Death-Imminent Intermediate Simulation Design Template

Date:
06/25/2007



     File Name: Imminent death
Discipline: 
Nursing-Palliative Care

     Student Level:    Beginning- Intermediate-Advanced
Expected Simulation Run Time:  16 minutes
    Guided Reflection Time:
Location: Skills lab
	Admission Date:         Today’s Date: 

Brief Description of Client
Name:   Mr. Gold

Gender:  M     Age:     73         Race: White
Weight: 62 kg               Height: ____cm

Religion:    Lutheran     Major Support: Mrs. Gold 
Allergies: NKDA
Immunizations: Up to date
Attending Physician/Team: Dr. Stoner
Past Medical History: 

Smoker X 20 year
Radiation and chemotherapy for lung cancer 2 years ago

History of Present illness: Admitted to palliative care services, metastatic lung cancer to liver, bone
Social History: 
Primary Medical Diagnosis: Lung  cancer with mets to the liver and bone
Surgeries/Procedures & Dates:

Nursing Diagnoses:

	Psychomotor Skills Required Prior to Simulation

· Position patient 
· Focused assessment

· Lungs

· Bladder

· Receiving report
· Giving report
· Oral Care

Cognitive Activities Required prior to Simulation [i.e. independent reading (R), video review (V), computer simulations (CS), lecture (L)]
· Care of patients who are actively/imminently dying
· Therapeutic communication

· Nonverbal signs of pain

· Management of respiratory distress in end of life

· Terminal restlessness

AFFECTIVE skills required:
· Demonstrating empathy

· Unconditional positive regard (nonjudgmental acceptance), genuineness (trustworthiness, openness),

COGNITIVE SKILLS required:

· Basic safety 

· Body mechanics

· Proper positioning

· Respiratory function, management of respiratory distress
· Pain management

· Therapeutic communication

· Documentation

· Basic clinical decision making, prioritizing, nursing process



	
	


Imminent death Simulation Learning Objectives-Overall:
1.  Apply the nursing process to care of the patient who is actively dying. Distinguish between nursing and 
     medical orders. Evaluate care being given, pain control and respiratory distress.
2.   Demonstrate ability to:

a. Properly position patient
b. Perform a focused physical assessment

c. Document care in the patient record
d. Report care to team members

3.  Respond in the moment to patient’s needs creatively
4.  Individualize the plan of care to meet the unique needs of the patient
5.   Educate wife to signs and symptoms of imminent death
6.  Therapeutically respond to wife’s questions about death
7.  Evaluate symptom management: pain (nonverbal signs), respiratory status
Skills Checklist-Beginning – Intermediate -- Advanced
Basic Nursing Skills:

· Comfort assessment, intervention and evaluation
· Body positioning

· Therapeutic communication- respond to  wife’s issues, establishing a relationship
· Prioritizing—addressing pain first

· Documentation of care

· Reporting care

Intermediate Nursing Skills:

· Alternatives to manage restlessness: put boxer shorts on and take off sheet

· Focused assessment—check bladder for bladder distention

· Nonpharmacologic management of respiratory distress 

· Nonpharmacologic management of pain

· Therapeutic communication –support wife’s concerns, ask about getting someone there with her

Advanced Nursing Skills:

· Double effect of pain medication
· Prepare wife for death and 
Fidelity  

	Setting/Environment

· SNF
Simulator Manikin/s Needed:

Props: small fan, CD player, boxer shorts, 50s period CD, small lamp, something to make hands and feet blue, nasal cannula, SQ pain pump, pump tubing, tape, cup with water, chapstick, photos, Bible, _____________________                                            
Equipment attached to manikin:

· IV tubing with primary line ___________ fluids running at __________ cc/hr

· SQ IV pump

· 02  _______

· Monitor attached

· ID band _______

· Other____________________

Equipment available in room

· Foley kit


· Straight Catheter Kit 

· Suction 

· Other_________


	Medications and Fluids

· Oral Meds:    

· SC:      

Diagnostics Available

· none
Documentation Forms 

· Physician Orders               

· Admit Orders
         

· Flow sheet

· Medication Administration Record

· Graphic Record



· Shift Assessment

· Standing (Protocol) Orders

· Other______________________

Recommended Mode for Simulation      (i.e. manual, programmed, etc.)



	Roles / Guidelines for Roles

· Primary Nurse

· Secondary Nurse

· Clinical Instructor

· Family Member #1

· Family Member #2

· Observer/s

· Recorder

· Unlicensed Assistive Personnel 

· Code Team

· Other_________________________

Important Information Related to Roles
Significant Lab Values
NA
Physician Orders
DNR
Oral fluids prn

Dulcolax suppository i-ii q1-3 days prn constipation

Straight cath prn bladder distension

O2 per nasal cannula

MSO4 via SQ pump @

MSIR

	Student Information Needed Prior to Scenario:

· Has been oriented to simulator

· Understands guidelines /expectations for scenario

· Has accomplished all pre-simulation requirements

· All participants understand their assigned roles

· Has been given time frame expectations

· Other ___________________________

Report Students Will Receive Before Simulation

Time:  



[image: image1.png]


 

 NOTES ON STUDENT PERFORMANCE:
Scenario Progression Outline
	Timing

(approximate)
	Manikin Actions
	Expected Interventions
	May Use the Following Cues
	Family or other behavior

	PRESIMULATION PREPARATION


	· HOB lowered

· Blue tint/gloves applied to hands and feet

· Baking soda paste applied to lips

· Bed messed up and patient positioned as if trying to get out of bed

· SQ pain pump applied

· Personal items placed by the bed, photos, CD player with 50s music, boxer shorts

· Nasal cannula is laying in the bed

· Bed is flat

	· Wife prepares to call out to nurse that patient is trying to get out of bed

	1-5
	· Moaning
· VS: pulse= 98, respirations = 28/shallow, BP 108/60, O2 sat = 92%

	· Wash hands

· Properly position patient, raise HOB, left up in bed, etc
· Notice patient is moaning and assess pain
· Take note of vital signs and monitor, no intervention is necessary right now

· Can ask for help lifting patient up in bed, properly lower side rail, etc


	Role member providing cue: 

Instructor gives the change of shift report, note DNR, pain medication and prn orders

	As the change of shift report is about to finish, Mrs. Gold calls out to the nurse that Mr. Gold is trying to get out of bed

	Timing

(approximate)
	Manikin Actions
	Expected Interventions
	May Use the Following Cues
	Family or other behavior

	6-10

	· Moaning

· VS: pulse= 90, respirations = 28/shallow, BP 108/60, O2 sat = 94%


	· Intervene on moaning that indicates pain—give additional pain medication sublingual

· Take note of vital signs and monitor, no intervention is necessary right now
· May replace nasal cannula or turn on fan
· Intermediate: turn on music

· Advanced- put boxer shorts on to ↓ restlessness, leave sheet off to ↓ pulling at sheets
· Reassure Mrs. Gold she will not be left alone

	Cue:


	Mrs. Gold: Is he doing okay?  I am not ready for him to die!
His mouth is so dry, shouldn’t you give him something to drink?

	11-15
	· Moaning

· VS: pulse= 90, respirations = 28 very irregular, BP 108/60, O2 sat = 94%


	· Note effectiveness of pain medication
· Look at lips and performs oral care
· Talk with Mrs. Gold, can teach her how to do oral care
· Sit with Mrs. Gold once Mr. Gold starts to relax- could ask her if she can call anyone for her
· Encourage Mrs. Gold to speak to patient, can encourage hand massage or telling stories

· Can make note of family pictures in the room, drawings from grandchildren

	Role member providing cue: 


	Mrs. Gold is speaking to patient

	Timing

(approximate)
	Manikin Actions
	Expected Interventions
	May Use the Following Cues
	Family or other behavior

	16 
	· No moaning

· Pulse 88, respirations 22, O2 sat = 94%

· 
	· 
	Role member providing cue: 
Instructor/nurse calls the nursing student out to help

	Mrs. Gold is sitting quietly


NOTES ON ADAPTING THE SCENARIO NEXT TIME:

Debriefing / Guided Reflection Questions for This Simulation
(Remember to identify important concepts or curricular threads that are specific to your program)

1.  
How did you feel throughout the simulation experience?

2.  
Describe the objectives you were able to achieve?

3.
Which ones were you unable to achieve (if any)?

4.
Did you have the knowledge and skills to meet objectives?

5.
Were you satisfied with your ability to work through the simulation?

6.
To Observer(s): Could the nurse have handled any aspects of the simulation differently?

7.
If you were able to do this again, how could you have handled the situation differently?

8.
What were the key assessments and interventions?

11. Is there anything else you would like to discuss?


12. Have you cared for someone who died?

References, Evidence-Based Practice Guidelines, Protocols, or Algorithms Used For This Scenario: (site source, author, year, and page)

CLINICAL PRACTICE GUIDELINES FOR QUALITY PALLIATIVE CARE 33
Domain 7: Care of the Imminently Dying Patient
Guideline 7.1 Signs and symptoms of impending death are recognized and communicated, and care appropriate for this phase of illness is provided to patient and family. (118) 
Criteria:
· The patient’s and family’s transition to the actively dying phase is recognized, when possible, and is documented and communicated appropriately to patient, family and staff. (118) 
· End-of-life concerns, hopes, fears and expectations are addressed openly and honestly (119) in the context of social and cultural customs (120) in a developmentally appropriate manner. (121) 
· Symptoms at the end of life are assessed and documented with appropriate frequency (122) and are treated based on patient-family preferences. (8) 
·  The care plan is revised to meet the unique needs of the patient and family at this phase of the illness. (36) The need for higher intensity and acuity of care during the active dying phase is met and documented. 
· Patient and family wishes regarding care setting for the death are documented. (20) Any inability to meet these needs and preferences is reviewed and addressed by the palliative care team. 
· As patients decline, the hospice referral option will be introduced (or reintroduced) for those who have not accessed hospice services. (38)
· The family is educated regarding the signs and symptoms of approaching death (13, 118) in a developmentally-, age-, and culturally-appropriate manner. (119-121) 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

http://www.aacn.nche.edu/Publications/deathfin.htm

AACN: Competencies Necessary for Nurses to Provide High-Quality Care to Patients and Families During the Transition at the End of Life
1. Recognize dynamic changes in population demographics, health care economics, and service delivery that necessitate improved professional preparation for end-of-life care.

2. Promote the provision of comfort care to the dying as an active, desirable, and important skill, and an integral component of nursing care.

3. Communicate effectively and compassionately with the patient, family, and health care team members about end-of-life issues.

4. Recognize one's own attitudes, feelings, values, and expectations about death and the individual, cultural, and spiritual diversity existing in these beliefs and customs.

5. Demonstrate respect for the patient's views and wishes during end-of-life care. 
6. Collaborate with interdisciplinary team members while implementing the nursing role in end-of-life care.
7. Use scientifically based standardized tools to assess symptoms (e.g., pain, dyspnea [breathlessness] constipation, anxiety, fatigue, nausea/vomiting, and altered cognition) experienced by patients at the end of life.
8. Use data from symptom assessment to plan and intervene in symptom management using state-of-the-art traditional and complementary approaches.
9. Evaluate the impact of traditional, complementary, and technological therapies on patient- centered outcomes.
10. Assess and treat multiple dimensions, including physical, psychological, social and spiritual needs, to improve quality at the end of life.
11. Assist the patient, family, colleagues, and one's self to cope with suffering, grief, loss, and bereavement in end-of-life care.
12. Apply legal and ethical principles in the analysis of complex issues in end-of-life care, recognizing the influence of personal values, professional codes, and patient preferences.
13. Identify barriers and facilitators to patients' and caregivers' effective use of resources.
14. Demonstrate skill at implementing a plan for improved end-of-life care within a dynamic and complex health care delivery system.
15. Apply knowledge gained from palliative care research to end-of-life education and care. 
Other references:

2007 NCLEX-RN Test Plan Categories and Subcategories 

Choose all areas included in the simulation

Safe and Effective Care Environment

Management of Care

●
Advance Directives



●
Establishing Priorities



●
Advocacy




●
Ethical Practice
●
Case Management



●
Informed Consent

●
Client Rights




●
Information Technology

●
Collaboration with Interdisciplinary Team
●
Legal Rights and Responsibilities
●
Concepts of Management


●
Performance Improvement (QI)

●
Confidentiality / Information Security

●
Referrals

●
Consultation




●
Resource Management

●
Continuity of Care



●
Staff Education

●
Delegation




●
Supervision

Safety and Infection Control

●
Accident Prevention



●
Medical and Surgical Asepsis
●
Disaster Planning



●
Reporting of Incident/Event/                                                  ●
Emergency Response Plan



Irregular Occurrence/Variance

●
Ergonomic Response Plan


●
Security Plan

●
Error Prevention



●
Standard /Transmission-Based /
●
Handling Hazardous and Infectious Materials

Other Precautions
●
Home Safety




●
Use of Restraints/Safety Devices

●
Injury Prevention



●
Safe Use of Equipment

Health Promotion and Maintenance

●
Aging Process




●
Health Promotion Programs

●
Ante/Intra/Postpartum and Newborn Care
●
Health Screening

●
Developmental Stages and Transitions
●
High Risk Behaviors

●
Disease Prevention



●
Human Sexuality

●
Expected Body Image Changes

             ●
Immunizations

●
Family Planning



             ●
Lifestyle Choices

●
Family Systems



●
Principles of Teaching/Learning
●
Growth and Development


●
Self-Care

●
Health and Wellness



●
Techniques of Physical Assessment
Psychosocial Integrity

●
Abuse/Neglect




●
Psychopathology

●
Behavioral Interventions


             ●
Religious and Spiritual Influences 
●
Chemical and Other Dependencies


on Health
●
Coping Mechanisms



●
Sensory/Perceptual Alterations

●
Crisis Intervention



●
Situational Role Changes

●
Cultural Diversity



●
Stress Management

●
End of Life Care



●
Support Systems
●
Family Dynamics



●
Therapeutic Communications
●
Grief and Loss




●
Therapeutic Environment
●
Mental Health Concepts


            ●
Unexpected Body Image Changes

Physiologic Integrity

Basic Care and Comfort

●
Assistive Devices



●
Nutrition and Oral Hydration
●
Complementary and Alternative Therapies
●
Palliative/Comfort Care
●
Elimination




●
Personal Hygiene

●
Mobility/Immobility



●
Rest and Sleep

●
Non-Pharmacological Comfort Interventions

Pharmacological and Parenteral Therapies

●
Adverse Effects/Contraindications

●
Parenteral/Intravenous Therapies

●
Blood and Blood Products


●
Pharmacological Agents/Actions

●
Central Venous Access Devices

             ●
Pharmacological Interactions
●
Dosage Calculation



●
Pharmacological Pain Management
●
Expected Effects/Outcomes


●
Total Parenteral Nutrition

●
Medication Administration (DOUBLE EFFECT)

Reduction of Risk Potential

●
Diagnostic Tests



●
Potential for Complications from 

●
Lab Values





Surgical Procedures and Health 

●
Monitoring Conscious Sedation


              Alterations

●
Potential for Alterations in Body Systems
●
System Specific Assessments

●
Potential for Complications of Diagnostic
●
              Therapeutic Procedures


Tests/Treatments/Procedures


●
Vital Signs
Physiologic Adaptation

●
Alterations in Body Systems


●
Medical Emergencies

●
Fluid and Electrolyte Imbalances

●
Pathophysiology
 ●
Hemodynamics



             ●
Radiation Therapy

●
Illness Management



●
Unexpected Response to Therapies

●
Infectious Diseases

ELNEC CONTENT
	Module 9:  Preparation for and Care at the Time of Death

Faculty Outline


“For in that sleep of death, what dreams may come?”

-William Shakespeare, Hamlet

I. INTRODUCTION

A. The nurse, dying and death

1. Everyone dies - sudden death (less than 10%), chronic illnesses (greater than 90%) (Field & Cassel, 1997). 
2. Most nurses probably have more "real" exposure to death than other health care professionals. 
3. During this time, more so than any other point in illness, the nurse must be comfortable with "being with" the dying patient and family.  This involves being present and bearing witness.
4. There is no typical death.  Each person dies in their own way, own time, with their own culture, belief system, values, and unique relationships with others.  

B. Dying as a physical, psychological, social and spiritual event

1. The patient and family, together, is the unit of care (family is defined by the patient which may include friends, significant others, partners).

2. The team will need to perform an individualized assessment and identify problems, issues and opportunities specific to patient/family choice in end-of-life care. 
3. No matter where or how death occurs, the nurse has the responsibility to follow patient/family choice and create a supportive physical, psychological, social and spiritual care environment appropriate for the patient’s culture/ethnicity.  
4. Each setting should provide a supportive physical environment.

a. Putting family pictures on the wall in a nursing facility, bringing a favorite blanket to the hospital, allowing a pet to visit in an assisted living facility, allowing family members to visit and/or stay during a death vigil in a prison are all a part of providing a supportive physical environment that may be comforting to the patient.  

b. In a nursing facility, privacy may also be an issue in terms of space for family members to spend time alone with their loved ones.  

c. These situations and many others challenge the nurse to creatively find ways to provide a supportive physical environment according to patient choice.

II. Communication
A. Open, honest communication as death approaches

1. In all communication, convey caring, nurturing, sensitivity, and compassion.

2. Provide information in simple, uncomplicated terms.  

a. Avoid overloading or overwhelming the patient/family by providing simple answers to questions in accordance with patient's/family's understanding and readiness for responses.  

b. Diminish threats by providing the information the family/patient asks for.

3. Family members may be tired, have difficulty concentrating, and be focusing on the present and not the future.  The nurse may need to answer the same questions, provide the same information repeatedly as patients/families may be in crisis and ability to retain information may be greatly diminished.

4. If the family is fearful of the patient knowing he/she is dying, address these concerns and fears.  

a. Encourage open, honest communication between the family and patient.

5. Maintain presence.  

6. Education can empower caregivers/patients to make informed choices about where they die, with whom they die, and how they die.  


7. Provide information about what patient and family can expect.

a. Information regarding signs and symptoms of dying process.  What will happen, what may happen, what they can expect regarding physical, psychosocial and spiritual needs.

III. THE IMMINENTLY DYING PATIENT: SIGNS, SYMPTOMS, AND NURSING INTERVENTIONS 

A. Determining prognosis

1. No one can predict the exact time of death.

2. Prognosis is affected by the disease, patient's will to live, desire/choice to wait for special event (such as birthday, holiday), and/or completion of life closure goals.

3. Signs and symptoms of the dying process only serve as a guideline.  Not all patients experience all symptoms, and the signs and symptoms do not necessarily occur in sequence.  The nurse will also need to assess for causes of symptoms other than the dying process.

4. For most patients the dying process is a natural slowing down of physical and mental processes.  This “usual road” entails sedation, lethargy and gradual obtundation leading to a comatose state and death.  Unfortunately, for some patients, the road is more difficult, including confusion and restlessness, delirium, myoclonus, seizures, and eventually, death (Emanuel et al., 1999).
5. Physical signs and symptoms associated with dying may occur months, weeks, days, or hours before death.  Close collaboration and communication with the physician is essential. 

· Confusion, disorientation, delirium (Kuebler et al., 2001)
· Weakness and fatigue
· Increased drowsiness, sleepiness and decreased responsiveness
· Decreased oral intake
· Decreased or lack of swallow reflex
· Surges of energy
· Restlessness and/or terminal agitation
· Fever
· Change in bowel elimination including constipation/diarrhea
· Incontinence

B. Artificial nutrition and hydration


1.
The family may be concerned that the patient will “starve to death.”  Our society is one where nutrition and hydration are equated with caring.  Also, because feeding tubes and intravenous lines are easy to place, and perceived to be of benefit by many health care professionals and the lay community, there is a prevailing attitude that they must be used. 


2.
Studies suggest that enteral feeding tubes, such as percutaneous endoscopic gastrostomy (PEG), do not reduce the risk of aspiration pneumonia or mortality (Ersek, 2003; Huang & Ahronheim, 2000).


3.
Regarding hydration, there is little evidence that increasing fluids decreases dry mouth (Ersek, 2003; Huang & Ahronheim, 2000).  Other “pros” and “cons” of dehydration include (HPNA, 2003a):

a. Pros of dehydration:

1) Increased production of ketones, which result in sleepiness and euphoria; decreased urinary output

2) Decreased GI fluid resulting in decreased nausea/vomiting and decreased abdominal distention

3) Edematous layer around tumor may shrink (if tumor present)

4) Increased opioid peptide production, resulting in increased endorphin levels and natural occurring analgesia

5) Decreased gastric stimulation, resulting in a lack of hunger

6) Hypernatremia and uremia, resulting in clouding of sensorium

7) Decreased lung secretions

b.
Cons of dehydration:

1) Potential for “dry mouth” (use ice chips, mouth care)

2) Feeding symbolic of nurturing

3) Appearance of abandoning the patient

4) Feeding considered “basic” nursing care.

                  4.    A recent study examined the end-of-life experiences of hospice patients who fasted to end their lives.  The perception of the nurses caring for these patients was that deaths were peaceful.  Eighty-five percent died within 15 days of stopping fluid and food (Ganzini et al., 2003).



E.
The following symptoms occurred in at least 30% of 200 actively dying patients with the following frequency: noisy and moist breathing (56%), pain (42%), restlessness and agitation (42%), and urinary incontinence (32%) (Lichter & Hunt, 1990). 

IV. PAIN DURING THE FINAL HOURS OF LIFE

A. Assessment and management of pain is critical

1. Diminished consciousness may make assessment complicated.  When patients are unable to report pain, behavioral cues such as furrowed brow or stiffened body posture are used as alternate measures (Emanuel et al., 1999).

2. If the patient did not previously have pain, but now appears to be in pain, first rule out other potential causes of distress (e.g., constipation, delirium).

B. Opioids 

1. As with all phases of pain treatment, the dose of opioids given during the last hours of life should be based upon appropriate assessment and reassessment (Sykes & Thorns, 2003a & 2003b). Many professionals often believe that opioid doses require extensive escalation during the last hours of life and fear that providing these doses will result in hastening death. Recent studies indicate that for the majority of patients during the last 24 hours of life, the opioid doses remained low. For patients who did require significant increases, their survival was no different than patients who remained on stable dosing (Thorns & Sykes, 2000).  The American Nurses Association position statement “Pain management and control of distressing symptoms in dying patients” (2003) supports the nurse in this role. “The increasing titration of medication to achieve adequate symptom control, even at the expense of maintaining life or hastening death secondarily, is ethically justified.” This is called the “Principle of double effect.”  Thus, the nurse should provide pain relief without the fear of sedation or respiratory depression limiting the use of opioids.

2. Never abruptly discontinue an opioid (or benzodiazepine) as the patient can experience severe withdrawal, even if cognitively impaired or unresponsive.

V.
Comfort

1. The greatest gift we can give family members during this time is the ability to see their loved one free of pain.  The memories of these final hours will live with the family and friends for the rest of their lives.  

2. Nurses can do so much to provide comfort to the dying person and, at the same time, assist in the family's bereavement process. [Refer to HPNA position paper “Providing opioids at the end of life,” 2004].
3. Comfort measures:

a. Frequent repositioning and oral hygiene. 
b. Because it is unclear whether patients may have some level of awareness, 



speak to them when performing any function and encourage family 



members to talk to their loved one. Emotional support of the 



family is imperative.

V. IMMINENT DEATH

A. Not all signs/symptoms of imminent death will occur with every person nor in the following sequence (Matzo, 2001; Rousseau, 2002).

1. Decreased urine output

2. Cold and mottled extremities

3. Vital sign changes

4. Respiratory congestion including respiratory bubbling

a. Noisy breathing with rattling secretions is often called the “death rattle.”  

b. Educate family and caregivers that this is due to the patient being unable to clear throat.  

c. Elevate the head of the bed/change position.  

d. Avoid suctioning, as this is uncomfortable.  

5. Breathing pattern changes



6. Restlessness
7. Morita (1998) identified four signs that heralded impending death in 100 cancer patients: the “death rattle,” respiration with mandibular movement, cyanosis of the extremities, and lack of radial pulse.  The median time to death from the onset of these signs ranged from an average of 57 hours for death rattle to 2.6 hours for lack of radial pulse. 

C.
The death vigil 

1. Family will often want to be constantly at the bedside during the hours to days before death.  

a. In some situations, however, they may be uncomfortable at the bedside due to fears or other personal reasons.  

b. It is important to explore family preferences for a bedside vigil, address fears, and provide education and support for the family during a vigil.

2. Common fears:

a. Fear of being alone with the patient

b. Fear that the patient will have a painful death and/or they will have to watch the patient suffer

c. Fear of being alone when the patient dies and they will not know how to react or what to do

d. Fear that they will not know if the patient has died

e. Fear of giving the "last dose" of pain medication and causing death

3. Nursing interventions - To calm family fears, the nurse 

should increase support and care to the patient and family by:

a. Close collaboration with the physician and increasing the presence of all disciplines including social workers, nurses aides, volunteers, and pastoral care.

b. Seek increased presence from family members, friends, church groups.

c. Reassure the family that the patient will be kept as comfortable as possible.

d. Educate the family on the signs and symptoms of the dying process, signs and symptoms of death, what they should do if they suspect the patient has died and to call the nurse for any questions or concerns they may have at any time.  Role modeling comfort care is an effective way to educate family members about care needs.

e. Intensive spiritual comfort through presence, prayer, rites, and rituals.

f. Intense physical comfort care including mouth care, turning and positioning, pain and symptom management.

g. Honor cultural beliefs, traditions, rites, and rituals (i.e., some Middle-Eastern cultures must die with their bed turned facing the east).

h. Consider coaching families about the five “tasks” that may serve as parting words:

1) To ask forgiveness



2) To forgive

3) To say “thank you”

4) To say “I love you” and

5) To say good-bye (Byock, 1997).

References
HPNA position patient teaching:

Signs and symptoms of impending death: http://hpna.org/FileMaintenance_View.aspx?ID=40

Managing pain: http://hpna.org/FileMaintenance_View.aspx?ID=49

Managing restlessness: http://hpna.org/FileMaintenance_View.aspx?ID=50

Managing shortness of breath: http://hpna.org/FileMaintenance_View.aspx?ID=51

TIPS for Recognizing pain: http://hpna.org/FileMaintenance_View.aspx?ID=57

ELNEC: The End-of-Life Nursing Education Consortium (ELNEC) is a national end-of-life care nursing

education initiative administered by the American Association of Colleges of Nursing, Washington D.C., and City of Hope National Medical Center, Duarte, California. The project is funded by The Robert Wood Johnson Foundation and the National Cancer Institute. Materials are copyrighted by the American Association of Colleges of Nursing and City of Hope National Medical Center, and are used with permission. Further information about the ELNEC project can be found at www.aacn.nche.edu/elnec. Module 9.
American Association of Colleges of Nursing
Peaceful Death: Recommended Competencies and Curricular 
Guidelines for End-of-Life Nursing Care
http://www.aacn.nche.edu/Publications/deathfin.htm

California Advance Directives information: http://www.caringinfo.org/i4a/pages/Index.cfm?pageid=3425

Need to add in course objectives and content from text books
NCLEX test plan: https://www.ncsbn.org/PDF_NCLEX_RN_TP_0404.pdf

Maunder, R. (2006). Oxygen therapy at the end of life, Journal of Palliative Medicine, (9),4; 1030 -1031.
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