Describe the ethical and legal issues of advanced directives with a healthcare surrogate.
The outcomes related to their care should be their own wishes. The decisions may involve the choice for: Organ and tissue donations, Advanced directives, Resuscitation
Advanced directives: A general term used to describe the documents that give instructions about future medical care and treatments Advance Directives include: Living Will, Do Not Resuscitate Order, Withholding or Withdrawing Treatments
Be aware of legal issues and the wishes of the patient
Nursing care of dying patients is holistic and encompasses all aspects of psychosocial (grieving process) and physical needs (physical changes that are associated with dying) 
Focus on patient and family: respect, dignity, and comfort
Recognize own needs when dealing with grief and dying.

Discuss the nursing management of the dying patient.
Good physical care is still mandatory for a dying patient. Simply because a patient is dying and may only have a few days left to live does not give medical staff a reason to stop performing the basic activities of daily living. Good physical hygiene and oral hygiene will provide a sense of comfort as the end draws near. A sponge bath may soothe aches and pains unlike any pain medicines are capable of doing. Hand massages with lotion are an amazing way to help someone forget about his constant pain, at least temporarily, and helps to connect with the patient while talking one on one.
Nurses must educate families and patients that a PCA (Patient Controlled Analgesic) device is “patient controlled.” Families are not to administer medication by pushing the button, as this can cause decreased respirations if the patient is not controlling the amount of medication. A nurse is the patient’s advocate and in the end, patients deserve adequate pain control. If the patient is having break through pain the nurse must alert the doctor.
Providing fluids and nourishment during terminal illness is often controversial. Discuss the key issues in this controversy.
It's common and completely normal for patients facing a terminal illness to experience loss of appetite with a decreased interest in food or drink and weight loss. As the illness progresses, patients will either be unable to take in food or fluid by mouth or they will refuse to eat or drink. It may be that the patient has been ill for some time and has been receiving artificial nutrition but not getting any better. In either case, the question whether to withhold or withdraw artificial nutrition may arise. This can be a cause of great unease and distress for the patient’s loved ones and caregivers.
Making the decision to withhold or withdraw artificial nutrition and hydration raises intellectual, philosophical and emotional conflicts for many people. It is often helpful for people faced with that difficult decision to understand what science and medicine have found regarding artificial nutrition and hydration at the end of life.
In our society and culture, food and fluids are viewed to be essential to sustain life and to speed healing and recovery from illness. It goes against most peoples values to withhold food and fluids from a critically ill or dying patient. Yet we all know that knowledge is power. As with any medical decision you are faced with, it is important to understand the benefits of risks. Is artificial nutrition beneficial for the terminally ill patient? Let’s take a look at what medical research can tell us:
4. Discuss how pain is identified and managed in the unresponsive terminal patient.
Pain via communication or increased vital signs. Pain management through iv meds, Pca pump, support, cleanliness
5. Discuss the rationale for use of medications such as morphine, haloperidol, glycopyrrolate, and lorazepam in the treatment of the terminal patient.
Dull the pain, make the muscles relax, relieve unnecessary anxiety. This is so the pt can go with much trauma caused by pain
Identify all potential nursing diagnoses and the related interventions.
Death anxiety, risk for aspiration, risk for imbalanced body temperature, bowel incontinence, ineffective deanil, impaired bed mobility, impaired oral mucous membrane, ineffective thermoregulation
(i) Establish rapport with patient and significant others; try to maintain continuity in care providers. Listen and encourage patient or significant others to verbalize feelings. 
This may open lines of communication and facilitate eventual resolution of grief. 
(i) Recognize stages of grief; apply nursing measures aimed at that specific stage. 
Shock and disbelief are initial responses to loss. The reality may be overwhelming; denial, panic, and anxiety may be seen. 
(i) Provide safe environment for expression of grief. 
This assumes a tolerance for the patient's expressions of grief (i.e., the ability to see a man cry, to see mourners make wide gestures with hands and their bodies, loud vocalizations and crying). 
(i) Minimize environmental stresses or stimuli. Provide the mourners with a quiet, private environment with no interruptions. 
(i) Remain with patient throughout difficult times. This may require the presence of the care provider during procedures, difficult discussions, conferences with other family members or other members of the health care team. 
The patient or family may need a trusted person present to represent their interest or feelings if they feel unable to express them. They may require someone to "witness" with them. 
(i) Accept the patient or the family's need to deny loss as part of normal grief process. 
The nurse needs to see these events as a time during which the individual or family member consolidates his or her strength to go on to the next plateau of grief. Others mourners will need to stop progressing through the process of anticipatory grief, unable to grieve the loss any further until the loss actually happens. Realization and acceptance may only occur weeks to months after loss. Reality may continue to be overwhelming; sadness, anger, guilt, hostility may be seen. 
(i) Anticipate increased affective behavior. 
All affective behavior may seem increased or exaggerated during this time. 
(i) Recognize the patient or family's need to maintain hope for the future. 
They may continue to deny the inevitability of the loss as a means of maintaining some degree of hope. As the loss begins to manifest, the mourners start accepting aspects of the loss, piece by piece, until the whole is actually grasped. 
(i) Provide realistic information about health status without false reassurances or taking away hope. 
Defensive retreat can occur weeks to months after the loss. The patient attempts to maintain what has been lost; denial, wishful thinking, unwillingness to participate in self-care, and indifference may be seen. 
(i) Recognize that regression may be an adaptive mechanism. 
The sheer volume of emotional reconstituting and reconstruction, which must be accomplished after a loss occurs, makes it reasonable to assume that time to restore energy will be needed at intervals. 
(i) Show support and positively reinforce the patient's efforts to go on with his or her life and normal activities of daily living (ADLs), stressing the strength and the reserves that must be present for the patient and family to feel enabled to do this. 
This is the same strength and reserve each of them will use to reconstitute their lives after the loss. 
Offer encouragement; point out strengths and progress to date. 
Patients often lose sight of the achievements while engaged in the struggle. 
(i) Discuss possible need for outside support systems (i.e., peer support, groups, clergy). 
Acknowledgment occurs months to years after loss. Patient slowly realizes the impact of loss; depression, anxiety, and bitterness may be seen. Support groups composed of persons undergoing similar events may be helpful. 
(i) Help patient prioritize importance of rehabilitation needs. 
This allows the health care provider and patient to focus rehabilitative energy on those things that are of greatest importance to the patient. 
(i) Encourage patient's or significant others' active involvement with rehabilitation team. 
(i) Continue to reinforce strengths, progress. 
Adaptation occurs during the first year or later, after the loss. Patient continues to reorganize resources, abilities, and self-image. Mourning is a unique and individual process that occurs over time. 
(i) Recognize patient's need to review (relive) the illness experience. 
This is one way in which the patient or the family integrate the event into their experience. Telling the event allows them an opportunity to hear it described and gain some perspective on the event. 
(i) Facilitate reorganization by reviewing progress. 
When seen as a whole, the process of reorganization after a loss seems enormous, but reviewing the patient's progress toward that end is very helpful and provides perspective on the whole process. 
(i) Discuss possible involvement with peers or organizations (e.g., stroke support group, arthritis foundation) that work with patient's medical condition. 
Support in the grieving process will come in many forms. Patients and family members often find the support of others encountering the same experiences as helpful. 
(i) Recognize that each patient is unique and will progress at own pace. 
Time frames vary widely. Cultural, religious, ethnic, and individual differences affect the manner of grieving. 
Carry out the following throughout each stage: 
(i) Provide as much privacy as possible. 
(i) Allow use of denial and other defense mechanisms. 
(i) Avoid reinforcing denial. 
(i) Avoid judgmental and defensive responses to criticisms of health care providers. 
(i) Do not encourage use of pharmacological interventions. 
(i) Do not force patient to make decisions. 
(i) Provide patient with ongoing information, diagnosis, prognosis, progress, and plan of care. 
(i) Involve the patient and family in decision making in all issues surrounding care. 
This acknowledges their right and responsibility for self-direction and autonomy. 
(i) Encourage significant others to assist with patient's physical care. 
The desire to provide care to and for each other does not disappear with illness; involving the family in care is affirming to the relationship the patient has with their family. 
(i) When the patient is hospitalized or housed away from home, facilitate flexible visiting hours and include younger children and extended family. 
No individual should be excluded from being with the patient unless that is the wish of the patient. Hospital guidelines for visiting serve staff members who organize care more than they serve patients. 
(i) Help patient and significant others share mutual fears, concerns, plans, and hopes for each other including the patient. 
Secrets are rarely helpful during these times of crisis. An open sharing and exchange of information makes it easier to address important issues and facilitates effective family process. These times of stress can be used to facilitate growth and family development. They can be important and sometimes final opportunities for resolving conflict and issues. They can also be used as times for potential personal and intrafamilial growth. 
(i) Help the patient and significant others to understand that anger expressed during this time may be a function of many things and should not be perceived as personal attacks. 
(i) Encourage significant others to maintain their own self-care needs for rest, sleep, nutrition, leisure activities, and time away from patient. 
Somatic complaints often accompany mourning; changes in sleep and eating patterns, and interruption of normal routines is a usual occurrence. Care should be taken to treat these symptoms so that emotional reconstitution is not complicated by illness. 
If the patient's death is expected: 
(i) Facilitate discussion with patient and significant other on "final arrangements"; when possible discuss burial, autopsy, organ donation, funeral, durable power of attorney, and a living will. 
(i) Promote discussion on what to expect when death occurs. 
(i) Encourage significant others and patient to share their wishes about which family members should be present at time of death. 
(i) Help significant others to accept that not being present at time of death does not indicate lack of love or caring. 
(i) When hospitalized, use a visual method to identify the patient's critical status (i.e., color-coded door marker). 
This will inform all personnel of the patient's status in an effort to ensure that staff do not act or respond inappropriately to a crisis situation. 
(i) Initiate process that provides additional support and resources such as clergy or physician. 
(i) Provide anticipatory guidance and follow-up as condition continues.

Discuss nursing care of the patient after death.
preparing the patient for viewing by family 
ensuring proper identification of the patient prior to transportation to the morgue or funeral home 
providing appropriate disposition of patient's belongings 
maintaining vital organs, if donation is planned
Before placing the body in a supine position with arms at sides and head on a pillow, the nurse should put on clean gloves. The head of the bed should be slightly elevated. At this time, the nurse can insert the patient's dentures, if worn, and then close the mouth. By placing a fingertip on each eye, the nurse should gently close the patient's eyes. If the eyes will not remain closed, moistened cotton balls can be placed on the eyelids for several minutes, and then a repeated attempt to close the eyes can be made. A folded towel should be placed under the chin to keep the mouth closed. All catheters, tubes, and tape can be removed, but adhesive bandages should be applied to puncture sites.

At the time of death, the patient's survivors become the focus of concern, and the nurse must then be able to offer comfort and support to the living. All the patient's belongings can be gathered for the family to take. If a ring cannot be removed, the nurse can cover the ring with gauze, tape it securely, and tie the gauze to the wrist to prevent loss.

Before the family views the patient, the body is cleansed, using soap, water, and washcloths. To absorb any rectal drainage, one or more ABD pads is placed between the buttocks. The body is covered up to the chin in a clean sheet, with the arms placed outside of the sheet if possible. Then the room must be prepared for receiving the family and friends by removing all trash and providing lower light in the room. If there are unpleasant odors present in the room, a room deodorizer can be used before allowing the family to return.

The nurse can then offer family members the opportunity to view the body, but not force them, letting them know that either viewing or not viewing is acceptable. This is the time to ask family members if they prefer that any jewelry be left on the body. The nurse should clearly document whether personal items are remaining with the body, or to whom the items were given. The nurse can allow survivors privacy in viewing the body, but not leave them alone until it is ascertained that they are comfortable remaining with the body. The nurse can encourage the family to touch and talk as a way to say goodbye to the deceased.

When the family has left, the towel can be removed from under the chin, placing an ABD pad under the chin and wrapping chin straps under the chin, with the straps tied loosely on top of the head. Padding the wrists with an ABD pad prevents bruising, and then the nurse ties the wrists together with gauze or soft string ties; the ankles should be padded and tied in the same manner. It will be necessary to fill out three identification tags with the deceased's name, room and bed number; date and time of death; and the physician's name. One tag will be tied to the big toe, hand, or foot. Another identification tag must be attached to the shrouded body, and the third identification tag attached to the personal belongings. The nurse must ensure that the patient's identification bracelet is not removed.
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