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Death and dying are an integral part of our society, yet many people are uncomfortable with the fact that everyone has a final day, hour, and breath in our current life on earth.  Why is this?  Shouldn’t we, as nurses and informal caregivers, be open with death and try our best to make everyone’s last moments on earth as comfortable and enjoyable as possible?  After reading Tuesdays with Morrie, it is evident that proper end of life care is essential in keeping the patient’s quality of life in high regards in such an uncomfortable situation.  There are a few aspects of end of life care that are imperative to keep the patients and the families contented.  Among these includes interventions with food and fluid balance, pain management, and social and spiritual support.  This is also referred to as palliative or hospice care.  
Younger vs. Older Adults

I believe end of life care, and death in general, is different in older adults than it is in younger adults.  It is a sad time when anyone dies, but for some reason, the amount of tragedy caused by a person’s death is indirectly related to the age of the person.  Consider the fact that out of all the people who die annually in the United States, 80% of them are over age 65 (Sheehan et al, 2003).  Is it just the fact that we are more attuned to older people dying?  Personally, I think it is more the fact that we feel that older people have lived a long life and have not missed out on as much as, say, someone who dies in their thirties.  
Also, I think the type of death has something to do with it too.  For adults older than 65, the two most common types of death are from cancer and heart disease, both terminal illnesses that are chronic (Vig et al, 2002).  Take Morrie for example: he had Lou Gehrig’s disease, a terminal illness that attacks the neurological system.  Morrie and those around him knew the course that the disease would take and that the end result was death (Albom, 1997).  This gave Morrie time to plan out his last months on earth, and prepare others for his exodus.  Typically, you will not find someone who is younger that dies of a terminal illness that they have had for an extended amount of time.  More times than none, a younger person dies from a more tragic, acute cause, thus their death is more unexpected.
Furthermore, how does end of life care differ in younger adults as opposed to older adults?  I think most of the time we are more willing to use the heroic treatments, surgeries, medicines, and other technological advances on younger people more so than the elderly, and sometimes, rightly so.  Many times, the risks of these procedures outweigh the benefits in the elderly population, especially those with terminal illnesses (Ferrell, 2004).  Morrie had nothing done to attempt to prolong his life, the only measures that were taken were the ones that would keep him comfortable (Albom, 1997).

End of life Preferences


It is important for the elderly to have the type of end of life care they wish for.  That is why it is imperative to talk to patients about advanced directives and a durable power of attorney.  Advanced directives is a document that expresses the patients wishes on life-sustaining treatments, such as a ventilator, tube feedings, pain management, and other forms of end of life care.  A durable power of attorney is a document that appoints an individual to be responsible for medical decisions, should the patient become incapable to do so (Resnick, 2002).  It is estimated that only about 20% of the elderly population has advanced directives (Resnick, 2002).  Therefore, it is important for the nurse to interject and ask the patient, or encourage the family to ask the patient, his or her preferences regarding medical treatments and end of life care.  Ideally, it should be talked about when the older adult is moderately healthy.  If you wait until the patient gets to the hospital, they could be too ill to discuss their opinions (Vig et al, 2002).  Not only is it important to have an advanced directives document, but it is also important to know whether the patient would like to die at home or in the hospital, or with or without family members present (Sheehan et al, 2003).  As I learned in the recent study done by Elizabeth Vig titled Good Deaths, Bad Deaths, and Preferences for the End of Life, all older adults are different, and just because they value their family does not mean that they would want them present at their end of life (Vig et al, 2002).  Morrie did a great job of making his end of life wishes clear.  He wanted to die in the comfort of his own home surrounded by his loved ones.  He even decided to do a living funeral in which family members and friends honored his life in his presence before he passed away (Albom, 1997).  
Pain


One end of life measure that most people can agree on is pain management.  In a recent study involving fourteen participants, eleven of them associated a bad death with one that involved pain (Vig et al, 2002).   But, are we doing a good job controlling the pain during the end of life?  It depends on who is taking care of patients.  It has been shown that hospice programs do a better job at managing patients’ pain than do nonhospice programs.  It is estimated that 70% of the patients in long-term care facilities are experiencing pain that is undertreated by staff (Sheehan et al, 2003).  Additionally, an estimated 40% of hospitalized patients 80 and above experience severe pain in the last few days of their lives (Vig et al, 2002).  I think that it is a common misconception that the elderly don’t feel as much pain, and the above statements prove this to be false.  


Furthermore, nurses need to be more attuned to pain and pain assessments in the elderly, especially since they are less likely to report pain because of their mentality that it is inherent to aging (Sheehan et al, 2003)(Ferrell, 2004).  Even though the metabolism of the drugs might be slower in the elderly, there are still many drugs that are safely given to control pain.  The choice of drug for mild to moderate pain is typically acetaminophen.  Opiods may also be safely used in the elderly population for most pain types.  Short-acting opiods are commonly used to treat intermittent pain and longer acting drugs are used to treat chronic pain.  The nurses’ assessment of the patients’ pain is also very important to establish a baseline and to reassess in order to know how well that particular pain medication is working.  It is also important for the nurse to watch for side effects, such as nausea and constipation, as they will show up easier in the elderly in comparison to a younger adult (Ferrell, 2004).  Just always remember that the dosage should “start low and go slow” to make sure that the patient can handle the prescribed amount.  
Food and Fluids


Food is vital in our day to day lives and is associated with good health, energy, comfort and can also help us to reminisce.  Food is no less important in end of life care, however, portion sizes may differ.  This may be caused by the role that food plays in the body in rebuilding body tissues and restoring energy.  When this is no longer happening, the amount of food needed by the individual greatly decreases.  Generally, if an end of life patient requests a food they usually won’t be denied it.  Many times patients that have foregone foods for medical or other reasons throughout their lives, but request it in the end of life, possibly because it reminds them of happier and healthier times (Allari, 2004).  Morrie was a big fan of food, even though he didn’t always eat a lot.  Every week when Mitch would come visit him, he would bring him a big bag of food.  When Mitch started seeing the same food in the fridge that he had brought in the previous week, he started to get worried.  This was just because Morrie’s appetite was decreasing, which is common in the last weeks of life (Albom, 1997)

It is important to remember that food or fluids should never be forced on a patient.  This can sometimes have a negative physiological and psychological effect on the patient.  Many people think that if the patient does not eat, then they will starve.  Additionally, many studies have shown that many dying patients are comfortable not eating.  When taking care of patients caregivers must remember they are not trying to cure them, just keep them comfortable.  On the other hand, sometimes enteral or intravenous feedings are beneficial to balance out the patients’ electrolytes and increase comfort in the patient.  Once again, it is the patients’ discretion and should be talked about with the family and durable power of attorney (Allari, 2004).


In conclusion, end of life care is extremely important and something that should be talked about among families and patients.  It is always so hard on families to make decisions for a family member whom they were not aware of their wishes before they became cognitively impaired and terminally sick.  It is important for all elderly patients to have their end of life treatment preferences known and to have a durable power of attorney along with advanced directives.  When taking care of a patient or family member, you should be their advocate and to keep them as comfortable and as pain-free as possible.  Many times the patient will not be open with the amount of pain they are feeling, so sometimes, you must use other forms of pain assessment, other than a number scale, to assess pain.  Food is typically a comfort measure and can vary from patient to patient, depending on personal preferences.  Always remember to be the patient’s or the family members advocate when dealing with a dying patient or relative.  Wouldn’t you want the same treatment?
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