
To Be or Not to Be Is Not the Question:

DYING PATIENTS
By Marianne Holler, MSW, DO

LEARNING OBJECTIVES
AT THE CONCLUSION OF THIS ACTIVITY, PARTICIPANTS WILL BE ABLE TO:

 Identify the communication skills required to have conversations with seriously ill patients that can move the conversation 
forward in a positive but meaningful way 

 Describe at least one strategy for responding to the common concerns of patients and families when difficult end-of-life 
conversations are needed  

 Describe a strategy for helping patients and families make decisions about treatment options based on goals
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1. Review the CME information along 
with the learning objectives at 
the beginning of the CME article. 
Determine if these objectives match 
your individual learning needs. If 
so, read the article carefully.

2. Complete the post-test questions. 
They have been designed to 
provide a useful link between the 
CME article and your everyday 
practice. Read each question, 
choose the correct answer and 
record your answers on the 
registration form.

3. Complete the evaluation portion 
of the Registration and Evaluation 
Form. Forms and tests cannot be 
processed if the evaluation section 
is incomplete.

4. Complete the Registration and 
Evaluation Form online at: 

www.surveymonkey.com/r/ 
 Spring2019CME 

If you cannot complete the form 
online, you may mail it to: 

MDAdvisor CME Dept 
c/o MDAdvantage Insurance  

 Company 
100 Franklin Corner Rd 
Lawrenceville, NJ 08648  

Or fax it to: 
978-244-5112

5. Retain a copy of your test answers. 
Your answer sheet will be graded, 
and if a passing score of 70% or 
more is achieved, a CME certificate 
awarding AMA PRA Category 1 
Credit™ and the test answer key will 
be mailed to you within 4 weeks. 
Individuals who fail to attain a 
passing score will be notified and 
offered the opportunity to reread 
the article and take the test again.

6. Mail the Registration and Evaluation 
Form on or before May 1, 2020. 
Forms received after that date will 
not be processed.

IN ORDER TO OBTAIN AMA PRA CATEGORY 1 CREDIT™, PARTICIPANTS ARE REQUIRED TO ADHERE TO THE FOLLOWING:
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Author: Marianne Holler, MSW, DO, FACOI, FAAHPM, Chief Medical Officer at VNA Health Group, Holmdel, New Jersey.

Accreditation Statement: HRET is accredited by the Medical Society of New Jersey to provide continuing medical education 
for physicians. This activity has been planned and implemented in accordance with the accreditation requirements and policies 
of the Medical Society of New Jersey (MSNJ) and through the Joint Providership of Health Research Education and Trust of 
New Jersey (HRET) and MDAdvantage. HRET is accredited by the Medical Society of New Jersey to provide continuing medical 
education for physicians.

AMA Credit Designation Statement: HRET designates this enduring activity for 1.0 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of their participation in the activity.

Disclosure: The content of this activity does not relate to any product of a commercial interest as defined by the ACCME; 
therefore, there are no relevant financial relationships to disclose. No commercial funding has been accepted for the activity.

Physicians are typically 
well trained to diagnose and 
prescribe treatment.
 If the patient has “A,” we should do “B.” So, when a patient 
becomes terminally ill, it is not surprising that we may jump 
to apply this mindset in a way that allows us to work within 
our comfort zone: Terminally ill means medical treatment can 
no longer sustain the life of this person—death is inevitable. 
But what can we do when our patient or the patient’s family 
responds to our logical conclusion by insisting, We have 

hope. We have faith that God will heal her. I hear what you are 
saying, but my mom is a fighter? Too often, at that point, the 
conversation ends. We back out of the room and write on the 
chart: “Full code. Family wants everything done.” And we 
continue on, and complain to our colleagues that this family 
just does not get it. 

Unfortunately, doing “everything” does not usually change 
the outcome, just how the patient and family experience 
the outcome. We end up doing things to patients that do 
not end up being for them in the long run. Those patients 
receive costly, burdensome care, suffer unnecessarily and 
often die in a strange environment among strangers. 
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All of this happens through no fault of our own. Our medical 
training does not always cover these real-world scenarios. 
When physicians lack proper training, breaking bad news 
can lead to negative consequences for patients, families 
and physicians. In a recent study of physicians, 90 percent 
of respondents perceived that delivering bad news was 
needed, but only 40 percent felt they had the training to 
effectively deliver such news.1 I, myself, had only three days 
devoted to end-of-life care in the middle of my second year 
of medical school. My experience working with terminally 
ill patients has led me to believe that patients and families 
need good information as much as, if not more than, they 
want good news.

Certainly, there is strong evidence of the benefits of 
end-of-life care communication with patients with life-
threatening illness and with their families. Discussing a 
greater number of end-of-life care topics increases the 
likelihood of concordance between patient-reported goals 
of care and the goals documented within their medical 
records, and it increases patient satisfaction with care. For 
example, in a study of patients with chronic obstructive 
pulmonary disease (COPD), those who reported having 
end-of-life care discussions were significantly more likely 
to be very satisfied with their medical care.2 Furthermore, 
end-of-life care discussions also influence subsequent 
treatment decisions. A prospective study of more than 1,000 
patients with cancer found that end-of-life care discussions 
before the last 30 days of life were significantly associated 
with fewer aggressive medical interventions.3 Although 
aggressive medical interventions may be appropriate for, 
and preferred by, some individuals, patients’ quality of life 
and relatives’ bereavement adjustment are reported as 
significantly better when patients receive fewer aggressive 
medical treatments toward the end of life.4

Rather than continue the practice of pretending that 
medicine can reverse what we know is inevitable, we need 
to develop skills that provide compassion and guidance to 
patients and families facing life-limiting illnesses. Perhaps 
learning some responses to common statements by patients 
and families can help us navigate the perils associated with 
providing appropriate, patient-centered end-of-life care. 

HOW TO BEGIN THE CONVERSATION 
I start every difficult conversation with the same 
introduction: “I have difficult things to tell you. It will not 
help you or your family member if I do not tell you the truth.” 
This gives me some room in the conversation to go deeper 
when things get emotional or difficult for the patient and 
family. Many times, the response I receive is: “Please. We 
want the truth.” 

Before giving bad news to a patient, you may need to take 
a few minutes to prepare. It makes sense to think through 
what you are going to say to the patient in advance. You 
should also consider where the conversation will take place 
and who should be present. The conversation should be 
in a quiet location that is free of distractions, interruptions 
and ringing cell phones. The message should be delivered 
with empathy and respect, and in language that is 
understandable to the patient, free of medical jargon and 
technical terminology. It may also be helpful to brainstorm 
additional resources that you can offer the patient, such as 
a social worker or support group.5

HOW TO RESPOND
Let’s explore some of the common phrases that often stump 
providers when difficult conversations are needed.

Please do everything possible. 
This response opens the door to a discussion regarding 
the patient or family expectations. 

You might say: “I reviewed the records, and in this 
situation, everything is being done. I am concerned at 
this time that the burdens of everything we are doing are 
greater than any benefit to you or your family members. 
I am very concerned about prolonging unnecessary 
suffering. What more do you think can be done?” 

Now you have the opportunity to sit down and have an 
honest conversation. 

We have hope. 
The underlying meaning to this statement really is: “If we 
have hope, she lives; if we don’t have hope, she dies.”
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You might say: “Let’s talk about what you are hoping 
for. Do you hope she is not in pain? That she knows she is 
loved? That she is not suffering? That she lived the life she 
wanted? Do you hope to pass away peacefully with family 
nearby?” 

This conversation can help grow a new definition of hope.

God will heal.
 A person’s faith or religion is an opportunity, not an 
obstacle when discussing end-of-life care. When people 
say this, they are essentially acknowledging that recovery 
is beyond the help of medicine—that a miracle is needed 
to change the outcome. 

You might say: “I am so glad you are a family of faith. 
People without faith do not understand that something 
greater than us controls the big picture.”

 Embrace their faith, and use it to help them make good 
decisions. Invite their minister, priest, rabbi, imam or 
spiritual leader to be a part of the discussion. 

Mom is a fighter; she would never give up. 
Being a fighter is an emotional, mental and spiritual state. 
But when the prognosis is terminal beyond a doubt, it is 
important to ask what one is fighting for. 

You might say: “Regardless of how mentally tough she 
is, her body is now failing. Sheer will to survive will not 
prevent her life from coming to an end. I would love to tell 
you that all of this can be fixed, but it cannot.” If the family 
persists, add: “Despite all we have to offer, her body will 
continue to fail. If we continue to treat her medically, 
we will not change the outcome—just how she and all 
of you experience the outcome. As a doctor and more 
importantly, as a human being, I do not want her to suffer 
for no particular gain.” 

How can you let him to starve to death? 
At the end of life, everyone will eat less and sleep more. 
It is the way our bodies are designed to shut down. 
Interrupting the natural process could add suffering and 
symptoms that would not otherwise have been present. 
If patients or families request artificial nutrition and 
hydration in advanced illness, they do not understand the 
negative effects of that request. It is important to explain 
in a direct and simple manner. 

You might say: “Although it seems more compassionate 
to feed and hydrate a person at the end of life, it is, in fact, 
rather cruel. The body needs to slowly shut down, and 
feeding can cause aspiration and vomiting, and agitation. 

It is much kinder to withhold food at this time.”  

Or, if you do agree to feeding, you as the physician must 
define a goal and a period of time to achieve that goal. For 
instance, what is the family hoping to achieve by placing 
a feeding tube or starting total parenteral nutrition (TPN) 
in a patient with advanced cancer? If that goal is not 
achieved within a certain number of weeks, be up front 
about the next step.

Honest, truthful, evidence-based conversation is far more 
helpful than blindly ordering intervention simply to avoid 
upsetting the family. 

Silence. 
Do not be afraid of being silent with patients and families 
when you are discussing serious issues. This skill is 
difficult to develop. To soothe our own discomfort, it is 
tempting to interrupt silent pauses with more information. 
But in doing so, we lose the opportunity for the patient 
and the family to process the news, to collect their 
thoughts, to construct their questions, to give grief its due. 
Sometimes, it is best to say nothing. 

HOW TO SET GOALS WITH THE TERMINALLY ILL
After responding to these initial pleas for more time, more 
intervention, more hope, it’s time to ask the patient and 
family to talk about goals going forward. Many times, the 
retort is: “Well, doc, my goal is to live as long as I can.” How 
true—and certainly, that is your goal for the patient too. 
However, every life comes to a natural end, and when that 
moment nears, what would be important to the patient 
and family? To be home? To attend an important event? To 
gather with family and friends? What steps are necessary to 
achieve these goals? When the family looks back at this time 
6 or 12 months or years after the patient dies, they need to 
know they made good decisions for the patient.

MAKE IT A TEAM EFFORT
Be very careful to base all treatment decisions and options 
on the patient’s stated goals. All physicians and caregivers 
should coordinate their key prognosis points to avoid giving 
the patient mixed messages.

Sadly, I had a single mother once with end-stage liver 
disease and renal failure. She knew she was dying and 
would not live long. She was not a transplant candidate for 
a variety of reasons. Her daughter was 16, and in the fall 
school play. Her mother’s goal was to be at home, spend 
time with her daughter and go to her rehearsals, in case 
she did not live long enough to see the play. Through a 
few family meetings, her mom, brothers, sisters, daughter 
and cousins all embraced her goal, and were determined 
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to make it happen. The plan was communicated to the 
medical team, hospice was called and efforts to get her 
home were in the works. A doctor came in, not on board 
with the plan, met with the family, and urged them not 
to just “give up.” Why not just transfer to a transplant 
center, get a full evaluation and then decide? It had been 
established that she was not a candidate for transplant, but 
there may be other things that could be offered. The plan 
for going home was derailed, and she was transferred to a 
university 75 miles from home, where she died three weeks 
later—away from her daughter, away from home and not 
meeting her goals. 

WHO KNOWS BEST? 
Regardless of how you develop your skills in having 
these conversations, you will come across that patient or 
family who makes it difficult to expand the dialogue in a 
meaningful way. When that happens (and it will), always 
support the decision they make, but do not be afraid to 
express what concerns you about their decision. 

I am not a fan of the 
statement “in my 
experience.” It is used 
too often by too many 
in medicine, and 
leads to care that is 
not always fact- or 
evidence-based. I 
recently had a patient 
tell me that a doctor 

told her that “in her experience, she had many elderly 
patients do well after a Whipple procedure, so the patient 
should definitely give it a go.” The patient was 79, had a 
creatinine of 3.8 and a cardiomyopathy and severely limited 
mobility due to COPD and osteoarthritis. I do not blame the 
doctor. However, in her desire to give good news, she failed 
to give good information.

Ultimately, you should never talk a patient into or out of 
a particular intervention. Medicine no longer follows a 
paternalistic pattern. We do not always know what is “best.” 
In addition, you should not blindly agree to the patient’s 
or family’s plan without a dialogue about the benefits and 
burdens of what is being requested. Speak your truth when 
you believe any of the following:

• The patient would not be helped by that particular 
intervention.

• The burden would be greater than the benefit.

• The suffering would be increased without meeting a 
specific goal.

Use your training, your knowledge and experience to guide 
your terminally ill patients and their families. Too many 
times, practitioners are afraid to express what they are 
thinking, in an attempt to placate the patient and family. At 
these times, patients end up getting burdensome care, not 
consistent with treatment goals, not evidence-based, not 
helpful and potentially, harmful in the end.  

If you recognize that you are not good at having difficult 
end-of-life discussions, you are not alone. Don’t be afraid 
to seek out additional resources and ask for help. We all 
learned at some point during our training how to deliver a 
baby. In an emergency, we could probably do it. However, 
when confronted with a pregnant patient, we would refer 
her to our OB/GYN colleagues. It is the same here. Know 
who among your colleagues has developed this skill set, 
likely someone with training in hospice and palliative care, 
and refer the patient or family to that colleague. 

As you strive to guide your patients with advanced illnesses 
to appropriate end-of-life care, remember that as much as 
you owe them all of your skill and knowledge, you also owe 
them a chance at a peaceful and meaningful death. 

Marianne Holler, MSW, DO, FACOI, FAAHPM, is Chief 
Medical Officer at VNA Health Group in Holmdel, New 
Jersey.
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Always support the 
decision they make, 
but do not be afraid to 
express what concerns 
you about their decision. 
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To Be or Not to Be Is Not the Question:

DYING PATIENTS

1. Communication regarding end-of-life medical treatments should be: 
a. Delivered with empathy and respect 
b. Delivered in a language that is understandable to the patient 
c. Free of medical jargon and technical terminology 
d. All of the above

2. It is the physician’s duty to always do everything medically possible to keep a patient alive as long as possible. 
a. True 
b. False

3. Relatives’ bereavement adjustment tends to be significantly better when patients receive fewer aggressive medical 
treatments toward the end of life. 

a. True 
b. False

4. When a patient and/or family says God will heal, the physician might best respond by saying: 
a. Even God cannot heal in this case. 
b. I am so glad you are a family of faith. 
c. I agree that this is always a possibility. 
d. That is something you have to talk about with your spiritual advisor

5. Patients who have end-of-life care discussions with their physicians tend to be more satisfied with their medical care. 
a. True 
b. False 

6. When the family requests artificial nutrition and hydration in advanced illness, the physician: 
a. Should automatically oblige 
b. Should explain the negative effects of such actions 
c. May choose to agree while setting a goal and a period of time to achieve that goal 
d. B and C

7. When setting end-of-life goals with a patient or family, the medical team should: 
a. Refer the patient or family to either a lawyer or a hospital social worker 
b. Remain silent, deferring to the wishes of the patient or family 
c. Defer to the wishes of the patient or family after expressing any concerns regarding their decisions 
d. Make it clear that all medical decisions must be made by the medical team

8. Ultimately, appropriate end-of-life care requires the physician to offer: 
a. Medical care that is possible and appropriate 
b. An opportunity to experience a peaceful and meaningful death 
c. Both A and B 

9. It is the treating physician’s sole responsibility to have end-of-life discussions with his or her patient, regardless of whether 
the physician feels prepared to have that conversation. 

a. True 
b. False

10. Physicians and caregivers should coordinate their key prognosis points to avoid giving patients mixed messages. 
a. True 
b. False
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CME EXAMINATION          Deadline for Response: May 1, 2020

THIS POSTTEST MAY ALSO BE COMPLETED ONLINE AT WWW.SURVEYMONKEY.COM/R/SPRING2019CME
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1. The content of the article was: Excellent___ Fair___ Good___ Poor___
2. The author’s writing style was: Excellent___ Fair___ Good___ Poor___
3. The graphics included in the article were: Excellent___ Fair___ Good___ Poor___
4. The stated objectives of this program were: Exceeded___ Met___ Not met___

5. Will the knowledge learned today affect your practice: Very Much___ Moderately___ Minimally___ None___
6. Based on your participation in the CME activity, describe ways in which you will change the way you practice medicine. 

¨ Yes Describe___________________________________________________________________________________________ 

¨ No Why Not___________________________________________________________________________________________ 

¨ N/A Were you the wrong audience for this activity?________________________________________________________
7. Did this CME Activity change what you know about:

•  The communication skills required to have conversations with seriously ill patients that can move the conversation 
forward in a positive but meaningful way.     Yes ¨    No ¨

•  Strategies for responding to the common concerns of patients and families when difficult end-of-life conversations 
are needed.     Yes ¨    No ¨

• Strategies for helping patients and families make decisions about treatment options based on goals.  Yes ¨    No ¨
8. Based on your participation today, what barriers to the implementation of the strategies or skills taught today have you 

identified? _________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Suggested topics for future programs:____________________________________________________________________________________

First Name Middle Initial Last Name Degree

Address

City State ZIP

Phone Email Address Specialty

REGISTRATION FORM

ANSWER SHEET

EVALUATION

Circle the correct answer.

Completed by ¨ Physician ¨ Non-Physician

Number of hours spent on this activity _______ (reading article and completing quiz)

I attest that I have read the article “To Be or Not to Be is Not the Question: How to Talk to Dying Patients” and am claiming 1 AMA 
PRA Category 1 Credit.™

Signature Date

1) A  B  C  D 2) A  B 3) A  B 4) A  B  C  D 5) A  B
6) A  B  C  D 7) A  B  C  D 8) A  B  C 9) A  B 10) A  B

Was this article free of commercial bias?    Yes ¨    No ¨

If not, why not_______________________________________________________________________________________________________
Please share your name and contact information so that we may investigate further.

Participant Name __________________________________________ Telephone/Email:_________________________________________

To Be or Not to Be Is Not the Question: DYING PATIENTS
REGISTRATION & EVALUATION FORM
(Must be completed in order for your CME Quiz to be scored)        Deadline for Response: May 1, 2020
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