
Democratic point of view. In reality there are both 
(and more) political viewpoints held by members 
of NDNA. I find it is far more productive to honor 
all points of view and seek solutions from these 
vibrant and divergent groups to solve the problems 
we all face as Americans. 

“Political philosophy is the study of human 
social organization and of the nature of man/woman 
in society. A political philosopher is likely to ponder 
the following questions: What is the ideal form of 
government? Is it aristocracy, monarchy, theocracy, 
democracy, some mix of the different systems, or 
absolutely no government at all (anarchy)? And 
which economic system is best? A predominantly 
capitalistic one, a socialistic one, or perhaps a mix 
of the two? At what point in history did people agree 
upon the “need” for government? How did they live 
before the inauguration of government – i.e., in the 
“state of nature”? Are people inherently good or bad, 
or neither? Are the problems of society owing mostly 
to man’s fallen nature, to bad social organization 
and management, or to something else? What 
remedial agency does the world most need? More 
religion and spirituality? Wiser, abler rulers? Fewer 
laws and regulations? By what criteria can a society 
be judged good? By its wealth? By the way in which 

it treats its poorest members? By the richness of its 
art and culture? By the ease with which personal 
bonds are formed? Are we “our brothers’ keeper”? 
Do we have any responsibility to those less fortunate 
than ourselves? These are merely a few of the many 
questions that political philosophers ponder.” 
http://www.philosophicalsociety.com/Political%20
Philosophy.htm 

Nursing is by its nature a social-political part of 
society. ANA in the 2010 edition of Nursing’s Social 
Policy Statement writes: “Professions acquire 
recognition and relevance primarily in terms of 
needs, conditions, and traditions of particular 
societies and their members. It is societies (and 
often vested interests within them) that determine, 
in accord with their socioeconomic, political, and 
cultural conditions and values, what professional 
skills and knowledge they most need and desire.” 
(p. 3). 

Our very existence is based on politics. I have 
come to conclude those who criticize the political 
work of nursing professionals (who happen to 
be in an organization) do not understand nor 
embrace the full scope of nursing practice. After 
all nursing is “the protection, promotion and 
optimization of health and abilities, prevention of 
illness and injury, alleviation of suffering through 
the diagnosis and treatment of human response, 
and advocacy in the care of individuals, families, 
communities, and populations.” (ANA, 2010, p. 3). 
Advocacy sometimes requires that the advocate 
move outside the work setting; traveling far 
upstream, even finding one self heavily enmeshed 
in the political arena; needing all the critical 
thinking skills of a nurse! This political role is 
essential to initiate and sustain public policy that 
allows the nurse to care for individuals, families, 
communities, and populations. 

Too often nurses run from “politics”, labeling 
the process as bad, unnecessary, and in some cases 
expressing that nurses should not be involved in 
politics at all. I ask you be aware of the “allegory 
of the cave” when defining your reality. The work 
of nursing happens in many more places than 
just where you are employed. Nursing practice 
occurs everywhere. Even in the political arena, 
where a different type of CPR is needed. Courage, 
Persistence, and Respect. 

Yes indeed, NDNA is political, and you can 
thank the wise folks who founded the organization 
way back in 1912, and all those that came after 
for understanding the need to be politically savvy 
for without their work in establishing public policy 
the professional practice life you enjoy today could 
have been very different. 
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NDNA is happy to 
announce Susan Strauss 
RN Ed.D., a national and 
international speaker, 
trainer and consultant, 
has agreed to present at 
the NDNA conference 
scheduled for October 
5, 2011. Dr. Strauss’s 
areas of expertise include 
harassment and bullying, 
organization development 
a n d  m a n a g e m e n t /
leadership development. 
Her clients are from 
healthcare, education, 
business, law, and government organizations from 
both the public and private sector. Susan conducts 
bullying and harassment investigations, works as 
an expert witness for harassment lawsuits, and 
coaches those managers and employees that need 
assistance in stopping their harassing or bullying 
behavior.

Dr. Strauss authored the book, Sexual 
Harassment and Teens: A Program for Positive 
Change. Her new book, Sexual Harassment and 
Bullying: A Guide to Keeping Kids Safe and 
Holding Schools Accountable, will be available late 
fall, 2011. She also has authored book chapters, 
articles in professional journals, and written 
curriculum and training manuals. Susan has been 
featured on The Donahue Show, CBS Evening 

Mark Your Calendars for the 
NDNA Fall Conference 

October 5th & 6th in Bismarck, at the Ramkota Hotel
(800 South 3rd St.) … across the street from Kirkwood Mall.

Susan Strauss,
RN, EdD

News, and other television and radio programs 
as well as interviewed for newspaper and journal 
articles such as the Times of London, Lawyers 
Weekly, and Harvard Education Newsletter. She 
conducted research on bullying and harassment 
in healthcare for her doctorate. Her doctorate is in 
organizational leadership/ development. 

Dr. Strauss has presented at international 
conferences in Botswana, Egypt, Thailand, Israel, 
and the U.S., and conducted sex discrimination 
research in Poland. She has consulted with 
professionals from other countries such as 
England, Australia, Canada and St. Maartin. 

Dr. Strauss received her nursing education at 
Abbott Hospital School Nursing, she has a BA in 
Psychology and Counseling, a MS in Community 
Health, and received a Professional Certificate in 
Training and Development from the University 
of Minnesota, and she attained her Ph.D. in 
Organizational Development from St. Mary’s 
University. 

Watch for conference details and registration 
information this summer at the NDNA website 
www.ndna.org. 

Make plans to join us! We hope to see you at 
the NDNA fall conference on Wednesday, October 
5, 2011 in Bismarck at the Ramkota Hotel. NDNA 
annual business meeting will take place on October 
6th; you are invited to join us this day as well. 

Contact Becky Graner at becky@ndna.org for 
further information. 

Recommended 
Reading – 

All About Florence Nightingale 

Florence Nightingale’s Notes on Nursing & 
Notes on Nursing for the Labouring Classes: 
Commemorative Edition with Historical 
Commentary (2010, Skretkowicz, Ed., Springer 
Publishing Company).

Florence Nightingale was 
born May 12, 1820. Nurses’ 
day is celebrated on this 
date to commemorate her 
contributions to nursing. If 
you have not taken the time to 
read about her work here is a 
fine collection of her writings. 
I recommend you read this 
book through the lens of what 
life was like for women during 
the late 1800-early 1900s. 
Her achievements are nothing 
short of miraculous given 

the society in which she lived. Less you dismiss 
the duties of a the nurse as nothing more than a 
housekeeper, cook, and laundress; read deeper to 
discover the social/ political skills necessary to 
accomplish changes such as clean environment, 
healthy food, washing your hands, comforting the 
sick and injured. Ms. Nightingale was smart enough 
to know to start with what you are handed and with 
perseverance and courage the lives of many people 
were and still are being saved. 

An excellent companion 
to expand your reading 
about Florence Nightingale 
is Florence Nightingale 
Today: Healing Leadership, 
Global Action (2005, Dossey, 
Selanders, Beck, and 
Attewell, ANA).

While the first book takes 
you back, this one takes you 
forward. There are essential 
core elements in nursing that 
can never be lost or forgotten. 
Pentimento, which means that which is hidden to 
the eye – such as when a painter paints over an 
original image and is only known when the new 
layer of paint is removed, so the underlying image 
becomes known is a technique used in this book to 
illustrate Nightingale’s underlying concepts that 
continue today; theories such as Nightingale’s body 
of work on contagion and disease transmission. A 
theory that evolved over time because of life long 
learning beliefs she held as essential for the nurse 
to possess. As new science and evidence evolved 
she would embrace new theories and let go of old. 
A behavior all nurses must embrace today. 

The books are an eye opening journey back into 
the history and the path forward for the future of 
nursing. 

Happy Nurses Day! 
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How to Write a 
Resolution

The NDNA Board of Directors is calling for 
members to formulate resolutions and members 
are reminded that the Fall Business Meeting 
will be held Oct. 6, 2011. Members are reminded 
to submit resolutions to the Board of Directors 
before the Fall Meeting so proposals can be shared 
with the membership. If you need help drafting a 
resolution or making a main motion please contact 
Becky Graner at becky@ndna.org 

How to Write a Resolution
1. The name of the resolution should be titled by 

the subject matter.
2. The first sentence must reference the 

responsibility of the entity named to take the 
action.

3. The next sentence or following portion of the 
resolution should document facts or reasoning 
why the action is being taken. This is where 
you use the terminology–Whereas, whereas, 
whereas, (state the evidence …you should have 
references) 

4. The last statement on the resolution consists 
of the action being voted on such as “Now 
Therefore be it resolved to...

How to Make a Main Motion
Main motions are made during the business 

meeting. They must be written and handed to 
the President after you stand and address the 
membership and read the motion. You must 
identify yourself, indicate the proposed cost of 
implementation of your motion, and identify how 
the motion supports the strategic plan. You begin 
your address with “I move”... The Motion must get 
a second before full vote of membership assembled 
will be able to vote on the motion. 

If you so choose to wait until the business 
meeting to make a main motion, please be 
prepared to answer questions from the membership 
assembled. 

The ND Nurses Journal Club has 
new postings to the website at http://www.
ndnursesjournalclub.com/. University of Mary 
nurse practitioner students have contributed 
to the website by providing their Critically 
Appraised Topics, completed as an assignment 
during their course of study. NDNA would like 
to thank them for their outstanding work. In an 
effort to disseminate this professional work we 
have provided an outstanding example below and 
you are encouraged to visit the website, click on 
the CAT /articles/ forms tab at the top of the page 
to read all the new 2011 CATs published to the 
Online Journal Club website. 

Ms. Sommerfeld’s work is a fine example of how 
nurses can influence policy by embracing evidence 
based practice. 

Critically Appraised Topic

Peripheral Intravenous Catheter 
Duration And Infection Risk

February 2011
Appraised by Sarah Sommerfeld, RN, FNP-s

Clinical Scenario
Mrs. Y is a difficult ‘stick’, and peripheral 

intravenous access was achieved initially after five 
unsuccessful attempts. She has had this access in 
place for three days, and policy mandates that the 
site be changed to decrease infection risk. Mrs. Y 
pleads with you, her provider, to allow the access 
to stay in place for the remainder of her in-patient 
therapy, estimated at an additional two days. 

Clinical Question
Does routine replacement of peripheral 

intravenous catheters in the adult population 
decrease infection rates when changed between 
36-72 hours versus changing only when clinically 
indicated? 

Articles
Webster, J., Osborne, S., Rickard, C., & Hall, 

J. (2010). Clinically-indicated replacement versus 
routine replacement of peripheral venous catheters 
(Review). Cochrane Database of Systemic Reviews. doi: 
10.1002/14651858.CD007798.pub2. 

Blot, F., Estphan, G., Boughaba, A.,Soltani, D., 
Edé, C., & Chachaty, E. (2008). Is routine changing 
of peripheral arterial catheters justified?. Clinical 
Microbiology & Infection. pp. 813-815. doi:10.1111/j.1469-
0691.2008.02001.x.

Critical Review of Study/Summary 
of Key Evidence

Randomized controlled trials comparing routine 
removal of peripheral intravenous (IV) catheters 
with removal only when clinically indicated in 
hospitalized or community-dwelling adult patients 
receiving continuous or intermittent infusions were 
reviewed. Performed via the Cochrane Peripheral 
Vascular Diseases Group, results demonstrated 
that no evidence of benefit to patients exists from 
routine changing of catheters every three to four 
days.  

Five trials including 3,408 patients 
demonstrated 44% reduction (0.2 versus 0.4%) in 

ND Nurses Journal Club
suspected bacteraemia 
related to IV catheters in 
the clinically-indicated 
change group (odds 
ratio (OR) 0.57; 95% confidence interval (CI) 0.17 to 
1.94; P= 0.37). Assessment of phlebitis in six trials 
of 3,455 patients demonstrated a non-significant 
increase in phlebitis in clinically-indicated group 
(9 versus 7.2%) (OR 1.24; 95% CI 0.97 to 1.32; P= 
0.777). A measurement of phlebitis using device 
days totaling 8779 from five trials demonstrated 
no statistical difference in the clinically-indicated 
versus routine replacement groups (OR 1.04 
combined; 95% CI 0.81 to 1.32; P=0.777). Cost 
measurements obtained analyzing two trials of 961 
patients demonstrated that cannulation costs were 
significantly reduced in clinically-indicated group 
(mean difference (MD) -6.21; CI -9.32 to -3.11; P= 
<0.000). The level of evidence determined a 1a 
recommendation per Cochrane Review.

In the Blot, et. al. study, cancer patients 
admitted to medical-surgical intensive care unit 
(ICU) services were diagnostically case-control 
studied during a continuous nosocomial infections 
surveillance program. 217 peripheral IV catheter 
sites among 189 patients yielded a mean of 4.0 + 
5.3 days indwelling time; quantitative cultures 
performed at time of removal revealed a negative 
result 93.1% (202 instances) rate of infection. 
8.6% (7 episodes) of peripheral IV catheters 
demonstrated colonization and bacteraemia; 1.2% 
(1 episode) of coagulase-negative Staphylococcus 
strain on day 8, out of 1000 days of catheter 
use. Rates of colonization were tested at 5-day 
intervals; 4.3% days 1-5, 5.3% days 6-10, and 12.7% 
greater than 10 days per 1000 days of catheter 
use observed. Level of evidence in this study 
determined at 1b recommendation. 

Clinical Bottom Line
A review of the evidence per the Cochrane 

Peripheral Vascular Diseases group (2010) using 
RCTs demonstrated that it is acceptable for 
peripheral IV catheters to remain in place beyond 
three to four days when there are no clinically 
indicated signs of compromise, including phlebitis. 
No duration of use was indicated as statistically 
significant for infection to occur. Blot, et. al., 
(2008) demonstrates that there is no increased 
risk of infection in peripheral IV catheters residing 
greater than three to four days but less than ten, 
among patients who are immune-compromised 
when appropriate techniques are utilized during 
placement.  

Implications for Practice
It is essential to ensure that placement of IV 

catheters utilizes proper technique, and once 
this is accomplished no greater risk of infection 
is present in patients who have an existing 
peripheral IV site beyond three to four days. 
Policies can be changed for dwelling times to 
reduce costs related to placement and distress for 
patients during placement without a significant 
increase in infection rates when proper techniques 
are maintained prior to initializing and during use 
of peripheral IV access. Clinical monitoring of IV 
sites should continue to be performed routinely for 
signs of clinically indicated discontinuation. 
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Key Terms
For goi ng  l i fe -

sustaining treatment: 
To do without a medical 
i nt er vent ion  t hat 
would be expected to 
extend the patient’s life. 
Forgoing includes withholding (non-initiation) 
and withdrawing (stopping).

Life-sustaining therapies include but are 
not limited to: Cardiopulmonary resuscitation; 
cardiac support devices (pacemakers, internal 
cardiovertors/defibrillators, intra-aortic balloon 
pumps) and cardiac medications; respiratory 
support devices (invasive and non-invasive 
mechanical ventilation, oxygen, and respiratory 
medications); renal support devices (dialysis 
in any form) and renal medications; blood 
products; parenteral and enteral nutrition and 
hydration; cancer treatments; and surgery 
(HPNA, 2008).

Clinician-physician or other non-physician 
providers of health care who render services. 
Such providers may include advance practice 
nurses or physician assistants.

Introduction
From the early discovery of penicillin to 

more recent breakthroughs of cardiac stents 
and angioplasty, the rapid growth of medical 
knowledge and technology is astonishing (Bakitas, 
Firer Bishop, & Caron, 2010; H&HN, n.d.; PBS, 
2010). With this growth have come an increasing 
number of diagnostic tests and treatment options 
which creates almost endless possible choices we 
face along our journey of life and our ultimate 
conclusion death (Dunn, 2009; Thelen, 2005). 
Throughout most our lives, medical decisions are 
fairly easy and straightforward. If we become ill, 
we go to a healthcare provider and get treated. 
We tend to listen to the provider and do what is 
suggested with the goal of getting better. As we 
get older with more co-morbidity, these decisions 
and resulting actions become less clear and 
obvious. Tests and interventions may only offer 
limited benefits and may come with more painful 
or burdensome side effects (Campbell, 2010a; 
Eagan City & Labyak, 2010; Prince-Paul & Daly, 
2010). Our enthusiasm for technology and cure 
often dominate our thinking and we equate better 
technology with improved quality of life. Often 
times the burden (both cost and out time input) of 
treatment and the real outcomes are overlooked 
(Bakitas et al., 2010; Thelen, 2005). Most of us feel 
uncomfortable discussing our future health and we 
are even less likely to discuss and make decisions 
regarding the possibility of loss of control and our 
inevitable end of life. 

Chronic illness and longer life spans are 
more than likely a part of our future. Despite 
all the advances, in the end, death is not ‘an 
option’. Discussions and conversations regarding 
a person’s wishes, preferences and goals often 
do not occur until we are in an acute, critical 
situation, overwhelmed with the choices presented 
to us. Healthcare communication has not always 
kept pace with the medical advances, leading to 
situations where we lack knowledge of our full 
range of choices for ongoing care and treatments 
(Bakitas et al., 2010). All too often, patients are 
transferred to the acute care setting, where life-
sustaining measures are administered because a 
treatment plan and medical care orders have not 
been completed and placed in the patient’s chart. 
One study demonstrated that fewer than 25% of 
advance directive orders were carried over from the 
nursing home to the acute care hospital (Emanuel, 
Ferris, von Gunten, &Von Roenn, 2010). We are 
now given the end of life decision-making capacity 
which was once that of the physician and many of 
us are ill prepared to make those choices. 

Difficult Choices: Forgoing Life-Sustaining Treatment

Patient Self Determination Act
The Code of Medical Ethics from the AMA 

(1984) recognizes that the principle of patient 
autonomy requires clinicians to respect the 
decision of patients to forgo life-sustaining 
treatment when they possess decision-making 
capacity. The belief that patients have the right 
to autonomy led to the Patient Self Determination 
Act (Campbell, 2010a). The American Nurses 
Association (1991) believes that nurses should 
play a primary role in implementing the Patient 
Self-Determination Act. The Act requires that all 
individuals receiving medical care must be given 
written information about their rights as defined 
by state law to make decisions about medical care, 
including the right to accept or refuse medical 
or surgical treatment. It is the responsibility of 
nurses to facilitate informed decision-making with 
patients including decisions about end-of-life care. 
The nurse’s role in advance directives is to educate 
and be an advocate. Patients must be made aware 
of their right to make decisions about their health 
care upon admission, during enrollment, and upon 
receipt of care or when the patient comes under an 
agency’s care.

Although the Patient Self-Determination Act is 
a federal law that requires health care providers to 
educate their patients and the community on issues 
related to advance directives, the federal law takes 
no stand on the type of decisions a person should 
make. This law does not require actual execution 
of an advance directive (NDDHS, 2007). 

Goals of Care
Every patient makes choices based on a personal 

sense of who they are, what they like to do, the 
level of control one likes to have, the goals for one’s 
life and things hoped for. These hopes, goals, and 
expectations regarding health may change with 
the onset of an illness (Campbell, 2010a; Eagan 
City & Labyak, 2010). Possible goals for care may 
range from prevention, cure, and prolongation 
of life, to achieving a good death, while relieving 
suffering. Interventions may be used to reverse 
illness or restore health while concurrently efforts 

are made to relieve suffering and improve quality 
of life. Goals for care should be discussed and 
agreed upon while providing choices and allowing 
for the level of control the patient and family are 
willing to assume. Regular reassessment of goals 
and priorities ensures that patients, families, and 
the entire health care team are working together to 
maximize the patient’s quality of life (Bookbinder, 
2010; Eagan City & Labyak, 2010; PBS, 2010; 
Prendergast & Puntillo, 2002).

After determining the general goals of care, 
the healthcare team should discuss specific tests 
and treatments with patients and their families. 
These discussions will include risks, benefits, 
and burdens as well as whether these treatments 
will possibly help achieve the patient’s overall 
care goal. Decisions patients make about surgery 
and antibiotics are often strongly predictive of 
use of other invasive and noninvasive decisions 
(Emanuel, Ferris, von Gunten, & Von Roenn, 
2010). From these discussions, the healthcare 
team can better determine the patient’s level of 
hope, understanding of prognosis, and rationale for 
choices. 

Why Choices and Options?
Most patients want to be involved in the decision 

making process. When patients are seriously ill 
with advancing disease or multiple co-morbidities, 
the healthcare team must seek clarification of 
how aggressive the team should be to initiate 
life sustaining measures. One of the greatest 
fears patients face is the loss of control. Clear 
communication techniques are indispensable in 
these discussions. If one were to ask, “Do you want 
everything done?” this leaves the patient wondering 
what ‘everything’ could entail. Instead options 
should be reviewed including risks, benefits, 
burdens, and potential outcomes (Campbell & 
Guzman, 2003; Campbell, 2010). The risk remains 
that patients and their families may feel obligated, 
if asked by a healthcare professional, to accept all 
options that are offered. It is necessary to convey 
to the patient and family the changes in quality of 
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life and well-being that are commonly encountered 
with the natural progression of the disease or 
condition (Dahlin, 2010).

Forgoing life-sustaining therapies can be one 
of the most difficult choices patients and families 
face during life threatening and serious illness. 
As life-sustaining therapies have emerged, so 
have the ethical and legal consequences about 
the appropriate use of these treatments. Patients 
and families may struggle with these choices, 
regardless of whether withholding or withdrawing 
treatment is being considered. Acknowledging a 
patient’s and family’s choice to forgo treatment is 
imperative. Matters of withholding or withdrawing 
treatment depend on the specifics of each 
individual’s circumstances. Some patients may 
choose to begin treatment, while setting goals and 
time frames and choosing to withdraw at a later 
date (Campbell, 2010a; Lemberg, 2010).

Ordinary Versus Extraordinary 
Treatment

The terms “ordinary” and “extraordinary” are 
words often used in an attempt to distinguish 
treatments that may be ethically withheld or 
withdrawn from treatments that cannot be stopped. 
This distinction is almost entirely dependent on 
the values and clinical situation of each individual 
patient (Prince-Paul & Daly, 2010). Therefore, 
these terms are a source of great confusion to 
health care persons and patients when setting 
goals and making choices. Sometimes “ordinary” 
is distinguished from “extraordinary” by appealing 
to the commonness of a treatment or its level 
of technical difficulty. This distinction is often 
misleading because it focuses attention on factors 
that are irrelevant to decisions of withholding 
or withdrawing treatment. No treatment is 
characteristically ordinary or extraordinary. 
The benefits and burdens of procedures and or 
treatments individualized for each patient provides 
more important information for decision-making 
(Hallenbeck, 2005; Spielthenner, 2007). 

Factors Affecting Decision Making

Communication and Timing of 
Communication

The process of making treatment decisions is 
as important as the decision themselves. Effective 
communication among clinicians, the healthcare 
team, patients or surrogates, and families enriches 
trust and increases the likelihood of agreement 

about the decisions made. The importance of 
developing trusting relationships is paramount 
(Dahlin, 2010). Patients often have many 
clinicians, nurses, therapists, and other hospital 
personnel involved in their care. It is imperative 
for good care to have clear communication with 
the patient and family throughout the process of 
decision-making when the possibility of forgoing 
treatment is being considered (Thelen, 2005). The 
more complicated the situation, the more attention 
should be paid to collaboration among all those 
participating in the care. It is recommended that 
one attending clinician be designated as the 
spokesperson for the health care team and be 
responsible to discuss treatment options with the 
patient/family/surrogate decision-maker (Endlink, 
2004; Prince-Paul & Daly, 2010; Thelen, 2005). 
All healthcare team members should be aware of 
the patient’s values regarding quality of life and 
the patient’s beliefs about postponing death. The 
healthcare team should avoid imposing their own 
values on patients and their families. Healthcare 
professionals should provide information that is 
relevant to treatment goals and decisions. This 
information should be communicated in language 
and fashion that patients can understand (Treece, 
2010). When multiple healthcare team members 
provide information, they should confer with one 
another and be consistent in their communications 
to the patient (Ackerman, 2000; PBS, 2010). The 
treatment team should present the information in 
a way that assures the patient that every medically 
appropriate treatment option has been or will 
be tried, and tried long enough to know whether 
benefit could occur. Other members of the health 
care team should be made aware of the outcomes 
of discussions with patients or their surrogates 
(Dahlin, 2010). 

The critical timing and presentation of initial 
discussions about life-sustaining treatment 
with patients and their families often create 
uncomfortable situations for most healthcare 
providers. Unfortunately, conversations often occur 
under emergent or critical situations. This crisis 
creates an overwhelming situation, causing many 
patients to grasp at any hope for survival. 

Non-emergent conversations provide information 
and education to patients and their families, thus 
allowing time for less stressful dialogues that 
would facilitate informed consent. Discussions 
include recommendations about outcome goals as 
well as the treatment plan. Providers of care must 
ensure that the patient’s wishes are documented 
and will be supported by the healthcare team 
(Treece, 2010). All health care team members 
involved in these conversations must have the 
knowledge and skills necessary to communicate 
clearly and effectively and be able to document and 
follow the life-sustaining treatment plan (Campbell 
& Guzman, 2003; Curtis, Engelberg, Wenrich, 
Nielsen, Shannon, Treece, Tonelli, Patrick, 
Robins, McGrath, & Ruben, 2002; Dahlin, 2010; 
Prendergast & Puntillo, 2002). 

In an intensive care unit (ICU), a patient may 
become unable to communicate with the clinicians 

and the healthcare team. It often falls upon the 
families and loved ones, in consultation with 
clinicians, to discuss and decide on matters of 
forgoing life-sustaining therapies. Nurses and 
healthcare team members must be prepared to be 
active listeners, gathering information, responding 
to issues, and supporting families during these 
conferences (Dahlin, 2010).

Emotionally stressful decisions are often a 
source of disagreement among family members. 
Failure to resolve such differences may create 
conflict that compromises patient care, causing 
guilt among family members, and creates 
frustration for health care professionals. Care 
includes assisting family members with the burden 
of decision making (Dahlin, 2010; Prendergast & 
Puntillo, 2002).

Level of Understanding
Nurses are expected to advocate for patient’s 

preferences while helping families to understand 
their options and the right to choose (Curtis et al., 
2002; Dahlin, 2010; Levy, Ely, Payne, Engelberg, 
Patrick, & Curtis, 2005; Prince-Paul & Daly, 
2010). During a family conference in which options 
are presented, it is essential to ask patients and 
families about their perception of the illness and 
to discuss their concerns and general goals of care 
before any decisions are rendered. Misperceptions 
are common and need to be clarified (Ackerman, 
2001; Dahlin, 2010; EndLink, 2004; Treece, 2010). 
The decision making process typically takes 
time however; the patient’s status may require 
a shortened time frame for those choices to be 
processed. Having time to ponder all the options 
may not exist. The patients and families need 
language they can understand to make the most 
informed decision.

Legal
All states have laws related to withholding 

or withdrawing life-sustaining treatments. 
Institutional policies generally recommend that 
when in doubt, the plan of care should provide 
treatment to prolong life. Patients with decision-
making capacity can choose to forgo any medical 
interventions at any time (Ackermann, 2000; 
Endlink, 2004; NDDHS, 2007; PBS, 2010; Prince-
Paul & Daly, 2010).

Ethical
The main ethical issues regarding forgoing 

life sustaining therapies include autonomy, 
beneficence, non-malfeasance, justice, and 
competency. The overall assumption is that the 
primary task of health care providers is to promote 
health and alleviate suffering, and whenever 
possible to save lives. Health care providers must 
take every precaution to avoid harming patients 
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when they provide treatment. They are expected 
to respect a patient’s autonomy and integrity 
as well as adhere to the principle of justice, 
which requires all to be treated equally (Prince-
Paul & Daly, 2010). Unfortunately, there are 
considerable differences in knowledge and beliefs 
between clinicians and the general public about 
healthcare situations and the resulting ethical 
dilemmas. Differences in attitude, reasoning and 
judgment result from differing systems of values 
or interpretation. In order to avoid unnecessary 
dispute and miscommunication, it is important 
that health care providers be aware of the public’s 
views, expectations, and preferences in matters 
related to withholding or withdrawing treatments 
(Campbell, 2010a). Any competent adult patient 
may, in advance, formulate and provide a valid 
consent to the withholding or withdrawal of life-
support systems in the event that injury or illness 
renders that individual incompetent to make such 
a decision and the circumstances of health-decline 
are apparent. When there is disagreement on a 
treatment strategy, the healthcare team should 
attempt to resolve existing differences through 
consultation or involvement of the Ethics Consult 
Team (Dahlin, 2010; Prince-Paul & Daly, 2010; 
Rydvall & Lynöe, 2008).

Emotional/Psychological/Social 
Relationships

Family members and healthcare professionals 
frequently feel helpless in the face of life-limiting 
disease and the need to make choices regarding 
care and treatment. Although patients’ families 
want to be involved, this is not easy and is can be 
very distressing for the patient. Most patients do 
not want to burden their families with extended 
care requires at the end of their lives. Families 
are apprehensive, with strong emotional reactions, 
including guilt and grief (Prince-Paul & Daly, 
2010; Thelen, 2005). Patients and families may be 
psychologically unable to process the life ending 
diagnosis. Emotions can escalate the feeling of 
pressure to make any decisions, even simple ones 
regarding day to day needs. Decisions to forgo 
life-sustaining treatment are among the most 
challenging that patients, their families, and 
clinicians face (Dahlin, 2010; Prince-Paul & Daly, 
2010). 

Cultural Factors
A patient’s background and culture play a 

role in decisions to withhold or withdraw care. 
Cultural differences exist between taking the 
action of withholding therapies and of withdrawing 
therapies (Thelen, 2005). As an example if the 
integrity of the family as a whole is valued more 
than the wishes of an individual family member, 
even the patient who would not want life support 
may accept their family’s wishes to do everything 
possible to prolong his or her life. To do otherwise 
would disrespect the family.

Most people, including clinicians, nurses and 
other healthcare providers seldom articulate 
their core beliefs and values, or discuss the deep 
feelings about life and death issues with others. 
Different cultures may have varying views of the 
role of suffering as well. Although many healthcare 
providers may support withholding life support at 
the end of life as a compassionate act that prevents 
unnecessary suffering, not all patients share this 
value (Schim, 2010). Some cultures view suffering 
as redemptive and something to be endured as a 
test of faith, rather than avoided. Additionally, 
the idea that only ‘God knows when it is time to 
die’ is a viewpoint that may affect how patients 
come to make decisions regarding the use of life-
sustaining therapies. To appreciate and clarify the 
patient’s beliefs, you may ask the question, “Help 
me to understand your beliefs regarding what we 
are discussing” (Schim, 2010). 

Several small studies have examined the 
attitudes and practices of patients and clinicians 
about religious beliefs in the clinical encounter 
(Astrow & Sulmacy, 2004). In a study, patients 
ranked faith in God just beneath their oncologists’ 
recommendations as the most important factor in 
their decision about treatment (Silverstri, Knittig, 
Zoller, & Nietert, 2003).

Various religions have adopted specific opinions 
about the use of artificial hydration and nutrition. 
Most teach that when death is inevitable and 

Difficult Choices continued from page 8 not due to the absence of hydration or nutrition, 
withholding both can be appropriate. However, 
some religious leaders teach that human beings 
must do all in their power to prolong life. In 
situations of conflict, it is wise to engage leaders or 
teachers of the religious faith in question (Endlink, 
2004).

Co-Morbidities 
Patients’ diagnoses and level of acuity play 

a clear role in the decisions made in forgoing 
therapies. The trajectory of a patient’s disease, 
illnesses such as multi-system organ failure, 
severe neurological insult, end-stage heart failure 
or respiratory failure, and performance status 
may add a burden when making the decision 
regarding life sustaining treatment (Thelen, 
2005). Some patients are ‘tired’ of struggling, and 
would be willing to consider and accept a do not 
resuscitate status (DNR) status, yet ask for all 
the other treatments that can be provided. As an 
example, some patients may refuse medications 
or treatments. Others may not want to be on a 
ventilator, or kept in the ICU. Patients and families 
should be reminded the health care team can keep 
them comfortable without heroic procedures and 
allow the natural process of the disease and dying 
to continue. 

Patient’s Preference Versus 
Family Preference

Families’ awareness of patients’ preferences, 
either through written documents such as advance 
directives or Physician’s Order for Life Sustaining 
Treatment (POLST) forms or through previous 
conversations with the patients, influence the 
family members’ perspective when making 
decisions (Dunn, 2009; Bakitas et al., 2010; 
Scanlon, 2010; Thelen, 2005). This awareness may 
ease the burden of decision-making for the families. 
The conversation with professionals regarding the 
chance of survival and predicted quality of life will 
often influence patients and families in decision-
making. There may be disagreement between 
the patient and family. In all cases, the patient’s 
request or preference and best interest precede 
family’s input or choice (Prince-Paul & Daly, 2010).

Quality of Life
Quality of life is a term commonly used by 

health professionals when trying to help patients 
and families make decisions concerning care near 
the end of life. What does ’quality of life’ (QOL) 
mean and how should the healthcare team use 
this information in decision-making is dependent 
on each individual patient and family (Bookbinder, 
2010; Campbell, 2010a; Chang & Weissman, 2006). 
Modern medicine monitors disease and treatment 
but incorporating goals and interventions that 
include the patient’s definition of quality of life will 
aid in individualizing the plan of care (Detmar, 
Muller, Wever, Schornagel, & Aaronson, 2002; 
Wilson & Michael, 2010).

Cost/Insurance Issues
Total health care costs in the United States 

exceeded $1 trillion in 2002, 14% of the Gross 
Domestic Product (GDP). Of this total, a majority 
was spent on care of elderly patients shortly before 
their deaths. Costs could have been reduced 
by decreasing the type of medical services, 
particularly among terminally ill patients, elderly 

and otherwise, whose deaths are seemingly 
imminent, where palliative and hospice care would 
be more appropriate (Luce & Rubenfeld, 2002; 
PBS, 2010). One cost avoidance measure would 
be to initiate earlier conversations and provide 
education regarding appropriate timing of forgoing 
life sustaining tests and therapies. A conversation 
regarding costs is often not easy to have with 
patients as there may be concerns regarding 
abandonment or lack of care.

Life Sustaining Therapies

Code Status
Discussions about do not resuscitate (DNR) 

orders or code status are necessary but can be 
complicated. This discussion is often isolated from 
the larger framework of a patient’s condition and 
plan of care. When making these types of decision 
a review of the patients’ goals of care may provide 
coordination for clinical decision making and 
improve the healthcare teams’ understanding 
about patients’ code-status preferences. This will 
help place code-status discussions in a larger, goal-
oriented perspective. Using goals of care to guide 
decision making about DNR orders and other 
treatments should enhance the quality of patient 
care by improving information provided patients 
and recognizing the values patients use to make 
medical decisions (Kaldjian & Broderick, 2011; 
Prince Paul & Daly, 2010; Scanlon, 2010).

It is important to understand patients’ 
knowledge of CPR, knowledge of their disease 
process. Clinicians need to address patients’ 
knowledge about CPR and take steps to avoid 
discrepancies between treatment orders and 
patients’ actual preferences (Kaldjian, Erekson, 
Haberle, Curtis, Shinkunas, Cannon, & Forman-
Hoffman, 2009).

Mechanical Ventilation
Artificial ventilation including invasive and non-

invasive mechanical ventilation has been used to 
support breathing when patients experience acute 
or chronic respiratory failure. It is one of the most 
commonly recognized life-sustaining therapies 

Difficult Choices continued on page 10



Page 10 Prairie Rose  May, June, July 2011

Difficult Choices continued from page 9

in the public’s mind when discussing end-of-
life care. Long-term ventilator support requires 
discussion regarding tracheotomies as well as 
ventilators and bi-level positive airway pressure 
(BiPAP) withdrawal when the treatment becomes 
more burdensome than the beneficial (Campbell, 
2010b). A patient may decline to be weaned from 
a ventilator instead they may wish to be simply 
disconnected from mechanical ventilation as part of 
a fundamental decision to forgo any life-sustaining 
treatment. In such a case, it is permissible to 
disconnect the ventilator without weaning. In 
the situation where a patient declines ventilation, 
it is ethically acceptable to sedate the patient if 
necessary to ensure comfort. Supplemental oxygen 
can be used to relieve dyspnea from hypoxemia. If 
relieving the patient’s dyspnea or other discomfort 
requires sedation to the point of unconsciousness, 
it is ethically acceptable to do so with the consent 
of the patient or family with designated power 
of attorney for health care (Ackerman, 2000; 
Campbell, 2010b; Campbell, Gorman & Kaliwes, 
2010).

Dialysis
Dialysis is the one life-sustaining treatment 

that can replace loss of renal function. Decisions to 
initiate or stop dialysis should be based on goals, 
quality of life, and symptom management. Because 
dialysis is frequently managed by nephrology 
specialists, they will need to participate in 
discussions with patients and their families 
regarding withdrawal or with holding treatment. 
It is important to explore with patients already on 
dialysis why they wish to stop the treatment. The 
anticipated result of stopping dialysis includes 
the accumulation of toxic metabolites and fluid. 
A death from uremia is described as painless 
and peaceful, since uremia by itself, is painless 
(Dunn, 2009; Gorman, 2010; Neely & Roxe, 2000). 
Symptoms that will need to be dealt with include 
delirium, nausea, vomiting, and itching. Depending 
on the extent of kidney failure, a patient’s survival 
may be just days to weeks once dialysis is halted 
(Campbell et al., 2010; NKF, 2006).

Implanted Cardiac Devices
The number of adults with implanted cardiac 

devices, such as pacemakers, implantable cardiac 
defibrillator (ICD) and ventricular assist devices 
is on the rise. Because these devices reduce the 
incident of sudden death, patients with ICDs are 
now more likely to die of other causes such as 
cancer, lung disease, or infection (Kalowes, 2010). 

The process for device withdrawal and disabling 
cardiac devices usually involves deactivation 
and not removal. A patient will usually die with 
pacemaker still functioning and this device is 
usually not deactivated. However a patient who 
is fully dependent on the pacemaker may have 
a prolonged dying process if the pacemaker 
continues to function. When death is imminent, 
the defibrillator should be deactivated to prevent 
the patient and their family the distress of cardiac 
shocks. This procedure can be done at the bedside 
by the device’s technician, after consent is obtained 
and a physician’s order is written (Kalowes, 2010). 

Transfusion
Packed red blood cells, platelets, albumin, and 

recombinant human erythropoietin are all used 
for patients with anemia, cancer, and advanced 
illness. Any patient may choose to forgo the 
administration of blood or blood products. An 
individual’s freedom to act in accord with personal 
beliefs or religious values with the right to refuse 
blood should be recognized (Prendergast, 2000; 
Nelson, 2010). If medically indicated, patients may 
receive treatment for bleeding in an emergency 
except when the patient, while capable of making 
decisions, has given direction refusing blood and 
blood products.

Artificial Hydration and Nutrition 
Tube feeding is frequently used in chronically 

ill and dying patients. Forgoing nutrition and 
hydration is one of the most difficult treatment 
termination decisions because the close association 
of nutrition and hydration with basic needs and 
human caring. Nurturing and nourishment 
are often confused. Individual cases should be 
decided by considering basic human needs and 
the potential benefits versus the burden of the 
technology needed to provide artificial nutrition 
and intravenous hydration (Dahlin, 2010; Emanuel, 
et al., 2010; Prince Paul & Daly, 2010).

The entire healthcare team needs to be able 
to support patients and families as they struggle 
with the implications of making the decision to 
forgo artificial hydration and nutrition (Ersek, 
2010; Rushton, 2010). Interventions to deal 
with sensations of hunger and thirst should 
be addressed. Dehydrated patients may have 
their symptom of thirst relieved just by having 
their lips and mouth moistened with ice chips or 
lubricants. Patients in their last days before death 
may instinctively reduce their intake without 
experiencing hunger or thirst and are quite 
comfortable (Dunn, 2009). 

Research and clinical experience indicate that 
dehydration may offer benefits for many dying 
patients. Dehydration can reduce secretions and 
excretions, thus decreasing breathing problems, 
vomiting, and incontinence. Dehydration can also 
produce a sedative effect on the brain, making 
the dying process more tolerable (Emanuel, et 
al., 2010). Difficulties with eating, drinking, and 
even swallowing are common during the last year 
of life. Providing nutrition and hydration may 
be technologically possible but not an ethically 
obligatory for prolonging life. A recommendation to 
use, or not use, tube feeding should be made only 
after first establishing the overall goals of care 
(Hallenbeck, 2010).

Chemotherapy
Patients can face difficult decisions about 

forgoing chemotherapy near the end of life. 
Chemotherapy may prolong survival or reduce 
symptoms but cause adverse effects which may 
prevent patients from completing meaningful 
life review and preparing for death, as well as 
preventing admission to hospice. Clinicians and 
the healthcare team should approach patients and 
families about prognosis and treatment options. 
Palliative care and oncology clinicians should be 
partners in caring for patients with advancing 
cancers. The focus for providing chemotherapy 
may change from cure and treatment to symptom 
control (Harrington & Smith, 2008; Sun, 2010).

Surgery
Many factors affect the decision for surgery. 

They include the difficulty of the surgery, required 
recovery time, the chance of achieving the expected 
outcome or goal, and the degree of pain and side 
effects. Sometimes, surgical interventions to 
prolong life or restore health may be have limited, 
or non-existent effects in some cases. Candid 
conversations with surgeons and other healthcare 
professionals are of utmost importance when 
making the decision to undergo or forgo surgery. 
(Endlink, 2004b; Ferrell, Juarez, & Borneman, 
2010; HPNA, 2008). 

Withholding Versus Withdrawing 
Treatment

Almost any medical treatment can be withdrawn 
whenever it can be withheld. However, there are 
psychological and sociological differences between 
withholding and withdrawing treatment. It can 
sometimes be psychologically more difficult to 
withdraw treatment than to withhold it (Campbell 
et al., 2010). Withdrawal may be perceived as 
abandonment or giving up by the healthcare 
professionals. Withholding may leave questions 
to ‘what if.’ However, patients or family members 
may find it easier never to start a therapy than to 
withdraw a treatment, especially when withdrawal 
may create more conflicting issues than if the 
treatment had never been started. However, 
initiating a treatment on a time-limited trial 
with a plan for cessation if the treatment proves 
ineffective or burdensome for the patient may be 
more preferable than withholding the treatment 
altogether. This trial eases the burden without 
fear that stopping the therapy will not be possible. 
Setting and reviewing realistic goals are valuable 
(Dahlin, 2010).

Forgoing life-sustaining therapies should center 
on the patient’s request or known preference 
and best interests. Patients may want to avoid 
prolongation of the natural dying process once they 
recognize and acknowledge where they are in their 
life’s final chapter. They may express the need to 
achieve a sense of control, and relieve what burden 
they can on their family and caregivers. (Campbell 
et al., 2010; Emanuel et al., 2010; Ferrell et al., 
2010).

Patients have a right to control what happens to 
their bodies, so the decision about whether to forgo 
life-sustaining treatments should be theirs. Heroic 
treatment that may not offer a reasonable hope or 
benefit to the patient or be accomplished without 
excessive pain can be a great burden (Ackerman, 
2002). At times, patients and families will turn to 
clinicians for advice or direction. At times, even 
clinicians may not agree and it may be appropriate 
to request another medical opinion, an ethics 
consultation, or the assistance of the Pastoral 
Care, Social Work or Psychiatry Departments. 

Conclusion
As life-sustaining tests, treatments, and 

therapies have emerged, so have numerous 
questions and discussions about the appropriate 
use of these treatments. Withdrawal or withholding 
of treatment is a decision/action that allows the 
disease to progress on its natural course. It is not 
a decision or action intended to cause death. The 
concept of a “good death” is the goal, but the dying 
process is highly individualized. For some patients, 
they are unaware the therapies are withdrawn 
and death happens while in a comatose or sedated 
state. When the decision has been made to 
withhold or withdraw treatment, the patient’s 
care changes to one that focuses on interventions 
for comfort. Clinicians, nurses and the healthcare 
team must assist as needed to facilitate the 
decision-making and advocate for care that is 
consistent with the wishes and best interest of the 
patient (Campbell, 2010a; Dahlin, 2010). Forgoing 
life-sustaining therapies and witnessing the last 
moments of human life is often a dynamic part 
of what it means to be a professional clinician or 
nurse. It is our role to assess, plan, and implement 
competent, compassionate care for patients 
and families facing one of life’s most difficult 
transitions. 

(Bibliography list available at the NDNA website 
www.ndna.org under Prairie Rose Petal tab.)


