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End-of-life experiences can occur in a variety of settings, such as hospitals, nursing homes, private residences, and virtually any other location imaginable.  The end-of-life experience not only affects the person dying, but also many of the other individuals involved in that person’s life.  Care providers, loved ones, and the person going through the dying process are all primarily affected by the end-of-life experience.  The purpose of this paper is to explore the ethical issues related to end-of-life care.  

The human instinct of not wanting to harm another person is a major ethical issue related to the end-of-life care for a care provider.  Spiritual beliefs verses scientific knowledge is an ongoing ethical battle.  When an individual is suffering, the decision of life or death is a continuous ethical dilemma facing the care provider.  The types of suffering and measurements of pain expressed by the person dying and the interpretation by the care provider is an additional ethical consideration.  
Knowledge deficits regarding end-of-life care impacts ethical considerations when dealing with patient care and death.  Appropriate care and a stable environment are very important when providing end-of-life care.  Legal considerations regarding the state laws and their influence over end-of-life care are determinants of ethical decision making for care providers.  The responsibilities of the care provider regarding the quality of life and how to determine the quality of life is a frequently debated ethical issue.  Another ethical consideration for the person requiring end-of-life care is that the person dying is in the appropriate state of mind.  Respecting the wishes of the person who is near the end of life is a major concern for everyone involved.        

End-of-life care and the term euthanasia are often affiliated by people providing end-of-life care making it an ethically debatable topic.  The ethical dilemmas of euthanasia have been separated into two different types of end-of-life care.  Active euthanasia, according to an article entitled Health professionals’ attitude toward euthanasia: A cross-sectional study from Turkey, is illegal in the United States of America.  Over half of the people that participated in the study described the act of active euthanasia as “[d]eliberate murder” according to a question of how the laws enforced in their country considered euthanasia (Turla, Ozkara, Ozkanli, & Alkan, 2006, p. 139).  According to the same study passive euthanasia is legal in some states of the United States of America (Turla et al., 2006).  Apparently, one of the most ethical controversies regarding end-of-life care is the definition of the term euthanasia.      

The importance of advance directives implicated by a person and legally binding by the law has been a major advancement in health care situations related to a person’s end-of-life care experience in a professional hospital environment.  Laws binding a person’s decision with advance directives could implicate malpractice or harm to the facility providing care for the dying patient if the advance directives are not followed precisely as documented.  Many people have not completed an advanced directive for themselves related to knowledge deficits, age, and/or present health conditions.  According to an article entitled Advance directives not in place for many, most people responded to a researcher’s report as having a preference to their end-of-life care, although they do not have an advance directive or living will established.  “The primary reasons reported for not having an advance directive include being unfamiliar with them, feeling too healthy to need one, or, for the younger adults, being too young to need one” (“Advance directives not in place for many“, 2010, p. 40).  In many emergency circumstances people do not anticipate that end-of-life care may be needed sooner than expected no matter what age or present health condition they are experiencing.  Advance directives have been proven to not only decrease the stress on the family members regarding end-of-life care, but also the care providers themselves (“Advance directives not in place for many“, 2010).
Stressors in nursing related to end-of-life care involve many different factors.  Some stressors on nursing include: adequate training, staffing, equipment, leadership, time proficiency, and sufficient experiences without allowing personal biases.  According to a research study entitled Moral distress among nursing and non-nursing students, moral distress is one of the most negative aspects regarding the nursing profession.  This research study included end-of-life “situations involv[ing] life and death moral dilemmas [that] may lead to concern, confusion, and moral distress for health professionals” (Range & Rotherham, 2010, p. 225).  The moral distress found from this study was not correlated to the end-of-life experience as much as outside aspects involving the patient’s death.  The heart of moral distress from nursing care was primarily related to the role of being the patient advocate more so than the end-of-life care experience (Range & Rotherham, 2010).  Ethical dilemmas of beneficence for nurses are primarily consistent when dealing with patients who are suffering and terminally ill (Range & Rotherham, 2010).  This study also revealed how adequate training on end-of-life care can reduce moral distress, anxiety, and overall issues with death (Range & Rotherham, 2010). 
The advancements in health care related to the end-of- life care have dramatically changed where a person decides to spend their last moments of life.  Technological advancements in healthcare have directly impacted decisions to prolong end-of-life care.  Because of the panic experienced by the patient’s family in emergency situations and their lack of knowledge related to end-of-life experience, changes in acute care facilities have persuaded care providers to bring patients to the hospital during the last moments of their life.  According to an article entitled Views of relatives, carers and staff on end of life care pathways, “many patients are transferred from home to hospital in the last few days of their lives because of requests from relatives, or because of a lack of intermediate care facilities, or confidence among nursing and care home staff” (Jackson, Purkis, Burnham, Hundt, & Blaxter, 2010, p. 22).  Regarding the lack of knowledge about end-of-life care, many care providers and relatives have to choose a different setting for the dying person.  When approached with the decision of placement for the end-of-life experience many people answered the survey that they would prefer to die in their home (Jackson et al., 2010). 

Interviews with family members and care providers about end-of-life care were used for a study by a local research ethics committee (Jackson et al., 2010).  The paternalistic decision of the care provider for the dying person’s best interests influenced some cases of admission to an acute care facility, even though most people responded that the death of the person could have occurred in a different environment (Jackson et al., 2010).  Many of the patients in this study were admitted to a hospital from their private residence because of the overwhelming amount of care needed for the patient during the end-of-life (Jackson et al., 2010).  Family members of the dying patients expressed much guilt after the death because of the broken autonomy of the patient’s wish to die in their home (Jackson et al., 2010)    
 As perceived by family and staff members, another dilemma the acute care facilities faced was the lack of justice shown toward the dying patient.  The question of justice in relation to the dying patient was correlated with lack of privacy during the death process (Jackson et al., 2010).  All of the patients in the acute care facility were merely separated with a paper curtain.  The ethical dilemmas of injustice not only in acute care facilities but also in nursing homes were related to understaffing of the facilities and insufficient room availability (Jackson et al., 2010).  Resolving the justice dilemmas in each circumstance of end-of-life care, healthcare professionals would need to work together to use community resources to adequately meet the needs of the family members and the dying person (Jackson et al., 2010).

The ethical dilemma of appropriate veracity affecting nursing staff and the dying patient’s family members is linked to the exact knowledge of when the patient is going to die (Jackson et al., 2010).  “This ‘not knowing’ was a common cause of regret for many relatives especially if it led them to be absent at the point of death” (Jackson et al., 2010, p. 24).  The study revealed that many family members have negative feedback when reflecting on the lack of communication with staff while the end-of-life experience was taking place (Jackson et al., 2010). 
Another major concern of the nursing staff involved in this study during end-of-life care was the inability to meet the needs for the dying patient’s “physical wellbeing and comfort” in relation to the lack of training and ability to provide end-of-life care (Jackson et al., 2010, p. 25).  Staff members interviewed in this end-of-life care study admitted to a knowledge deficit in end-of-life care training needed for an appropriate care response (Jackson et al., 2010).  An ethical dilemma for the nursing staff in this case study revealed questioning beneficence regarding the lack of training for a patient requiring end-of-care needs.

In conclusion there are multiple factors that play a part of end-of-life care.  Research revealed demographic differences on the opinions of end-of-life care through gender, race, geographical location, and occupation.  Research showed that more African Americans were against assisting the death of a suffering terminally ill person than Caucasians (Range & Rotherham, 2010).  The study also revealed that more males than females responded positively to assisting someone who was terminally ill with death (Range & Rotherham, 2010).  In one research study more nurses portrayed negativity towards hastening death than doctors (Turla et al., 2006).  Research against euthanasia mainly involved misuse, personal beliefs, legalities, and religion (Turla et al., 2006).  As a result of the research found on end-of-life care and euthanasia, the ethical debate between right and wrong is a continual issue. 
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