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Recommendation 1: In patients with serious illness at the end of
life, clinicians should regularly assess patients for pain, dyspnea, and
depression. (Grade: strong recommendation, moderate quality of
evidence.)

Recommendation 2: In patients with serious illness at the end of
life, clinicians should use therapies of proven effectiveness to man-
age pain. For patients with cancer, this includes nonsteroidal anti-
inflammatory drugs, opioids, and bisphosphonates. (Grade: strong
recommendation, moderate quality of evidence.)

Recommendation 3: In patients with serious illness at the end of
life, clinicians should use therapies of proven effectiveness to man-
age dyspnea, which include opioids in patients with unrelieved
dyspnea and oxygen for short-term relief of hypoxemia. (Grade:
strong recommendation, moderate quality of evidence.)

Recommendation 4: In patients with serious illness at the end of
life, clinicians should use therapies of proven effectiveness to man-
age depression. For patients with cancer, this includes tricyclic anti-
depressants, selective serotonin reuptake inhibitors, or psychosocial
intervention. (Grade: strong recommendation, moderate quality of
evidence.)

Recommendation 5: Clinicians should ensure that advance care
planning, including completion of advance directives, occurs for all
patients with serious illness. (Grade: strong recommendation, low
quality of evidence.)
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Palliative care at the end of life involves meeting the
physical, psychological, social, and practical needs of

patients and caregivers. End of life is defined as a phase of
life when a person is living with an illness that will worsen
and eventually cause death. It is not limited to the short
period of time when the person is moribund (1). Good
clinical care can prevent or alleviate suffering for many
patients at the end of life by assessing symptoms and pro-
viding psychological and social support to the patients and
their families.

The purpose of this guideline is to present the avail-
able evidence to improve palliative care at the end of life.
This guideline does not address any other settings of pal-
liative care at the end of life. The target audience for this
guideline is all clinicians caring for patients needing end-
of-life care. The target patient population is everyone with
seriously disabling or symptomatic chronic conditions at
the end of life. These recommendations are based on the
systematic evidence review in the background paper in this
issue by Lorenz and colleagues (1), which is based on an
Agency for Healthcare Research and Quality (AHRQ) ev-
idence report (2).

End-of-life care has been identified by the Institute of

Medicine as one of the priority areas to improve quality of
health care (3). The Institute of Medicine report identified
specific gaps related to end-of-life care, such as pain control
in advanced cancer and care for patients with advanced
organ failure. High-quality evidence on end-of-life care is
limited, and most of the evidence is derived from the lit-
erature that focused on patients with cancer; therefore, this
guideline does not address many important aspects of end-
of-life care. For example, nutritional support, complemen-
tary and alternative therapies, and spiritual care were not
part of the review. If an end-of-life intervention is not
addressed in this guideline, it does not mean that no ben-
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efit is related to that particular intervention, but it indicates
that the intervention has not been sufficiently studied to
demonstrate efficacy. Some important topics in end-of-life
care, such as interpersonal and social interventions, may be
especially difficult to study. The American College of Phy-
sicians’ End-of-Life Care Consensus Panel has a series of
papers related to ethical issues around end-of-life care that
can be accessed from its Web site (www.acponline.org/
ethics/papers.htm).

METHODS

The literature search for this guideline included studies
from MEDLINE and reviews of cancer, congestive heart
failure, and dementia from the Database of Abstract of
Reviews of Effects from January 1990 to November 2005.
Citations from the nonsystematic literature were taken
from the review by the National Consensus Project for
Quality Palliative Care (4). The review included only
English-language publications from the United States,
Canada, Western Europe, Australia, and New Zealand.
Details about the methods used for the systematic evidence
review may be found in detail in the background paper in
this issue (1).

The objective for this guideline was to answer the fol-
lowing questions:

1. What are the critical elements for clinicians to ad-
dress when caring for persons coming to the end of life?

2. What do definitions of the end of life suggest about
identifying patients who could benefit from palliative ap-
proaches?

3. What treatment strategies work well for pain, dys-
pnea, and depression?

4. What elements are important in advance care plan-
ning for patients coming to the end of life?

5. What elements of collaboration and consultation
are effective in promoting improved end-of-life care?

6. What elements of assessment and support are effec-
tive for serving caregivers, including family, when patients
are coming to the end of life?

This guideline grades the evidence and recommenda-
tions using the American College of Physicians’ clinical
practice guidelines grading system, adopted from the clas-
sification developed by the Grading of Recommendations,
Assessment, Development, and Evaluation (GRADE)
workgroup (Table).

CRITICAL ELEMENTS FOR END-OF-LIFE CARE

There is a wide range of critical elements for pa-
tients nearing the end of life, as well as for their care-
givers. Preventing and treating pain and other symp-
toms; supporting families and caregivers; ensuring the
continuity of care; ensuring respect for persons and in-
formed decision making; attending to well-being, in-
cluding existential and spiritual concerns; and support-
ing function and survival duration are general issues that
are common for most end-of-life care patients (4 –11).

IDENTIFYING PATIENTS WHO COULD BENEFIT FROM

PALLIATIVE APPROACHES

The literature review did not identify any evidence-
based tools that have been validated and shown to pre-
dict the optimal timing to initiate palliative care ser-
vices. Decisions to initiate palliative care at the end of
life should be individualized on the basis of patient
symptoms and preferences.

TREATMENT STRATEGIES

Pain
Strong evidence from trials of patients with cancer

supports the use of nonsteroidal anti-inflammatory drugs,
opioids, bisphosphonates, and radiotherapy or radiophar-
maceuticals for pain (12). Bisphosphonates are specifically
effective for bone pain. However, head-to-head compari-
sons of specific drugs or reports on delivery strategies are
difficult to do because of methodological issues and heter-
ogeneity (12). Evidence was insufficient to assess the use-
fulness of exercise or acupuncture in pain management
(13, 14).

A meta-analysis that included 43 studies showed that
palliative care teams are modestly beneficial in providing
care for pain management compared with usual care teams
(effect size, 0.13 SD [95% CI, 0.11 to 0.63 SD]) (15).
Other studies that evaluated quality of life showed no dif-
ference (16) and no effect of palliative care consultation (in
contrast to palliative care teams) on pain scores (17).

Dyspnea
Evidence from 13 studies shows a valuable effect of

morphine for dyspnea in advanced lung disease (standard-
ized mean difference, �0.31 [CI, �0.50 to �0.13]) (18).
This is also supported by other studies that show the ben-
efits of morphine for treating dyspnea in advanced lung
disease and terminal cancer (19, 20). However, using neb-
ulized opioids compared with oral opioids showed no ad-

Table. The American College of Physicians’ Guideline
Grading System*

Quality of Evidence Strength of Recommendation

Benefits Clearly Outweigh
Risks and Burden OR

Risks and Burden Clearly
Outweigh Benefits

Benefits Finely
Balanced with

Risks and
Burden

High Strong Weak
Moderate Strong Weak
Low Strong Weak

Insufficient evidence
to determine net
benefits or risks

I-recommendation

* Adopted from the classification developed by the Grading of Recommendations,
Assessment, Development, and Evaluation (GRADE) workgroup.
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ditional benefit. Also, 1 study showed that dihydrocodeine
resulted in a statistically but not clinically significant in-
crease in PCO2 during treatment (18). Good-quality evi-
dence shows that long-acting �-agonists are beneficial in
the treatment of dyspnea in chronic obstructive pulmonary
disease (21).

Twelve studies evaluated various interventions for re-
ducing dyspnea in patients with chronic obstructive pul-
monary disease, heart failure, cancer, or all conditions. Ev-
idence was mixed when comparing oxygen therapy with
room air. One study showed better oxygen saturation, re-
spiratory effort and rate, and dyspnea with oxygen (19).
However, Bruera and colleagues (20) showed no difference
in dyspnea and fatigue between oxygen and air after a
6-minute walk test.

Studies that evaluated service delivery showed no effect
of facilitated patient–provider communication or palliative
care consultation for dyspnea treatment (16, 17, 22, 23).

Depression
Good evidence supports the effectiveness of long-

term use of tricyclic antidepressants or selective seroto-
nin reuptake inhibitors, as well as psychosocial interven-
tions (education, cognitive and noncognitive behavioral
therapy, informational interventions, and individual and
group support) for treating patients with cancer who
have depression (12).

Gysels and Higginson (24) identified 15 intervention
studies that showed that behavioral interventions were ef-
fective in the treatment of depression, whereas 1 comple-
mentary medicine intervention was ineffective for depres-
sion (24). Evidence for using guided imagery and exercise
showed mixed results (13, 25).

Palliative care for outpatients did not have any effect
on depression and anxiety, and care coordination showed
no effect on depression in patients with cancer near the end
of life (22, 23, 26, 27).

IMPORTANT ELEMENTS FOR ADVANCE CARE PLANNING

Research shows that individuals are more likely to use
advance directives in the presence of extensive multi-
component interventions than with limited interventions
(28, 29). One study showed that hospice use increased
when goal-oriented interviews and decisions between pal-
liative care facilitators and patients were communicated to
nursing home physicians (30). In addition, another study
showed an increase in documented treatment limitations
and preference-concordant care for patients served by so-
cial workers trained in care planning (31). Also, proactive
communication from skilled discussants, such as an ethics
team, can help reduce utilization of unnecessary services
without harming patients or family members (32, 33).

In summary, various processes, such as consulting
caregivers, enhancing clear communication, eliciting val-
ues, and addressing the emotional context, are important
elements for comprehensive advance care planning. Clini-

cians should help patients and families plan in advance for
likely or important clinical decisions.

COLLABORATION AND CONSULTATION TO IMPROVE

END-OF-LIFE CARE

Studies have shown that the following factors improve
utilization outcomes and patient-centered outcomes: multi-
disciplinary teams involving nurses and social services, con-
tinuity of care and service coordination, and facilitated
communication.

A meta-analysis of 29 randomized, controlled trials
done by McAlister and colleagues (34) showed that fol-
low-up by a multidisciplinary team resulted in decreased
hospitalizations due to heart failure. In addition, a multi-
disciplinary approach also improved patients’ quality of
life and functional status (34, 35). Another intervention study
showed that coordination between primary physician and car-
diologist, nurse case management, education, and patient and
family activation improved quality of life and reduced read-
missions and costs (36–39).

Evidence related to interventions to improve continu-
ity of care has shown mixed results. Home-based palliative
care coordination has shown limited effectiveness for pa-
tients, caregivers, and utilization for supportive cancer care
(24). However, a meta-analysis that evaluated intensive in-
home care by respiratory nurses with hospital support for
chronic obstructive pulmonary disease showed reduced
hospital days and costs but no change in hospital readmis-
sions (40).

SUPPORTING CAREGIVERS

Evidence supporting the beneficial effect of palliative
care teams for caregivers is mixed, with 2 studies showing
small positive effects on caregiver burden, anxiety, and sat-
isfaction (24, 41) and 2 others showing no advantage (42,
43). However, evidence from the REACH (Resources for
Enhancing Alzheimer’s Caregiver Health) project showed a
small but statistically significant treatment effect for care-
giver burden (44–49). Results from SUPPORT (Study to
Understand Prognoses and Preferences for Outcomes and
Risks of Treatments) showed improved caregiver satisfac-
tion with communication (50, 51). Also, a hospital-based
palliative care consultative service for community oncology
patients and providers was associated with improved after-
death family satisfaction (52, 53). One study showed that
individualized multicomponent interventions may be more
beneficial than more limited caregiver interventions (54).

In summary, clinicians should routinely and periodi-
cally screen adult caregivers for practical and emotional
needs while caring for a patient near the end of life. Peri-
odic screening by caregivers for the patient’s supportive
needs should be a routine part of care for patients with
serious chronic illness.
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SUMMARY

Symptom control, continuity in care, and reducing
caregiver burdens are critical elements of care for managing
patients nearing the end of life. In addition, following ap-
propriate treatment strategies for pain, dyspnea, and de-
pression substantially affect patients’ end-of-life experi-
ences. Interventions where advance care planning includes
trained facilitators (including palliative care providers), in-
volves key decision makers, and addresses care across set-
tings are beneficial for improving care. Further research on
potentially beneficial but understudied interventions, and
conditions other than cancer, should be a high priority.

RECOMMENDATIONS

Recommendation 1: In patients with serious illness at the
end of life, clinicians should regularly assess patients for pain,
dyspnea, and depression. (Grade: strong recommendation,
moderate quality of evidence.)

Patients needing end-of-life care may present with
substantial symptoms, including pain; discontinuity in
care; and substantial caregiver burdens. These concerns are
critically important for patients and families coping with
serious chronic illnesses. Although each patient and family
will require individualized assessment and care, the evi-
dence shows that a set of general issues is shared widely
among patients needing end-of-life care. These issues in-
clude pain and other symptom management, psychological
well-being, care coordination and advance care planning,
and caregiver burden. The evidence was classified as mod-
erate quality because it was mostly derived from studies of
patients with cancer or cancer-predominant populations in
addition to being heterogeneous.

Recommendation 2: In patients with serious illness at the
end of life, clinicians should use therapies of proven effective-
ness to manage pain. For patients with cancer, this includes
nonsteroidal anti-inflammatory drugs, opioids, and bisphos-
phonates. (Grade: strong recommendation, moderate quality
of evidence.)

Clinicians should use specific effective therapies for all
patients with acute and chronic pain. Strong evidence sup-
ports using nonsteroidal anti-inflammatory drugs, opioids,
and bisphosphonates for pain relief in patients with cancer.
Bisphosphonates are effective for bone pain relief in pa-
tients with breast cancer and myeloma.

Recommendation 3: In patients with serious illness at the
end of life, clinicians should use therapies of proven effective-
ness to manage dyspnea, which include opioids in patients
with unrelieved dyspnea and oxygen for short-term relief of
hypoxemia. (Grade: strong recommendation, moderate quality
of evidence.)

Opioids should be considered in patients with severe
and unrelieved dyspnea, for example, in cancer and cardio-
pulmonary disease at the end of life. Clinicians should
consider the use of oxygen for hypoxemia for advanced
chronic obstructive pulmonary disease. Evidence also sup-

ports the use of �-agonists for treating dyspnea in chronic
obstructive pulmonary disease, but this use has not been
studied for end-of-life care.

Recommendation 4: In patients with serious illness at the
end of life, clinicians should use therapies of proven effectiveness to
manage depression. For patients with cancer, this includes tricyclic
antidepressants, selective serotonin reuptake inhibitors, or psycho-
social intervention. (Grade: strong recommendation, moderate
quality of evidence.)

Clinicians should assess for and manage symptoms of
depression in patients with serious chronic diseases. For
patients with cancer, strong evidence shows that depression
should be treated with generally effective therapies, includ-
ing tricyclic antidepressants, selective serotonin reuptake
inhibitors, or psychosocial interventions. Because the
strong evidence is derived only from the studies that in-
cluded patients with cancer and not for all patients at the
end of life, it is classified as moderate on average.

Recommendation 5: Clinicians should ensure that ad-
vance care planning, including completion of advance direc-
tives, occurs for all patients with serious illness. (Grade: strong
recommendation, low quality of evidence.)

All care planning must address certain elements, such
as surrogate decision makers, resuscitation, and emergency
treatment, and should occur as early as possible in the
course of serious illness before the end of life. Care plan-
ning must anticipate specific issues for each patient’s clin-
ical course, for example, the management of dementia, in-
cluding tube feeding; whether to initiate or continue
chemotherapy in patients with cancer; and whether to de-
activate implantable cardioverter defibrillators in patients
who have intractable congestive heart failure. Care plans
should be reassessed when significant clinical change oc-
curs. Moderate evidence supports the effectiveness of multi-
component interventions in increasing advance directives.
Research shows that skilled facilitators and a system focus-
ing on various key decision makers, such as patients, care-
givers, and providers, as well as improving shared under-
standing of values are critical in the planning of care.

From the American College of Physicians, Philadelphia, Pennsylvania;
Veterans Affairs Greater Los Angeles Healthcare System and RAND,
Santa Monica, California; Atlantic Health, Morristown, New Jersey;
Medstudy, Colorado Springs, Colorado; and Veterans Affairs Palo Alto
Health Care System and Stanford University, Stanford, California.

Note: Clinical practice guidelines are guides only and may not apply to
all patients and all clinical situations. Thus, they are not intended to
override clinicians’ judgment. All ACP clinical practice guidelines are
considered automatically withdrawn or invalid 5 years after publication
or once an update has been issued.

Annals of Internal Medicine encourages readers to copy and distribute this
paper, provided that such distribution is not for profit. Commercial
distribution is not permitted without the express permission of the pub-
lisher.

Clinical Guidelines Palliative Care of Pain, Dyspnea, and Depression at the End of Life

144 15 January 2008 Annals of Internal Medicine Volume 148 • Number 2 www.annals.org



Disclaimer: The authors of this article are responsible for its contents,
including any clinical or treatment recommendations. No statement in
this article should be construed as an official position of the Agency for
Healthcare Research and Quality or the U.S. Department of Health and
Human Services.

Grant Support: Financial support for the development of this guideline
comes exclusively from the ACP operating budget.

Potential Financial Conflicts of Interest: Grants received: V. Snow
(Agency for Healthcare Research and Quality, Centers for Disease Con-
trol and Prevention, Novo Nordisk, Pfizer, Merck & Co., Bristol-Myers
Squibb, Atlantic Philanthropies, sanofi pasteur).

Requests for Single Reprints: Amir Qaseem, MD, PhD, MHA, Amer-
ican College of Physicians, 190 N. Independence Mall West, Philadel-
phia, PA 19106; e-mail, aqaseem@acponline.org.

Current author addresses are available at www.annals.org.

References
1. Lorenz KA, Lynn J, Dy SM, Shugarman LR, Wilkinson A, Mularski RA,
et al. Evidence for improving palliative care at the end of life: a systematic review.
Ann Intern Med. 2008;148:147-59.
2. Lorenz K, Lynn J. Cancer care quality measures: symptoms and end-of-life
care. Evidence Report/Technology Assessment no. 137. (Prepared by the South-
ern California Evidence-based Practice Center under contract 290-02-003).
Rockville, MD: Agency for Healthcare Research and Quality; May 2006. AHRQ
publication no. 06-E001.
3. Adams K, Corrigan JM, eds. Priority Areas for National Action: Transforming
Health Care Quality. Committee on Identifying Priority Areas for Quality Im-
provement, Board on Health Care Services, Institute of Medicine. Washington,
DC: National Academies Pr; 2003.
4. Patrick DL, Curtis JR, Engelberg RA, Nielsen E, McCown E. Measuring and
improving the quality of dying and death. Ann Intern Med. 2003;139:410-5.
[PMID: 12965967]
5. Steinhauser KE, Christakis NA, Clipp EC, McNeilly M, McIntyre L, Tulsky
JA. Factors considered important at the end of life by patients, family, physicians,
and other care providers. JAMA. 2000;284:2476-82. [PMID: 11074777]
6. Hanson LC, Danis M, Garrett J. What is wrong with end-of-life care? Opin-
ions of bereaved family members. J Am Geriatr Soc. 1997;45:1339-44. [PMID:
9361659]
7. Singer PA, Martin DK, Kelner M. Quality end-of-life care: patients’ perspec-
tives. JAMA. 1999;281:163-8. [PMID: 9917120]
8. Wenrich MD, Curtis JR, Ambrozy DA, Carline JD, Shannon SE, Ramsey
PG. Dying patients’ need for emotional support and personalized care from
physicians: perspectives of patients with terminal illness, families, and health care
providers. J Pain Symptom Manage. 2003;25:236-46. [PMID: 12614958]
9. Teno JM, Clarridge B, Casey V, Edgman-Levitan S, Fowler J. Validation of
Toolkit After-Death Bereaved Family Member Interview. J Pain Symptom Man-
age. 2001;22:752-8. [PMID: 11532588]
10. Teno JM, Clarridge BR, Casey V, Welch LC, Wetle T, Shield R, et al.
Family perspectives on end-of-life care at the last place of care. JAMA. 2004;291:
88-93. [PMID: 14709580]
11. Field MJ, Cassel CK, eds. Approaching Death: Improving Care at the End of
Life. Committee of Care at the End of Life, Division of Health Care Services,
Institute of Medicine. Washington, DC: National Academies Pr; 1997.
12. Carr D, Goudas L, Lawrence D, Pirl W, Lau J, DeVine D, et al. Manage-
ment of cancer symptoms: pain, depression, and fatigue. Evidence Report/Tech-
nology Assessment no. 61. (Prepared by the New England Medical Center Evi-
dence-based Practice Center under contract 290-97-0019.) Rockville, MD:
Agency for Healthcare Research and Quality; July 2002. AHRQ publication no.
02-E032.
13. Knols R, Aaronson NK, Uebelhart D, Fransen J, Aufdemkampe G. Physical
exercise in cancer patients during and after medical treatment: a systematic review
of randomized and controlled clinical trials. J Clin Oncol. 2005;23:3830-42.

[PMID: 15923576]
14. Lee H, Schmidt K, Ernst E. Acupuncture for the relief of cancer-related
pain—a systematic review. Eur J Pain. 2005;9:437-44. [PMID: 15979024]
15. Higginson IJ, Finlay IG, Goodwin DM, Cook AM, Edwards AGK, Hood
K, et al. The role of palliative care teams: systematic review of their effectiveness
and cost-effectiveness. Report to Wales Office of Research and Development of
the National Assembly of Wales. London: Department of Palliative Care and
Policy, Velindre NHS Trust, and Department of General Practice, University of
Wales College of Medicine; 2000.
16. Detmar SB, Muller MJ, Schornagel JH, Wever LD, Aaronson NK. Health-
related quality-of-life assessments and patient-physician communication: a ran-
domized controlled trial. JAMA. 2002;288:3027-34. [PMID: 12479768]
17. Jordhøy MS, Fayers P, Loge JH, Ahlner-Elmqvist M, Kaasa S. Quality of
life in palliative cancer care: results from a cluster randomized trial. J Clin Oncol.
2001;19:3884-94. [PMID: 11559726]
18. Jennings AL, Davies AN, Higgins JP, Gibbs JS, Broadley KE. A systematic
review of the use of opioids in the management of dyspnoea. Thorax. 2002;57:
939-44. [PMID: 12403875]
19. Abernethy AP, Currow DC, Frith P, Fazekas BS, McHugh A, Bui C.
Randomised, double blind, placebo controlled crossover trial of sustained release
morphine for the management of refractory dyspnoea. BMJ. 2003;327:523-8.
[PMID: 12958109]
20. Bruera E, Sweeney C, Willey J, Palmer JL, Strasser F, Morice RC, et al. A
randomized controlled trial of supplemental oxygen versus air in cancer patients
with dyspnea. Palliat Med. 2003;17:659-63. [PMID: 14694916]
21. Shukla V, Chen S, Boucher M, Mensinkai S, Dales R. Long-acting �2-
agonists for the maintenance treatment of chronic obstructive pulmonary disease
in patients with reversible and non-reversible airflow obstruction: a systematic
review of clinical effectiveness. Technology report no 65. Ottawa: Canadian Co-
ordinating Office for Health Technology Assessment; 2006.
22. Grande GE, Todd CJ, Barclay SI, Farquhar MC. A randomized controlled
trial of a hospital at home service for the terminally ill. Palliat Med. 2000;14:375-
85. [PMID: 11064784]
23. Grande GE, Todd CJ, Barclay SI. Support needs in the last year of life:
patient and carer dilemmas. Palliat Med. 1997;11:202-8. [PMID: 9205653]
24. Gysels M, Higginson IJ. Improving supportive and palliative care for adults
with cancer: research evidence. London: National Institute for Health and Clin-
ical Excellence; 2004.
25. Roffe L, Schmidt K, Ernst E. A systematic review of guided imagery as an
adjuvant cancer therapy. Psychooncology. 2005;14:607-17. [PMID: 15651053]
26. Rabow MW, Dibble SL, Pantilat SZ, McPhee SJ. The comprehensive care
team: a controlled trial of outpatient palliative medicine consultation. Arch Intern
Med. 2004;164:83-91. [PMID: 14718327]
27. Latimer EJ, Crabb MR, Roberts JG, Ewen M, Roberts J. The Patient Care
Travelling Record in palliative care: effectiveness and efficiency. J Pain Symptom
Manage. 1998;16:41-51. [PMID: 9707656]
28. Hanson LC, Tulsky JA, Danis M. Can clinical interventions change care at
the end of life? Ann Intern Med. 1997;126:381-8. [PMID: 9054283]
29. Guo B, Harstall C. Advance directives for end-of-life care in the elderly—
effectiveness of delivery modes. Edmonton, Alberta, Canada: Alberta Heritage
Foundation for Medical Research; 2004.
30. Casarett D, Karlawish J, Morales K, Crowley R, Mirsch T, Asch DA.
Improving the use of hospice services in nursing homes: a randomized controlled
trial. JAMA. 2005;294:211-7. [PMID: 16014595]
31. Morrison RS, Chichin E, Carter J, Burack O, Lantz M, Meier DE. The
effect of a social work intervention to enhance advance care planning documen-
tation in the nursing home. J Am Geriatr Soc. 2005;53:290-4. [PMID:
15673354]
32. Schneiderman LJ, Gilmer T, Teetzel HD, Dugan DO, Blustein J, Cranford
R, et al. Effect of ethics consultations on nonbeneficial life-sustaining treatments
in the intensive care setting: a randomized controlled trial. JAMA. 2003;290:
1166-72. [PMID: 12952998]
33. Schneiderman LJ, Gilmer T, Teetzel HD. Impact of ethics consultations in
the intensive care setting: a randomized, controlled trial. Crit Care Med. 2000;
28:3920-4. [PMID: 11153636]
34. McAlister FA, Stewart S, Ferrua S, McMurray JJ. Multidisciplinary strate-
gies for the management of heart failure patients at high risk for admission: a
systematic review of randomized trials. J Am Coll Cardiol. 2004;44:810-9.
[PMID: 15312864]
35. Windham BG, Bennett RG, Gottlieb S. Care management interventions for

Clinical GuidelinesPalliative Care of Pain, Dyspnea, and Depression at the End of Life

www.annals.org 15 January 2008 Annals of Internal Medicine Volume 148 • Number 2 145



older patients with congestive heart failure. Am J Manag Care. 2003;9:447-59;
quiz 460-1. [PMID: 12816174]
36. Riegel B, Carlson B, Kopp Z, LePetri B, Glaser D, Unger A. Effect of a
standardized nurse case-management telephone intervention on resource use in
patients with chronic heart failure. Arch Intern Med. 2002;162:705-12. [PMID:
11911726]
37. Stewart S, Marley JE, Horowitz JD. Effects of a multidisciplinary, home-
based intervention on unplanned readmissions and survival among patients with
chronic congestive heart failure: a randomised controlled study. Lancet. 1999;
354:1077-83. [PMID: 10509499]
38. Stewart S, Pearson S, Horowitz JD. Effects of a home-based intervention
among patients with congestive heart failure discharged from acute hospital care.
Arch Intern Med. 1998;158:1067-72. [PMID: 9605777]
39. Stewart S, Vandenbroek AJ, Pearson S, Horowitz JD. Prolonged beneficial
effects of a home-based intervention on unplanned readmissions and mortality
among patients with congestive heart failure. Arch Intern Med. 1999;159:257-
61. [PMID: 9989537]
40. Ram FS, Wedzicha JA, Wright J, Greenstone M. Hospital at home for
patients with acute exacerbations of chronic obstructive pulmonary disease: sys-
tematic review of evidence. BMJ. 2004;329:315. [PMID: 15242868]
41. Wilson DM. Systematic Review of End of Life Care, Health Canada. Ed-
monton, Alberta, Canada: Univ of Alberta; 2004.
42. Acton GJ, Winter MA. Interventions for family members caring for an elder
with dementia. Annu Rev Nurs Res. 2002;20:149-79. [PMID: 12092509]
43. Acton GJ, Kang J. Interventions to reduce the burden of caregiving for an
adult with dementia: a meta-analysis. Res Nurs Health. 2001;24:349-60. [PMID:
11746065]
44. Gitlin LN, Winter L, Corcoran M, Dennis MP, Schinfeld S, Hauck WW.
Effects of the home environmental skill-building program on the caregiver-care
recipient dyad: 6-month outcomes from the Philadelphia REACH Initiative.
Gerontologist. 2003;43:532-46. [PMID: 12937332]
45. Gitlin LN, Belle SH, Burgio LD, Czaja SJ, Mahoney D, Gallagher-Thomp-

son D, et al. Effect of multicomponent interventions on caregiver burden and
depression: the REACH multisite initiative at 6-month follow-up. Psychol Aging.
2003;18:361-74. [PMID: 14518800]
46. Burgio L, Stevens A, Guy D, Roth DL, Haley WE. Impact of two psycho-
social interventions on white and African American family caregivers of individ-
uals with dementia. Gerontologist. 2003;43:568-79. [PMID: 12937335]
47. Burns R, Nichols LO, Martindale-Adams J, Graney MJ, Lummus A. Pri-
mary care interventions for dementia caregivers: 2-year outcomes from the
REACH study. Gerontologist. 2003;43:547-55. [PMID: 12937333]
48. Eisdorfer C, Czaja SJ, Loewenstein DA, Rubert MP, Argüelles S, Mitrani
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