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Case Study 16.4 
1. What are the goals of hospice? The American Cancer Society Web site www.cancer.org has a well prepared overview of hospice – search the term “Hospice” on the Web site. In addition, review the National Hospice and Palliative Care Organization (NHPCO) and the Hospice and Palliative Nurses Association (HPNA) Web sites www.nphco.org and http://www.hpna.org/
According to the American Cancer Society, Hospice Care, 2011, “The goal of hospice is to help patients live their last days as alert and pain-free as possible. Hospice care tries to manage symptoms so that a person's last days may be spent with dignity and quality, surrounded by their loved ones. Hospice affirms life and neither hastens nor postpones death. Hospice care treats the person rather than the disease; it focuses on quality rather than length of life. Hospice care is family-centered -- it includes the patient and the family in making decisions” (Hospice Care, pp. 1). 

2. How can Jane obtain a referral for hospice care that will include an assessment by a hospice admission nurse? 
According to the Comprehensive Cancer Center at Northwestern University, About Hospice Care, 2011, “A referral to hospice is appropriate when the patient and family have opted for palliative treatment for life-limiting or “terminal” illness. Medicare guidelines further require that the physician has determined that life expectancy is six months or less (if the disease follows its normal course). Many physicians struggle with feelings of having failed a patient when no curative treatment remains. Reframing the goals of care from cure to palliation often helps physicians accept a life-limiting prognosis. Remember, there is much you can do even when curative medical treatment is no longer appropriate. By referring a patient to hospice care you are helping to relieve their physical, emotional, and spiritual suffering. Primary physicians often remain actively involved in the care of patients after admission to hospice. For many patients, the involvement of the primary physician in hospice care provides reassurance that their doctors are NOT “giving up” on them. A representative of the hospice will meet with the patient and family to explain the hospice philosophy and services. They will confirm medical eligibility, insurance coverage, and patient and family choice for palliative/hospice care. If hospice is determined to be the appropriate kind of medical care, paperwork will be completed and services begin usually within 24-48 hours of referral”(About Hospice Care, pp. 1). 

3. Describe the services provided by the hospice interdisciplinary team. 
According to the article, About Hospice Care, 2011, “Hospice care is holistic: Hospice treats the whole person, not just the disease. It focuses on the needs of both the patient and the family. The health care team attends to practical needs such as insurance coverage, transportation, and assistance with bathing in addition to emotional and spiritual needs such as caregiver stress, grief, and fear of dying. Care is provided by an interdisciplinary team including the physician, psychologist, nurse, social worker, chaplain, pharmacist, nursing assistant, volunteers, nutritionist, and physical therapist” (About Hospice Care, pp. 1). 
4. Describe the Medicare benefit periods to Jane, and services that are provided. 
Hospice is covered under your Medicare part A benefit package. Medicare will pay for your benefits if you are eligible for Medicare part A which is your hospital insurance. You doctor and the hospice medical director will need to certify that your cancer is terminal and since Hospice is designed for patients with six months or less to live, they have to verify that factor as well. If you qualify for Hospice care, you will need to sign a statement stating that you chose hospice care over medical treatment for your illness. If you have any health problems that are unrelated to your illness for which you are on hospice, Medicare will still pay for that treatment. There are volunteers are trained to help with everyday tasks, such as shopping and personal care services, like bathing and dressing. Speech, physical, and occupational therapists and other persons who are trained to give care are also there for you when needed. A family member or other person who cares for you will be with you every day and members of the hospice team will make regular visits. If your family member or daily care giver needs a break, Medicare will also pay for what they call a “respite” to relieve your family member in times of need. A nurse and a doctor are on-call 24 hours a day, 7 days a week to give you and your family support and care when needed. They will also work closely with your primary care physician to care for you. If you should need care in a hospital for your illness, the hospice team will help arrange your stay. Medicare covers these hospice services and pays nearly all of their costs: Doctor Services, nursing care, medical equipment (such as wheelchairs or walkers), medical supplies (such as bandages and catheters), drugs for symptom control and pain relief, short-term care in the hospital, including respite care, home health aide and homemaker services, physical and occupational therapy, speech therapy, social worker services, dietary counseling, counseling to help you and your family with grief and loss. You will only have to pay part of the cost for outpatient drugs ($5 per script) and inpatient respite care (Medicare Hospice Benefits, 2011, pp. 1-8). 

5. One of the major concerns of the hospice team is symptom control. Indentify most common symptoms found in patients at the end of life. 
According to Lamers, Signs of Approaching Death, 2012, “For most dying persons, activity decreases significantly in the final days and hours of life. They speak and move less and may not respond to questions or show little interest in their surroundings. They have little, if any, desire to eat or drink. As you hold their hand, you may notice that they feel cold. When a person is dying, his or her body temperature can go down by a degree or more. Blood pressure will also gradually lower and blood flow to the hands and feet will decrease. When a person is just hours from death, breathing often changes from a normal rate and rhythm to a new pattern of several rapid breaths followed by a period of no breathing. This is known as “Cheyne-Stokes” breathing—named for the person who first described it. Coughing can also be common as the body’s fluids begin to build up in the lungs. Fluid that accumulates in the lungs also causes “rales” and “rattles.” This breathing sound is often distressing to caregivers but it is not an indication of pain or suffering. The secretions that cause these sounds can be dried up with a medication called atropine delivered via injection, scopolamine (oral or transdermal), or a small dose of liquid morphine. The oral administration of a small amount of a common eye drop solution usually prescribed to reduce the amount of tears can also help reduce the amount of lung fluid. On the other hand, when lung secretions are thick or dry, running a vaporizer in the room can ease breathing. As death approaches, skin color is likely to change from the normal pinkish tone to a duller, darker, grayish hue. The fingernail beds may also become bluish rather than the normal pink. Because the central nervous system is directly impacted by the dying process, your loved one may sometimes be fully awake and other times not responsive. Often before death, people will lapse into a coma. A coma is a deep state of unconsciousness in which a person cannot be aroused. Persons in a coma may still hear what is said even when they no longer respond. They may also feel something that could cause pain, but not respond outwardly. Caregivers, family, and physicians should always act as if the dying person is aware of what is going on and is able to hear and understand voices. In fact, hearing is one of the last senses to lapse before death. It is not unusual for dying persons to experience sensory changes. Sometimes they misperceive a sound or get confused about some physical object in the room. They might hear the wind blow but think someone is crying or see the lamp in the corner and think someone is standing there. These types of misperceptions are called illusions. They are misunderstandings about something that is actually in their surroundings. Another type of misperception is hallucination. Dying persons may hear voices that you cannot hear, see things that you cannot see, or feel things that you are unable to touch or feel. Some dying persons confuse reality and might think that others are trying to hurt them or cause them harm. Or, they can come to believe that they are much more powerful than they really are and think that they can accomplish things that are not possible. These types of misconceptions are called delusions of persecution and delusions of grandeur” (Lamers, Signs of Approaching Death, pp. 1). 
6. How can the hospice nurse address Jane’s fear of pain and her statement, “It is just how I am going to die that scares me”?
The nurse could reassure Jane that when she is ready for hospice care that the goal is to keep the patients as comfortable as possible while they prepare to pass on. She should also reassure Jane that even if she is not on Hospice care when she is actively passing away, that those caring for her will be active in regards to pain management for her to be comfortable. She should also ensure that Jane has a medical advocate to legally speak for her and her welfare and her wishes if she is unable to do so for herself. 

7. Jane’s family does not want her to accept the hospice benefit as a basis for her continued care. They feel that hospice will allow Jane “to give up and die sooner.” As a nurse, how do you address this families concern?
You seem to have some very valid concerns. I just want to point out that all hospice patients are continually screened and if your mother happens to not meet the criteria any longer then she will be returned to her regular care and can go back into hospice at a later date if needed. There is spiritual and other counseling made available by the program that will help address any concerns that you as the family might have or need to work through as well as opportunities for your mother to seek counseling or guidance in any form that she sees necessary and beneficial. The idea behind hospice is not for you mother to give up, it is for her to have a larger support system of people who want to give her the best possible care available to make her comfortable and pain free. The care that the program provides will also help alleviate some of the care stress that families can sometimes feel. Relieving some of the “duties” that the family has during care, can give you more time to spend with your mother rather than run errands and attend to cooking, cleaning and other daily tasks. Providing everyone support and comfort during the process is what hospice prides themselves in and will work with you, the family and your mother as the patient to develop goals and care plans that are suitable for your family specifically. Are there any questions I can answer for you or would you be willing to speak with one of our staff counselors that can give you more guidance on the matter? 

8. Who should make the decision to accept or decline hospice services and how can this type of decision be accomplished considering Jane and her children? (Take into account decision-making capacity.)
Jane still lives alone and seems as if she is able to care for herself since her children live an hour away. Since they do not live closer and only visit once a week and there is no mention of home care, it is assumed that Jane is not incompetent. Jane should be her own advocate along with her primary physician and oncologist to make decisions based upon her health, realistic goals and prognosis. Jane should be her own decision maker in regards to hospice. Jane should discuss her feelings with her children and tell them why she wants to go on hospice or why she doesn’t and what her goals are and what her fears are. If Jane can reasonably explain why she thinks it is a good option for her and asks for their support then they should give it. Jane should let them voice their concerns in regards to her care and take them into consideration. Jane and her children should meet with a hospice screener or a hospice nurse that describes or introduces the program to the families in order to get the best understanding of the program and to answer any questions. This may help clarify everyone’s concerns but ultimately, Jane should have the final say in her care. 
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Case Study 19.2
1. As a nurse, what would you teach Helen about the side effects of nausea which may occur when opioid narcotic is given?
As a nurse, I would tell Helen that nausea occurs in approximately 25 percent of patients. I would also tell her that if she develops severe nausea, then she may require a different medication, a reduction in dose or a medication to help with the nausea. Helen needs to report ongoing nausea so that she can be treated appropriately. She needs to stay hydrated and nourished and being nauseous may interfere with caring for herself properly. Staying hydrated and active as well will help deter her from another side effect, constipation. If Helen sits in bed or in a chair and doesn’t eat because she is nauseous then she is opening herself up for other medical complications. She should report any intolerable side effects immediately in order to refrain from treatment hindrance. 

2. What is the most common side effect of opioid analgesics? What nursing intervention can act to prevent this unwanted side effect?
The most common side effect of opioid analgesics is constipation according to Effectiveness of Long-Term Opioid Therapy for Chronic Non-Cancer Pain, 2011. In order to try to prevent constipation, Mauk, 2010, mentions that, nurses should encourage fiber, dietary foods that encourage bowel movements, adequate fluid intake, activity level appropriate for the patient and some exercise regimen that is adequate and tolerable, proper positioning and any other constipating medications other than the opioid the patient may be taking might need to be supplemented (Mauk, pp. 411). Nurses should encourage a diet that is adequately appropriate for the patient’s needs and activity level. The nurse should also teach the patient about how many bowel movements is considered “good” and should encourage them to keep a journal of them to determine change. If change in bowel habit is caught before it becomes constipation, then the nurse can implement some changes to encourage BM’s and can hopefully deter the patient from enemas and other unpleasant interventions used to treat constipation. 

3. How will you discuss the side effect of sleepiness with her family?
I would let the family know that the opioid will naturally make Helen sleepy but that if she appears to be sleeping all the time and is confused that they need to seek treatment as it could be a sign of overdose. According to drugs.com, 2012, signs of an overdose can include: fatigue (sleepiness), dizziness or weakness, difficulty breathing, shallow breathing, or breathing slower than normal, cold or clammy skin, severe (very bad) muscle pain or weakness, confusion, seeing or hearing things that are not real.  The fact that Helen is resting comfortably and has respirations of 16 per minute, tells the nurse that there is not any signs of respiratory depression and that her dosage is working to alleviate her pain to make and comfortable. Helen may not have been sleeping prior to the medication due to the pain. Therefore, the nurse should educate her family on this fact so that they can understand that she is not in pain and is able to rest now. They should however, keep the symptoms of an overdose in mind for future reference. 

4. Describe the term “tolerance” that is found with narcotic medications and how you would discuss this term with Helen’s concerned family. 
According to drugs.com article, Pain Management and Opioids, 2012, tolerance is defined as “your body getting used to the medication. The opioid might not control your pain as well as it used to. The pain may come back sooner. You might need more of the opioid medicine to give you the same amount of pain relief” (Pain Management and Opioids, pp.1). I would explain to Helen’s family what tolerance is and that the longer Helen is on the morphine, the more her dosages will go up in order to cover her pain. As long as they are not seeing any signs of overdose as mentioned previously then they could possibly help implement some other pain management techniques in addition to the morphine. They could try other tactics such as aversion therapy and heat therapy and see if that helps Helen in her pain management. 

5. What side effect of the opioid, morphine, may be occurring, why is this occurring and what nursing intervention will you implement? 
[bookmark: tableV]The side effect of using an opioid that may be occurring is urinary retention. According to Verhamme, 2008, “Drug-induced urinary retention is generally treated by urinary catheterization, especially if acute, in combination with discontinuation or a reduction in dose of the causal drug (Verhamme, pp.1). According to Hill,  1997, “Urinary retention occurs infrequently and may also be a transient side effect. It may be manifested as difficulty in initiating the urine stream, but can include inability to initiate micturition. Techniques such as running water, pouring warm water over the perineum, or gentle bladder massage may be all that is needed. If such simple measures are not effective then catheterization may be warranted. Intermittent, straight catheterization is preferred over insertion of a foley catheter. After several catheterizations the patient may be able to resume normal voiding. If retention is persistent, try changing to another opioid or alternative interventions. Only very rarely is it necessary to teach a patient self-catheterization for continued urinary retention (Hill, pp. 15).

6. What is the medical terminology for this type of jerking motion, why may it be occurring and what can be done about this side effect of opioid use?
Accroding to Hill, 1997,  “Myoclonus is a fairly common side effect seen most often with higher opioid doses. The patient may experience mild to moderate muscle jerks, most commonly during sleep, but occasionally throughout the day. If the jerking is mild and not bothersome to the patient, then a simple explanation that this is a potential side effect should reassure the patient. If it disrupts sleep or causes exacerbation of the pain (especially in patients with bone metastases) changing to another opioid may help. If persistent, or changing to another drug is not desirable, low doses of a benzodiazepine muscle relaxant may help. Diazepam (Valium) in doses as low as 2 mg bid or tid, or clonazepam (klonipin) 0.5 mg to 1 mg bid. These drugs may add to sedation, and if the myoclonus is mostly a problem during sleep, they can be given at bedtime only (Hill, pp.15). 

7. The final side effect of opioid analgesics that must be addressed is the potential for respiratory depression. How do you define and assess for respiratory depression? What medication is used to reverse respiratory depression? Who is at the highest risk to develop respiratory depression? 
According to Hill, 1997, “Respiratory depression is the most serious impediment to adequate pain control with opioids. In particular, inordinate fear of respiratory depression prevents adequate opioid use resulting in inadequate pain relief. In considering this side effect, the most important distinction to be made is whether the patient is tolerant to opioids or not. The opioid-tolerant patient, i.e., the patient who has been taking them regularly for several weeks or more, is tolerant to the respiratory depressant effects and respiratory depression is highly unlikely, no matter what the dose administered. Also, pain is a natural antagonist to the respiratory depressant effects of opioids; therefore, as long as the patient is experiencing pain, there is little likelihood that respiratory spiratory depression will occur. Closer monitoring is warranted in opioid-naive patients or when another pain intervention, such as an anesthetic block , effectively takes away the pain stimulus. Care must be taken in these situations to titrate the opioid dose downward without precipitating a withdrawal reaction. Withdrawal can be avoided by administering approximately 1/3 of the previous opioid dose. Often respiratory depression is attributed to the opioid when in reality, there is little evidence of respiratory compromise. Although many standard text books designate a respiratory rate of less than 12 per minute as a depressed rate, it usually is not. Many sleeping patients who are not taking opioids will have a respiratory rate of 6-8 per minute and be perfectly normal. Many factors must be considered in determining whether a low respiratory rate is detrimental to a patient. For nurses or paramedical personnel, the "arousable factor" is a satisfactory guide. If a patient is easily arousable, he or she is unlikely to have significant respiratory depression. It should be emphasized, however, that significant respiratory depression is the most serious side effect of opioid therapy and persistent respiratory rate of < 8 per minute (for 30 minutes or longer despite stimulation and/or oxygen saturation < 90%, intervention may be considered). When true respiratory depression occurs, the quickest method of treatment is to reproduce the pain the patient is having, i.e., actually stimulate the pain in the painful area or simply coaching the patient to breathe deeply. The opioid antagonist naloxone hydrochloride (Narcan) can be administered judiciously to ultimately correct the situation. One 0.4 mg ampule of naloxone diluted in 10 ml of normal saline should be slowly infused intravenously until respirations increase but short of reversing the analgesia completely. The dose may need to be repeated because naloxone is a relatively short-acting medication and the duration of action of the opioid may exceed the effectiveness of naloxone (especially true for methadone and levorphanol which have longer half-lives). To maintain analgesia but temporarily prevent recurrent respiratory depression, it may be necessary to constantly infuse low-dose naloxone until respiration is stabilized. To do this, add five 0.4 mg ampules of naloxone to 500 ml of 5% dextrose in water (D5W) to achieve a final concentration of 0.0004 mg naloxone/ml D5W, and titrate the infusion to maintain adequate respirations with retention of analgesia. Intense involvement of the physician is obviously required. Only in critical situations such as full respiratory arrest, should naloxone be administered by rapid, direct IV push in an undiluted form. Naloxone is not a benign drug and can produce serious side effects such as tachycardia, cardiac irritability, hypertension, and seizures. It can also produce a severe withdrawal reaction that is not tolerated well by critically ill or debilitated patients. Sudden and severe reversal of analgesia by this method is unnecessary and adds greatly to the suffering experienced by the patient” (Hill, pp. 16). 
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