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Case Study 2.3 Number 1
	Before decisions can be made regarding one’s health care and end-of-life preferences, their decision-making capacity must be determined by a health care professional.  The standards for assessing the decision-making capacity include evaluation of the patient’s ability to communicate treatment choices that are consistent with their values and goals (Pantilat, 2008).  The patient must also not be delusional and they must use logical reasoning when making decisions (Pantilat).  Finally, the patient must understand the medical diagnosis and prognosis, nature of the recommended care, alternative courses of care, and the risks, benefits, and consequences of each course (Pantilat).  
Case Study 2.3 Number 2
	When a patient is unable to make decisions regarding medical care, physicians rely on advanced directives.  One type of advanced directive that is available for these types of individuals is a living will.  Living will direct preferences for end of life care issues (Mauk, 2010).  Another type of advanced directive is a durable power of attorney.  “…A patient may designate a close friend with durable power of attorney…in decision making in a situation where the patient is incapacitated” (Mauk, p. 593).  In this situation, the living will specifies the course of action on the decision maker (Mauk).  
Case Study 2.3 Number 3
	Enhancing a patient’s dignity during the end of life is highly significant.  This can be done by making life while dying more peaceful.  Some ways to do this is by encouraging good memories, maintaining privacy and support, and dying quietly (Mauk, 2010).  Also, allowing the patient to perform activities of daily living to the best of their ability is also a great way to maintain dignity.  
Case Study 2.3 Number 4
	It is vital that a person in the end of their life feel as if they have completed their life.  There are arrangements and decisions that health care professionals can assist the patient and their family with in order to fulfill those desires.  Some of these arrangements include hospice services that care for your spiritual and emotional issues (Mashkin, 2001).  Other arrangements include palliative care which focuses on pain management (Mashkin).  Health care providers can help patients with decisions by providing facts about their illness and life prolonging therapies (Mashkin).  This will allow them to fully understand what will happen to them as they die.  Health care providers can also help a patient make decisions about organ donation.  They will notify the patient if there are limitations on their ability to donate (Mashkin).  Finally, if a DNR is in place and the patient is living at home, the health care provider should give the patient a form to be placed in the home (Mashkin).  This will notify emergency teams not to begin CPR in the case that they are called.  
Case Study 2.3 Number 5
	There is a team of professionals that are involved in typical hospice care.  The interdisciplinary team includes a doctor of medicine or osteopathy, registered nurse, social worker, and pastoral or other counselor (Mauk, 2010).  “Other team members who are also required include volunteers with training appropriate to their tasks,…clergy/spiritual support and counseling, and additional counseling (dietary, bereavement)” (Mauk, p. 758). 
Case Study 2.3 Number 6
	Sometimes one is unable to communicate with loved ones over the phone or in person.  In this case, a letter, home video, or an e-mail may be enough to satisfy the need communicate with that person (Mashkin, 2001).  Also, support groups with people who are dealing with the same disease can be helpful (Mashkin, 2001).  If face-to-face groups are not available, online discussion boards with a solid reputation can be just as effective (Mashkin). 
Case Study 2.3 Number 7
	Planning for the last hours of life can be beneficial and is an ongoing process.  These decisions consist of the people, places, and activities that will surround you and the way your body is handled after death (Mashkin, 2001).  Some questions that an individual should consider include do you want to die at home, who do you want to see before you die, do you want any rituals performed around the time of your death, and do you want anything in the environment around you when you die (Mashkin).  Also, choices need to be made about burial, cremation, and organ donation (Mashkin).  Other questions include those about a funeral or memorial services, the dying process, and people to accompany the individual when they die (Mashkin).
Case Study 2.3 Number 8
	People with dementia also need nurses to help them die with dignity.  Some approaches for care consist of the palliative phase of care beginning at the point of diagnosis with dementia (Ryan, Ingleton, Gardiner, Nolan, & Gott, 2009).  By doing so, dignity will remain a chief concern.  In the end-of-life stage of dementia the use of feeding tubes and antibiotics recommended in limitations (Ryan, Ingleton, Gardiner, Nolan, & Gott).  Care should also be based on supporting personhood and a relationship-centered approach (Ryan, Ingleton, Gardiner, Nolan, & Gott).  
Case Study 2.3 Number 9
Assessment tools are used are used by clinicians to assess the functional status of patients in order to determine the level of assistance that may be needed from a hospice team.  Some screening tools include Edmonton Symptom Assessment Scale and the Palliative Performance Scale (Gatto & Zwicker, 2006).  One other assessment tool is the Karnofsky Performance Scale which allows patients to determine their own functional capacity (Gatto & Zwicker).
Case Study 1.1 Number 1
	Every patient has the right to decide.  “The Patient Self-Determination Act (PSDA) of 1990 was enacted to reduce the risk that life would be shortened or prolonged against the wishes of the individual” (Mauk, 2010, p. 593).  Because of this act, any agency or institution receiving Medicare or Medicaid reimbursement must allow patients to express their preferences regarding life-saving or life-sustaining care (Mauk).  This can be documented through legal documents called advanced directives (Mauk).  
Case Study 1.1 Number 2
	As a part of a patient’s right to decide, they have the right to have an advance directive.  Less than 20% of Americans have an advanced directive (Mitty & Ramsey, 2008).  This might be attributed to the fact that patients do not have enough information regarding advanced directives.  Patients consistently state that they do not have ample information about advanced directives and that they would like more (Mitty & Ramsey).  
Case Study 1.1 Number 3
	There are two types of advanced directives.  These include a durable power of attorney for health care and a living will.  A durable power of attorney permits patients to appoint an individual to make health care decisions for them should they lose their decision-making capacity (Mitty & Ramsey, 2008).  A living will specifies explicit instructions to health care providers about certain kinds of health care treatment the patient wants in the end-of-life (Mitty & Ramsey).  
Case Study 1.1 Number 4
	When implementing an advanced directive it is important to be knowledgeable of different types of medical directives.  Some life sustaining treatments consist of breathing machines, dialysis, CPR, and transfusions (Mashkin, 2001).  Other medical directives include artificial feeding, antibiotics, and trial treatments (Mashkin).
Case Study 1.1 Number 5
	There is not reciprocity among states for advanced directives.  “Laws vary from state to state regarding living wills, and some require two physicians to agree to the status of the patient before enacting directives” (Mauk, 2010, p. 593).  In states where living wills have been passed into law, health care providers who oppose a patient’s advance directives are required to eliminate themselves from the case (Mauk).  
Case Study 1.1 Number 6
	Advance directives are not permanent once they are signed.  It is recommended that an individual periodically update their advance directive (Mashkin, 2001).  By reviewing the advance directive, the individual can be sure that their desires conveyed still exhibit their present opinions as situations change (Mashkin).    
Case Study 1.1 Number 7
	“Five wishes is a movement that encourages people to provide more specific instructions than those offered by a living will, including ones wishes in five categories” (Mauk, 2010, p. 751).  A few of the issues that are addressed include the person appointed to make health care decisions when the individual is unable, medical treatment desired, and comfort level (“Five Wishes”, 2012).  The final two categories consist of desired treatment by others and what the individual wants loved ones to know (“Five Wishes”).  
Case Study 1.1 Number 8
	The first issue addressed in Five Wishes is the durable power of attorney for health care (Mauk, 2010).  “…a patient may designate a close friend with durable power of attorney, superseding the designation of immediate family members in decision making in a situation where the patient is incapacitated” (Mauk, p. 593).  Because of this, Ms. Ruiz can name her boyfriend as a health care agent.
Case Study 1.1 Number 9
	“Fidelity refers to keeping promises or being true to another; being faithful to commitments and responsibilities” (Mauk, 2010, p. 590).  When a patient asks you to keep personal information about their Five Wishes secret, it is the job of the health care professional to be faithful to the patient.  Fidelity is especially vital with geriatric patients because they put an enormous amount of trust into the health care system (Mauk). 
Case Study 1.1 Number 10
	The way that people communicate differs from culture to culture.  As a nurse, it is important to be respectful of these differences.  One difference may be the style of speech.  In order to allow the patient to feel more relaxed, adjust your speech to more closely match theirs (“Better Communication”, 2012).  Also, the type of eye contact desired is diverse in many cultures.  If a patient seems uneasy making eye contact, try sitting next to them during the conversation (“Better Communication”).  Finally, most communication is non-verbal and the meaning differs with most people (“Better Communication”).  Because of this, permission should always be asked to touch a patient (“Better Communication”).         
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