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Case Study 2.3 & 1.1
	1.  The professionals caring for Alice probably had known her for some time before she became ill and knew her reasoning and understanding capacity.  The doctor could check her capacity by using the Mini Mental Status Exam to check for cognition.  Also, when the doctor talked to her about her disease and treatment, he would be able to check for her reasoning and understanding by her communication skills as well (The Hospitalist, 2011).
	2.   Living Will and Durable Power of Attorney
	3.  Encouraged Alice to talk about her life history and leave a life legacy for the family.  Encourage her say anything that needed to be said to her family.  Protect her privacy and continue to help her be as independent as possible.  Depending upon how much pain, strength, etc. a memory book or album could be created by Alice for her family.
	4.  Some additional arrangements and decisions that health care professionals could have assisted Alice and her family with are therapeutic ways to ease pain and suffering before and after death for all members of the family.  Introducing ways for Alice, family, and friends through the death journey can help everyone with closure.  Many times family members leave things unsaid until the last moment and it is important that everyone has a chance to clear the air if needed or just express their love for each other.  It is also important that Alice knows this her journey and things should be done according to her needs and desires.  Besides reviewing life, there are spiritual needs, money matters, wills, medical planning, support groups, etc. and health care professionals can help assist the family at this stressful time (Michigan State University, 2001).
	5.  According to Michigan State University (2001), the hospice team consists of a nurse, a physician, home health aide, social worker, spiritual care provider, and volunteers.
  The Nurse care coordinator evaluates the client’s condition and makes recommendations
for care. The Physician(s) oversees treatment provided by the team. TheHome Health Aid assists with personal care and ADLs. The Spiritual care providerhelps to address questions about meaning in life and making connections with a higher power. The Social Worker helps clients and families deal with emotional and psychosocial issues related to dying. Volunteers provide companionship, run errands, help with physical needs, and allow caregivers time to do things on their own out of the house.

	6.  Other ways to communicate besides the telephone are the emails, instant messaging on the computer, cards, and letters.  
  Writing a letter, e-mail, or making a home video to communicate; having family members maintain a Web site about how an individual is doing; and writing in a journal that can be shared with loved ones after the individual dies.  How about getting the family together to do a legacy?

	7.  Below are some questions one might want to ask when planning for the last hour:
		a. What will my dying be like?
		b. Will I be in pain and suffer?
		c. Will extra measures like chemotherapy be worth the extra time it might buy?			d. When do we call 911?
		e. What about CPR measures?
[bookmark: _GoBack]		f.  Do I need advance directives?
		g. Can I be an organ donor?
  Do you want to die at home? Whom do you want to see before you die? What religious or family traditions do you want performed when you die? 

	These are just a few examples of questions one might ask.  Before an individual has to plan for the last hour, it is best if one could jot down notes about any questions or concerns before that crisis time.	
	8.  According to Ryan, Ingleton, Gardiner, Nolan, and Gott (2009) there are numerous ways to support death with dignity for a person with dementia.  Below are a few examples:	Comment by Mary: Use and in the test and & in the brackets and ref list
		a. Always show respect.
		b. Manage all symptoms pain, nutrition, hydration, oral care, etc. to keep the patient comfortable.
		c. Respect all spiritual and cultural needs of the patient and the family.
		d. Communicate with the patient and the family.
		e. Make sure the patient doesn't die alone.
	9.  	General Assessment/Screening Tools (Gatto & Zwicker, 2006).
		a. Communication Difficulties:  Assessment and Interventions
		b. Assessing Pain in Persons with Dementia
			c. Edmonton Symptom Assessment Scale
			d. Palliative Performance Scale
			e.  Karnofsky Performance Scale
			f. Criteria for Hospice Eligibility for Persons with Dementia
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		1.  In 1991 Congress passed the Patient Self Determination Act (PSDA), if the hospital violates this act it can lose all of its federal funding (Santa Clara University, 2010).
		2.  Concerning AD, education is very important.  Many people do not understand what most legal forms are for and why they might want to use them.  Especially, those of a low economic status, they think because they are poor they have nothing to will.  We need to educate people on the importance of designating your end of life care to increase percentages.  Another contributing factor to the low percentage rates is that people are in different stages of their life and they think death for them is a long way off.  Actually, if people would realize each day they are one day closer to death and it is important to think about end of life care AD (Mitty & Ramsey, 2008).
		3.  Two types of advanced directives are a medical durable power of attorney and a living will.  The medical power of attorney appoints someone to make medical decisions for an individual when they are deemed unable to make decisions for themselves (Mauk, 2010).  A living will is used in place of a POA, it writes out what types of support you would like in place and what life saving measures you want taken (Mauk, 2010).  Both of these have a similar purpose, to make sure your wishes are followed even if you are unable to verbalize them at the time.
		4.  It needs to be clarified if Mr. Barker wants any type of oxygen supplement, this can be in such forms as nasal cannula, non rebreather, venture, bi-pap, or c-pap.  There are also many medications that can be used to sustain life and treat causes of distress that Mr. Barker needs to decide if he wants used.  Also, he can choose not to have CPR measures taken but choose other life sustaining measures.
		5.  AD does not always work from state to state.  Some states do recognize AD from another state if their laws are similar, but others do not, and some don't have an answer.  It should be recommended to Mr. Barker to find out if the state his daughter lives in honors his state's Ad, if not simply draw up a new one for the other state following their laws.
		6.  An AD is permanent unless destroyed or another is dated after it, but it is still recommended the old one be destroyed so that it is not confused with the new one.  Also, make sure to destroy all old copies.
 Patients are entitled to complete information about their illness and how it may affect their lives, and they have the right to revoke an AD at any time.
		7.  The five wishes consist of who you want to make decisions for you once you are unable, the type of medical treatment you do or do not want, how comfortable you want to be made, how you want people to treat you, and what you want those involved to know concerning your health (Aging with Dignity, 2012).
		8.  Yes, this form lets you decide who you want to be in charge of those decisions; others do not have to like it or agree with it but just respect it. 
		9.  No, because it is going to come out at some point in time.  It is easier for the client to explain why they chose who they did, instead of the innocent person put in charge to have to deal with the wrath of the others.  Set a family meeting and state who is in charge and that it is neither a discussion nor a democracy, it is simply informing them so they know that they are still loved but she just doesn't want them to make her decisions.  This may not be easy and may not go over well but it is unfair to make the loved one in charge be the bearer of bad news when the children show up to the hospital and not have any understanding of what is going on legally.
 Patients are entitled to complete information about their illness and how it may affect their lives, and they have the right to share or withhold that information from others.

   		10.  It is interesting that generally only European cultures make eye contact and that 80% of communication is nonverbal.  Hand gestures can degrade people and be taken offensively so they should be used sparingly.  Also, it is interesting to learn that some homeopathic remedies may look like abuse so one needs to be careful and further investigate before it is reported (Health Industry Collaboration Effort, 2003).  There is definitely a lot of information to learn to be culturally competent. 
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