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Death and Dyinq 


LEARNING OUTCOMES 
After studying this chapter, you should be able to: 


LO 12. I Discuss how attitudes toward death have changed 


overtime. 


LO 12.2 Discuss accepted criteria for determining death. 


LO 12.3 Determine the health care professional 's role in caring 
for the dying. 


LO 12.4 Discuss benefits to end-of-life health care derived from 


the right to die movement. 


LO 12.5 Identify the major features of o rgan donation in the 


United States. 


LO 12.6 Discuss the various stages of grief. 








FROM THE PERSPECTIVE OF . .. 


ANGELA HAS BEEN A REGISTERED NURSE FOR 22 YEARS . 
Just as some hospital nurses are drawn to surgery, the emergency 
room, or the intensive care unit, Angela prefers hospice and palliative 
care. "Broadly speaking," Angela explains, "medicine is about repair-
ing, extending, and medicating, while end-of-life care is more about 
the patient as an individual, about basic human needs. In addition, 
it isn't just the patient you are caring for; you are caring for the entire 
family group-everybody needs you. 


"We live in a time when death has been removed from family and 
home for the most part," Angela continues, "and people generally 
have less understanding of the process than a hundred years ago .... 
The family most often feels helpless and confused. The hospice nurse 
is able to help not just the patient, but the family, too, through a sad 
and often frightening time." 


Sometimes family members are hesitant about approaching a dying 
loved one. For example, Angela remembers a situation where the 
mother of two siblings in their thirties was dying. "When I arrived 
they were practically plastered against the walls of the room, clearly 
unsure of what they should be doing." Angela encouraged the two 
family members to come to their mother's bedside and comfort her. 
"The son pulled a chair to the side of the bed and held his mother's 
hand. The daughter climbed onto the bed and cradled her mother ... . 
I like to think that because I urged them to take a more active part in 
her passing that they found comfort after their mother was gone." 


Angela also recalls a patient in his eighties whose 32 family mem-
bers joined him in his hospice room. "It was almost a living wake. 
They talked for hours about his life and the experiences they had each 
shared with him. They laughed and they cried and it was wonderful. 
This sharing in their loved one's death was a beautiful experience for 
those left behind, and I hope it helped him in some way as well." 


From Angela's perspective as a hospice nurse, the end of a life 
is a time when family members can come together to comfort their 
dying loved one and each other. She sees her job as a facilitator for this 
natural process. 


From the perspective of the individual who is dying, the nearness 
of family members is comforting, as well as the presence of a nurse 
who is not uncomfortable with end-of-life issues. 


From the perspective of surviving family members, Angela has 
heard many times that her attitude- don't be afraid to comfort your 
loved one-gave them the courage to participate in the process, and 
comforted them after the death occurred . 


Attitudes toward Death and Dying 
Prior to the twentieth century, death was an intimate experience for 
most families. Antibiotics and chemotherapies had not yet been dis-
covered; genetically engineered drugs, organ transplantation, and 
life-support machines were still science fiction; and infectious diseases 
periodically decimated populations . Nearly every husband and wife, 


LO 12. 1 
Discuss how attitudes toward 
death have changed over time . 
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mother and father, brother and sister had lost a loved one. Loved ones 
customarily died at home, surrounded by family members who bade 
them goodbye and then mourned their passing with funeral rituals 
and rites, including the following: 


• Black has long been worn by undertakers, mourners, and pallbear-
ers to show grief. In ancient times, it was also used as a disguise to 
protect against malevolent spirits that might be lurking nearby. 


• An early custom for mourners was to go barefoot and to wear 
sackcloth and ashes. This was said to discourage the dead from 
becoming envious as they might be if mourners appeared at funer-
als wearing new clothes and shoes. 


• Pagan tribes began the custom of covering the face of the 
deceased with a sheet, since they believed that the spirit of the 
deceased escaped through the mouth. They often held the mouth 
and nose of a sick person shut, hoping to retain the spirit and 
thus delay death. 


• In earlier times, traffic was halted for a funeral procession because 
any delay in transporting a soul might turn it into a restless ghost, 
reluctant to pass over into the next world. 


• Wakes held today come from the ancient custom of keeping watch 
over the deceased, hoping that life would return. In England, the 
dead were always carried out of the house feet first; otherwise, 
their spirits might look back into the house and beckon family 
members to come with them. 


• Pagan beliefs concerning funeral wreaths held that the circle 
formed by the wreath would keep the dead person's spirit within 
bounds. 


• The firing of a rifle volley over the deceased is similar to the tribal 
practice of throwing spears into the air to ward off spirits hovering 
over the deceased. 


• In the past, holy water was sprinkled on the body to protect it 
from demons. 


By the late twentieth century, individuals were more likely to die 
in the hospital, at least in the Western world. Once admitted to hospi-
tals, the dying were isolated from family members and surrounded by 
machines designed to prolong life as long as possible . Consequently, 
modern technology has effectively hidden death from view, but in so 
doing it has also made the end of life a fearful prospect. 


Attitudes toward death and dying vary with individuals, of course, 
but as each of us ages, we will likely begin to think of our own 
mortality and perhaps to wonder how the end will come. Will I die 
alone, in an impersonal, clinical hospital environment? Will m y health 
care providers be so committed to preserving life that they delay my 
dying to an irrational degree? Will I suffer in pain? Will I feel a sense 
of tasks left unfinished and goals left unrealized, or will I experience a 
peaceful letting go? 


Because the fears associated with death and dying are univer-
sal, health care practitioners should evaluate their own attitudes 
to effectively and compassionately respond to dying patients and 
their families. 
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Determination of Death 
Modern medical technology and life-support equipment may keep a 
person's body "alive"-the heart may beat and blood may circulate-
long after the brain ceases to function. This makes it difficult in some 
cases to determine the moment when death actually occurs. For this 
reason, in 1981 a Uniform Determination of Death Act was proposed 
by the President's Commission for the Study of Ethical Problems in 
Medicine and Biomedical Research working in cooperation with the 
American Bar Association, the American Medical Association, and the 
National Conference of Commissioners on Uniform State Laws. 
The National Conference of Commissioners on Uniform State Laws 
has no legislative authority. Acts the commissioners propose must still 
be approved by state legislatures, and that is sometimes difficult to 
accomplish. States have their own criteria for determining when death 
actually occurs, but most have adopted the act's definition of brain 
death as a means of determining when death actually occurs: 


• Circulatory and respiratory functions have irreversibly ceased. 


• The entire brain, including the brain stem, has irreversibly ceased 
to function. 


When the brain is injured or shuts down due to lack of oxygen, a 
patient may appear near death when, in fact, he or she is in a coma, 
which is a condition of deep stupor from which a patient cannot be 
roused by external stimuli. Patients can and do recover from comas, as 
opposed to a persistent vegetative state. Persistent vegetative state 
(PVS) exists as a result of severe mental impairment, characterized by 
irreversible cessation of the higher functions of the brain, most often 
caused by damage to the cerebral cortex. In PVS, only inv oluntary 
bodily functions are present, and there exists no reasonable expecta-
tion of regaining significant mental function. 


Before pronouncing an unresponsive and unconscious patient dead, 
physicians may perform a series of tests to determine whether death has 
occurred. Death is indicated if the following signs are present. The patient: 


• Cannot breathe without assistance. 


• Has no coughing or gagging reflex. 


• Has no pupil response to light. 


• Has no blinking reflex when the cornea is touched. 


• Has no grimace reflex when the head is rotated or ears are flushed 
with ice water. 


• Has no response to pain. 


Today the declara tion of death occurs only when the last signs of 
brain and respiratory activity are gone. (An EEG and brain perfusion 
scan may also be administered to test for brain activity.) Technically, 
death results from lack of oxygen. When deprived of oxygen, cells 
cannot maintain metabolic function and soon begin to deteriorate. 


AUTOPSIES 


After a patient is declared dead, family members (next of kin) may be 
asked to consent to an autopsy. An autopsy is a postmortem examination 


LO 12.2 
Discuss accepted criteria for 
determining death . 


Uniform Determination 
of Death Act 
A propo sa l that estab li shed unif orm 
gu ide lines for det ermin ing w hen death 
ha s o ccurred. 


brain death 
Fina l cessat ion of bod i ly activity, used 
to determine when death actually 
occurs; circu lato ry and respi ratory 
functions have irrevers ib ly ceased, 
and th e enti re b rai n (incl ud ing t he 
brain stem) has irreversi bl y ceased t o 
function . 


coma 
A cond itio n of deep stupor from 
w hich t he patient can not be roused by 
exte rn al st imul i. 


persistent vegetative state (PVS) 
Severe m ental impa irme nt 
characterize d by irreve rsibl e cessation 
of t he higher fu nctions of the brain, 
most often ca used by dam age to the 
ce rebral cortex. 
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Check Your Progress 


I. Briefly explain how attitudes toward death and dying in the United States have changed over the years. 


2. The , while not a law, was proposed as a universal means of 
determining when death actually occurs. 


3. Distinguish between comatose and persistent vegetative state. 


4. Define brain death. 


5. Name six signs for which physicians may test that indicate death h"is occurred. 


LO 12.3 
Determine the health care 
professional's role in caring 
for the dying. 


palliative care 
Treatment of a term ina lly ill pat ient's 
sympt oms to ma ke dyi ng mo re 
comfo rtabl e ; a lso cal led co mfort care . 


curative care 
Treatme nt directed toward cu ring 
a pati e nt's disease. 


to determine cause of death and/ or to obtain physiological evidence 
when necessary. Autopsies performed in hospitals may confirm or 
correct clinical diagnoses, thus providing a measure of quality assur-
ance. Autopsy results can also highlight those cases in which diagno-
ses tend to be incorrect, or treatments tend to be ineffective, thereby 
adding to scientific knowledge and revealing areas that need further 
study. In cases of suspicious deaths, autopsy results can provide infor-
mation to help law enforcement authorities, such as cause and time 
of death. (Legal requirements concerning autopsies are discussed in 
Chapter 9.) 


While autopsies must be performed in cases in which the death is 
suspicious or due to homicide, the number of autopsies performed in 
all other deaths each year has steadily declined. One reason that fewer 
autopsies are performed today is cost-insurance companies and gov-
ernment health care programs usually do not pay for autopsies. (How-
ever, when patients die in hospitals, often an autopsy can be performed 
free of charge.) Some clinicians argue that technological advances hav e 
made clinical diagnoses more accurate, so that postmortem diagnoses 
are less essential. Another reason for the decline in autopsies is that in 
many smaller hospitals, pathologists are not readily available. 


Furthermore, even though autopsies can yield information that may 
clarify causes of death, reveal genetic disease that runs in families, or 
reassure survivors that their loved ones could not have been saved, 
when an autopsy is not mandated by law, family members are often 
reluctant to give consent. They may feel that their loved one has "suf-
fered enough/' that the physician already knows the cause of death, or 
that the procedure would interfere with viewing of the body during 
funeral rites. Health care practitioners may believe that these percep-
tions of autopsies are inaccurate, but they must remain sensitive to the 
beliefs and emotions of surviving family members. 


Caring for Dying Patients 
When it becomes evident that a patient's disease is incurable and death 
is imminent, palliative care may serve the dying patient better than 
curative care. Curative care consists of treatments and procedures 
directed toward curing a patient's disease. Palliative care, also called 
comfort care, is directed toward providing relief to terminally ill patients 
through symptom and pain management. The goal is not to cure, but to 
provide comfort and maintain the highest possible quality of life. Going 
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beyond relief of disease symptoms, palliative care includes relief 
of emotional distress and other problems, so that a patient's last 
months and days may be as comfortable as possible. 


FIGURE 12-1 


Palliative care is also emerging as a way to help patients 
with serious illnesses live a more comfortable and fulfilling 
life, whether their diseases are terminal or not. For example, 
through palliative care: 


Numbers of hospitals in the U.S . that 
have palliative care programs vary 
with geographic region. 


• A 90-year-old stroke patient with limited mobility is able 
to continue living independently in his home. 


• An ovarian cancer patient is more comfortable and can actu-
ally continue working as she undergoes aggressive chemo-
therapy treatment. 


• A lung cancer patient receives counseling about his disease 
and help in navigating the complex U.S. health care system. 


In many cases, choosing palliative care or curative care is 
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not an either/or proposition. Patients can move in and out of palliative 
care as treatment needs change, or as a respite from aggressive medi-
cal treatment and/or high medical expenses (Figure 12-1). 


Palliative care is not the same as hospice care, which is limited to 
terminally ill patients (see the next section). 


The Center to Advance Palliative Care, based in New York, pro-
vides information to help patients and their families receive care that 
addresses all of the patient's needs. (Visit the center's Web site at 
www.capc.org for information about goals and services.) 


HOSPICE CARE 


Terminally ill patients are often referred to facilities or agencies that pro-
vide hospice care. A hospice in medieval times was a way station for 
travelers. The first modem hospice facilities were established in England 
in the 1960s as places where patients could go to die in comfort. 


In the United States, hospice care may be provided in facilities built 
especially for that purpose, in hospitals and nursing homes, or at 
home. (Angela, in the chapter 's opening scenario, practices in a hos-
pital. The floor she supervises is designated a hospice.) Hospice care 
focuses on relieving pain, controlling symptoms, and meeting emo-
tional needs and personal values of the terminally ill, instead of tar-
geting the underlying disease process. The hospice philosophy also 
recognizes that family members and other caregivers deserve care 
and support, continuing after the death of the patient. Hospice pro-
grams ease dying; they do not support active euthanasia (a Greek term 
meaning "good death") or assisted suicide. 


Bereavement services are also available through hospice care to help 
patients discuss such issues as preparing a will and planning a funeral, 
and to help surviving family members cope with grief and loss after the 
patient dies. Hospice programs generally provide bereavement services 
through discussion groups, follow-up visits from hospice personnel, 
and sometimes referrals to appropriate mental health professionals. 


Most in-home hospice programs are independently run in a fashion 
similar to visiting nurse or home health care agencies. Patients receive 
coordinated care at home by multidisciplinary teams composed of phy-
sicians, nurses, social workers, home health aides, pharmacists, physical 


U.S. NE MW w s 
U.S. and regions 


hospice 
A facility or program (often carried out 
in a patient's home) in which teams of 
hea lth care practitioners and volunteers 
provide a continuing environment that 
focuses on the p hysical , emotional , 
and psychological ne eds of th e dyi ng 
pat ient. 
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therapists, clergy, volunteers, and family members. Hospice teams meet 
regularly to work on patients' needs concerning pain and other serious 
symptoms, depression, family problems, inadequate housing, financial 
problems, or lack of transportation. The team then expands, amends, or 
otherwise revises each patient's care plan, as necessary. · 


For patients to be eligible for hospice care, physicians usually must 
certify that they are not expected to live beyond six months. Hospice 
care is generally reimbursed by Medicare, Medicaid, and many pri-
vate insurance companies and managed care programs. 


[ [!j.tjJfl.]I!IQt.f.!lifa 
6. Distinguish between palliative care and curative care. 


7. Define hospice. 


Indicate with a "C" or a "P" whether each of the following actions constitutes a form of curative care or 
palliative care. 


8. Allowing a patient who is terminally ill with lung and stomach cancer to self-administer morphine 
patches as needed for pain relief. 


9. Administering radiation treatments after breast cancer surgery. 


I 0. Surgical severing of certain nerves to relieve suffering for a patient terminally ill with cancer of 
the spine. 


I I. Counseling a terminally ill patient and his or her famil y concerning funeral arrangements and other 
end-of-life decisions. 


12. Administering antibiotics to cure an infected tooth. 


13. Cosmetic surgery for a teenaged patient whose face was burned in a fire . 


terminally ill 
Refer ring to patients who are expected 
to die withi n six mo nths. 


EDUCATING HEALTH CARE PRACTITIONERS 
ABOUT END-OF -LIFE ISSUES 


While modern medicine has effectively delayed the moment of death, 
in many cases it has dealt less conscientiously with compassionate, 
comfort care for terminally ill patients: those who are not expected to 
live beyond six months, usually because of a chronic illness that has 
progressed beyond effective treatment or for which there is no cure. 


Studies published within the last decade have shown the need for 
educating health care practitioners in end-of-life care: 


• A 2003 Hastings Center Report found that" ... too many Americans 
die unnecessarily bad deaths-deaths with inadequate palliative 
support, inadequate compassion, and inadequate human presence 
and witness. Deaths preceded by a dying marked by fear, anxiety, 
loneliness, and isolation. Deaths that efface dignity and deny indi-
vidual self-control and choice." 


• In 2004, the American Medical Students Association (AMSA) 
formed a death and dying interest group, in response to medical 
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students' consensus that medical school leaves students inade-
quately prepared to communicate with terminally ill patients, as 
well as poorly equipped emotionally to deal with matters of death 
and dying. The AMSA interest group continues to provide guid-
ance, support, and resources for students who wish to supplement 
their medical education in the area of death and dying. 


• A 2010 study of 12 Washington State hospitals found that pro-
grams aimed at improving health care practitioners' ability to 
communicate with patients and families in reus did not improve 
end-of-life care, according to results published online in the 
American Journal of Respiratory and Critical Care Medicine. For 
example, wrote J. Randall Curtis, MD, one of the study's authors, 
"Many patients [in the intensive care unit] die with moderate or 
severe pain and physicians are often unaware of patients' prefer-
ences regarding end-of-life care." In addition, the study found, 
"Family of ICU patients have a high prevalence of symptoms of 
anxiety, depression, and post-traumatic stress disorder . .. and 
report physician and nurse behaviors that increase their burden." 
Study conclusions supported improving education among doc-
tors, patients, family members, nurses, and social workers to 
improve end-of-life care and patient/family satisfaction. "This is 
an area of care that is especially important in our current time," 
Curtis added. 


• A 2010 British study that surveyed 8,500 physicians found that 
their religious beliefs often affected the quality of end-of-life care 
administered. The more religious the physician, the more likely 
he or she is to avoid discussions with very ill patients about com-
fort care only. Physicians who describe themselves as agnostics 
or atheists were more open to patient requests for less aggressive 
end-of-life care. 


• In 2013, the Association of American Medical Colleges (AAMC) 
reported that only five of the nation's 125 medical schools offered 
separate courses on death and dying. Instead, most incorporated 
medical humanities, ethics, and/or communication into an exist-
ing required course. 


Source: Jennings B., T. Rundes, C. D' Onofrio, et al. "Access to Hospice Care: 
Expanding Boundaries, Overcoming Barriers. The Hastings Center Report." 2003; 
33 (2): S3-4. 


Fortunately, the need to teach end-of-life care to physicians and other 
health care practitioners has been recognized. Increasingly, schools that 
train health care providers are offering courses in thanatology- the 
study of death and of the psychological methods of coping with death. 
For instance, the American Board of Internal Medicine (ABIM) requires 
that internists seeking certification have training in caring for the dying 
during residency. The University of Illinois Chicago College of 
Medicine teaches pediatric residents how to communicate with griev-
ing parents. New York Medical College in Valhalla offers a 2-month 
course in empathy for first year students. George Washington Univer-
sity medical school teaches students how to deliver bad news to 
patients and how to talk to patients about advance directives and other 
end-of-life concerns . 


thanatology 
The st ud y of deat h an d of th e 
psychologica l met hod s of coping 
with it. 
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LO 12.4 
Discuss benefits to end-of-life 
health care derived from the 
right to die movement. 


In addition, many organizations exist that list their primary mis-
sion as advocacy for improved care for the dying and educating health 
professionals and the public about end-of-life issues. A sampling of 
such groups includes Compassion and Choices (www.compassion 
andchoices.org), Dying Well (www.dyingwell.org), Growth House 
(www.growthhouse.org), Medicaring.org (http://medicaring.org/), 
National Hospice and Palliative Care Organization (www.nhpco.org/ 
resources/end-life-care-resources), and The Rand Center to Improve 
Care of the Dying (www.rand.org; a Rand report on improving care 
of the dying can be found at www.medicaring.org/files/qiconsult 
packagev41.pd£). An Internet search for "death and dying" will pro-
vide URLs for many more organizations . Many of these organizations 
provide living will and medical power of attorney forms, and all pro-
vide useful information to the public . Some routinely file amicus curiae 
(friend of the court) briefs in legal cases addressing end-of-life issues . 
Others are engaged in research, public advocacy and education activi-
ties to improve the care of the dying and their families. 


Despite a conscious effort to improve training and attitudes regard -
ing dying patients, end-of-life care remains one of the most emotional 
issues for health care practitioners. 


The Right to Die Movement 
Americans have long been concerned that advancing medical tech-
nology may allow health care practitioners to delay death beyond 
the point where any quality of life can be maintained or a cure real-
ized, thus depriving individuals of the right to die as they wish. This 
concern led to the first living wilt created and made available to the 
public by attorney Luis Kutner, who founded the Euthanasia Society. 
Kutner's goal was to help dying people exercise their rights to control 
end-of-life medical care. 


The right to die first became a matter for the courts to deliberate in 
1976, with the death of Karen Ann Quinlan. 


The Quinlan case raised important questions in bioethics, euthanasia, 
and the legal rights of guardians. The case resulted in the developmen t 
of formal ethics committees in hospitals, long-term care facilities, and 
hospices. It also called attention to the need for advance health directive~. 


Another landmark case in the right to die movement involved Nancy 
Cruzan, a 26-year-old woman who was severely injured in a car crash. 


While the previous landmark legal cases furthered certain right to 
die arguments, other events in the nation's history have also furthered 
the cause. Here is a timeline: 


• 1946-Committee of 1776 Physicians for Legalizing Voluntary 
Euthanasia is formed in New York State. 


• 1967-Attorney Luis Kutner and members of the Euthanasia Soci-
ety (later called Choice in Dying and then Partnership for Carin 
both organizations now defunct) devise the original living will. 


• 1973-American Hospital Association creates the Patient's Bill o · 
Rights. (To date, attempts to pass a federal Patient's Bill of Righ 
have consistently failed.) 


• 1976-California's Natural Death Act the nation's first right to die 
statute, is signed into law. 
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LANDMARK COURT CASE Right to Die Precedent 


In 1976, the parents of Karen Ann Quinlan, then 22, 


obtained permission from a New Jersey court to remove 


their daughter from a respirator. Karen Ann had been in a 


persistent vegetative state for several months, after a ll egedly 


ingesting an unknown combination of alcohol and drugs. 


Karen Ann's father, as her legal guardian, had asked her phy-


sicians to remove the respirator believed to be sustaining 


her life. The physicians refused, and the Quinlans sued for 


their daughter's right to die. A lower court held for the phy-


sicians, but on appeal, judges allowed Karen Ann's respirator 


to be disconnected. She continued to li ve via a feeding 


tube , but died in June 1985 of pneumonia, at the age of 31 . 


In re Quinlan, 70 N.J. 10, 49 , 355 A.2d 647 , 668 ( 1976). 


LANDMARK COURT CASE Legal Struggle to Remove 
Feeding Tube 


On January I I, 1983 , Nancy Beth Cruzan was driving alone 


when she lost control of her older model car that had no 


seat belts. Nancy was thrown from the car and landed face 


down in a water-filled ditch . When emergency medical 


technicians arrived , Nancy had no vital signs, but the EMTs 


resuscitated her. After about two weeks Nancy had not 


awakened and her condition was diagnosed as persistent 


vegetative state, following irreversible brain damage. Phy-


sicians inserted a feeding tube for Nancy's long-term care. 


After 4 years with no improvement, Nancy's par-


ents asked to have the feeding tube removed. The hos-


pital demanded a court order, and a 3-year legal battle 


ensued. The trial court ruled that the feeding tube could 


be removed , based on testimony given by one of Nancy's 


friends that she would not want to live on artificial life sup-


port. The Missouri State Supreme Court reversed the trial 


court's ruling, holding that the lower court did not meet the 


clear and convincing evidence standard. The case reached the 
U.S. Supreme Court, where justices affirmed the Missouri 


State Supreme Court ruling and recognized that the right to 


refu se medical treatment is guaranteed by the U.S . Consti-


tution. The case was sent back to the trial court, for the 


purpose of gathering clear and convincing evidence that 


Nancy Cruzan wou ld not have wanted to live in a persistent 


vegetative state. Three of Nancy's friends testified as to her 


wishes, and the court ruled that this met the clear and con-


vincing evidence standard, and that the feeding tube could 


be removed. This decision was also appealed, but the appeal 


failed to change the court's ruling, and Nancy 's feeding tube 


was removed in December 1990. She died I I days later. 


Cruzan v. Director, Mis souri Department of He alth, 497 U.S. 26 1 ( 1990). 


• 1977-Laws dealing with the refusal of treatment are passed in 
Arkansas, Idaho, Nevada, New Mexico, North Carolina, Oregon, 
and Texas. 


• 1984- The District of Columbia and 22 states have statutes that 
recognize advance directiv es. 


• 


• 


• 


• 


1989-The Uniform Rights of the Terminally Ill Act serves as a 
guideline for state legislatures in constructing laws addressing 
advance directives. 


1990-Congress passes the Patient Self-Determination Act, the 
first federal act concerning advance directives. 


1992-Pennsylvania becomes the 50th state to enact advance-
directive legislation. 


1997-The U.S . Supreme Court holds that state bans on physician-
assisted suicide do not v iolate the U.S . Constitution. The Court 
leaves the decision up to each state on whether to ban physician-
assisted suicide. 


Uniform Rights of the 
Terminally Ill Act 
A 1989 recommendation of the 
National Conference of Com missio ne rs 
on Uniform State Laws t hat all stat es 
construct laws t o address adva nce 
directi ves . 
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• 1997-Via voter initiative, Oregon's Death with Dignity Act is 
passed, making the state the first to permit physician-assisted sui-
cide in certain circumstances. 


• 1997-By this date, 35 states have enacted statutes expressly 
criminalizing assisted suicide; 9 states criminalize assisted suicide 
through common law. 


• 2001-The California Supreme Court clarifies the right to die in a deci-
sion that states the right to die does not extend to people who are con-
scious and in a twilight state, are unable to communicate or care for 
themselves, and have not left formal written directions for health care. 


• 2006--The U.S. Supreme Court upholds Oregon's Right to Die law. 
As published on ABC's Web site, "Writing for a 6-3 majority, Justice 
Anthony Kennedy rebuffed efforts by the nation's top law enforce-
ment official, Attorney General Alberto Gonzales, to criminally charge 
doctors who helped people end their lives. According to Gonzales, 
federal drug laws did not permit or condone doctor-assisted suicide." 
The Supreme Court held, however, that the federal government did 
not have the authority to prosecute a state's physicians. 


• 2008-Via voter initiative, Washington state passes Death with 
Dignity Act effective in 2009. 


• 2009-Montana Supreme Court rules that physicians may assist 
patients in ending their lives by prescribing lethal medication that the 
patient self-administers (Rights of the Terminally ill Act interpretation). 


• 


• 


2013-Vermont becomes the third state to implement a Death with 
Dignity Act (the first to initiate the act through legislation, as opposed 
to a voter initiative) . Four states now allow physician-assisted suicide. 


2014-A judge's decision to allow physician-assisted suicide in New 
Mexico was moving through the appellate courts. 


-·I!Il~i'-1 ~ 
14. Define terminally ill. 


15. Define thanatology. 


I 6. How were decisions in the Quinlan, Cruzan, and Schiavo cases significant in the right to die movement? 


active euthanasia 
A conscious medical act that results 
in t he death of a dying perso n. 


passive euthanasia 
The act of allowing a dying patient 
to die naturally, wi t hout medical 
interference. 


EUTHANASIA AND PHYSICIAN-ASSISTED SUICIDE 


In the United States, debate has raged over whether or not physicians 
should play a state-sanctioned role in ending a patient's life. (Eutha-
nasia refers to mercy killing of the hopelessly ill.) Physicians may be 
involved in a variety of ways: 


• Active euthanasia is a conscious medical act that results in the 
death of a dying patient. 


• Passive euthanasia is the act of allowing a patient to die naturally, 
without medical interference. 
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Voluntary euthanasia requires the patient's consent, or that of his 
designated representative, to use medical means to end the 
patient's life. 


Involuntary euthanasi a is the act of ending a patient's life by med-
ical means without the consent of the patient or her representative. 


Physician-assisted suicide loosely refers to any of these euthanasia 
situations in which a doctor takes part in a patient's suicide. 


As of 2014, 38 states had laws against physician-assisted suicide. Four 
states had legalized physician-assisted suicide-Oregon and Washing-
ton through voter initiatives, Vermont through specific legislation, and 
Montana by court ruling and courts in a fifth state, New Mexico, were 
considering the issue. (In 2006, the United States Supreme Court upheld 
Oregon's Death with Dignity law.) Three states-Alabama, Massa-
chusetts, and West Virginia-and the District of Columbia prohibited 
physician-assisted suicide by common law. Four states-N ev ada, N orth 
Carolina, Utah, and Wyoming-had no specific laws regarding physi-
cian-assisted suicide, but may not recognize common law, and were oth-
erwise unclear on the matter. All states have some form of right to die 
laws that allow patients to decide whether they want to receive medical 
treatment when they are no longer competent to make decisions. 


There are many sides to the debate ov er physician-assisted suicide. 
Some advocates b elieve a person has the right to control his or her 
own life, including choosing to end it. Others see the question from a 
quality-of-life perspective. That is, when one suffers from an incurable, 


voluntary euthanasia 
The act of ending a dying patient's 
life by medical means with his or her 
permission . 


involuntary euthanasia 
The act of ending a te rminal patient's 
life by medical means without his or her 
permission. 


LANDMARK COURT CASE Right to Die or the Right to Live? 


In 1990, 27-year-old Terri Schindler Schiavo suffered an 


apparent heart attack at her home in Florida. Emergency 


medical technicians restored a heartbeat, but Terri remained 


comatose at first, then later semicomatose. Terri 's husband, 


Michael Schiavo, was appointed her guardian, and she was 


placed in a long-term care facility, where she was finally 


diagnosed as being in a persistent vegetative state (PVS). 


In 1992, Michael Schiavo sued Terri's physician for 


malpractice, and was awarded $600,000. Terri was 


awarded $1.4 million and $250,000 in separate medical 


malpractice trials. 


In 1993 , Michael Schiavo refused medically recom-


mended rehabilitative therapy for Terri, and her parents 


intervened. Bob and Mary Schindler, Terri's parents, 


petitioned the court to remove Michael Schiavo as Ter-


ri's guardian . A judge denied the guardianship petition. 


In 1997, a judge approved Michael Schiavo's petition to 


remove the tubes delivering Terri's hydration and nutri-


tion. Terri seemed semiconscious, and her parents insisted 


she might be successfully rehabilitated. 


In 1998 the court appointed a guardian ad litem to inves-
tigate Terri's case. The guardian ad litem recommended 


against removing Terri's feeding tubes and was dismissed for 


bias. In 200 I , the court ordered the feeding tubes removed, 


despite physicians' testimonials that Terri was not in a PVS 


and could swallow. Many physicians also testified that Terri 


was in a PVS. In April of that year, Terri's feeding tubes were 


removed , but in light of new evidence, a new judge ordered 


feeding restored . 


Court battles continued, with Michael Schiavo petition-


ing the court to end Terri's life and her parents counterpe-


titioning to keep Terri alive. Finally, in October 2003, the 


Florida legislature passed a law-"Terri 's Law"-allowing 


then Governor Jeb Bush to issue an executive order to let 


Terri continue to receive nutrition and hydration. The law 


was repealed in September 2004 . 


In March 2005, Terri's husband, Michael Schiavo, won 


court approval to have his wife's feeding tube removed. 


Terri died 13 days later, on March 31, 2005, after hav-


ing been in an apparent persistent vegetative state for 


IS years. An autopsy performed in June 2005 confirmed 


that Schiavo was in a persistent vegetative state. 


Schindler v. Schiavo, Florida Supreme Court, 900 So.2d 554 (2005). 
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debilitating, and/ or painful disease, he or she should have the right to 
end the suffering. 


Those who argue against physician-assisted suicide also hold a vari-
ety of opinions. Some simply say that killing a human being is always 
wrong. Others cite the Hippocratic oath as evidence that physicians 
are always bound to protect life and, therefore, should not be asked 
to assist a suicide. Opponents also claim that the potential for abuse is 
too great. For example, if physician-assisted suicide is sanctioned, will 
relatives of wealthy patients advocate for their deaths? Does serious 
illness alter mental states so that these patients cannot be trusted to 
make such decisions rationally? Will quality-of-life issues take prece-
dence in deciding who should take advantage of statues that regulate 
physician-assisted suicide? 


The debate over physician-assisted suicide will continue for years 
to come, but until legal issues are settled, health care practitioners are 
reminded that, legally and ethically, they are bound to consider exist-
ing law and the welfare of patients. 


Check Your Progress 


17. Define euthanasia. 


18. How does passive euthanasia differ from active euthanasia? Is either process legal in the United States? 


19. How does voluntary euthanasia differ from involuntary euthanasia? Is either process legal in the 


United States? 


20. In your opinion, is any death with dignity act ethical? Explain your answer. 


Patient Self-Determination Act 
A fed e ra l law passed in 1990 that 
requires hos pi ta ls and other health care 
providers to p rovide written information 
to patients re garding the ir rights under 
state la w to make med ical dec isions 
and execute advance direct ives. 


PLANNING AHEAD 


In today's health care environment, individuals are well advised to 
be prepared for the time when they or their legal representatives 
may have to make decisions about medical treatment, including 
the use of life-sustaining measures. To address this concern, the 
federal Patient Self-Determination Act was passed in 1990 and 
took effect December 1, 1991. The act requires hospitals and other 
health care providers to provide written information to patients 
regarding their rights under state law to make medical decisions 
and execute advance directives. (Advance directives include the 
living will; durable power of attorney; and the health care proxy, 
which is simply a durable power of attorney for medical care.) The 
act also provides that: 


• Health care providers will document in the patient's medical 
record whether he or she has executed an advance directive. 


• Providers may not discriminate against an individual based on 
whether or not he or she has executed an advance directive. 
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• Providers must comply with state laws respecting advance directives. 


• Providers must have a policy for educating staff and the commu-
nity regarding advance directives. 


Congress's action in passing this law was due, in large part, to the 
Nancy Cruzan case, decided by the U.S. Supreme Court in June 1990. 


As a result of the Patient Self-Determination Act, patients are 
encouraged to execute living wills or durable powers of attorney 
while still able to do so and before life-sustaining measures become 
necessary for life to continue. 


LIVING WILL 


A living will directly provides instructions to physicians, hospitals, 
and other health care providers involved in a patient's treatment. It 
may detail circumstances under which treatment should be discontin-
ued, such as coma, brain death, or a terminal condition. It may also 
detail which treatments or medications to suspend (for example, inva-
sive surgery, artificial nutrition or hydration, and measures that serve 
no purpose except to delay death) and which to maintain (for exam-
ple, kidney dialysis and drugs for pain). In addition, it may list which 
"heroic measures" (for example, emergency surgery and CPR) should 
and should not be used. A living will may also indicate preferences 
regarding organ donation, autopsy, and alternative treatments. Living 
wills may designate an agent to carry out these wishes if the patient is 
incapable of making decisions. 


All 50 states accept the validity of living wills, although they also 
specify various requirements that must be met. Standard state forms 
may be obtained from a number of sources for completion by indi-
viduals and their attorneys. 


Generic living will forms may also be obtained from various sources, 
but users should be aware of any state-specific requirements. Copies 
of completed forms should be given to designated family members or 
agents and may be filed with medical records upon a patient's admis-
sion to the hospital. 


DURABLE POWER OF ATTORNEY 


The durable power of attorney is not specifically a medical document, 
but it may serve that purpose. It confers upon a designee the authority 
to make a variety of legal decisions on behalf of the grantor. It takes 
effect when the grantor loses the capacity to make decisions, through 
either unconsciousness or mental incompetence. The document may 
place limits on the rights and responsibilities of the designee (usually 
an attorney or a spouse), and it may give specific instructions regard-
ing the grantor's medical and other preferences. Standard forms are 
available and are governed by state law. 


HEALTH CARE PROXY 


A health care proxy, or health care power of attorney, is a state-specific, 
end-of-life document. The health care proxy or health care power of 
attorney differs from the durable power of attorney in that it pertains 


living will 
An advance directive that specifies an 
in d ividual 's end-of-life w ishes. 


durable power of attorney 
An ad vance directive t hat confers upon 
a d esignee t he autho rity to make a 
variet y of leg al decisions on behalf of 
t he grant o r, usually including health 
care decisio ns. 


health care proxy 
A d urab le p ower of attorney issued for 
p urp o ses of health care decisions only. 
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FIGURE 12-2 
Health Care Proxy 


just to health care d ecisions and not to other legal decisions. With it, 
individuals specify their wishes and d esignate an agent to make med-
ical decisions for them in the event that they lose the ability to reason 
or communicate. As with the living will, this document outlines spe-
cific typ es of care and treatment that should be permitted or excluded. 
It also carefully outlines the specific responsibilities and authority of 
the proxy. Some states prohibit attending physicians, hospital employ-
ees, or other health care providers from serving as proxies, unless 
related to the patient by blood. Patients should name one or more 
alternates in case the primary proxy cannot serve when called (see 
Figure 12-2). 


DO-NOT-RESUSCITATE (DNR) ORDER 


When admitted to a hospital, most patients or their authorized repre-
sentatives are allowed b y state law to specify that they are not to be 


, designate and appoint: 


Name: 


Address: 


Telephone Number: 


to be my agent for health care decisions and pursuant to the language stated below, on my behalf to: 


(1) Consent, refuse consent, or withd raw consent to any care, treatment, service or procedure to maintain , diagnose or treat a 
physical or mental condition, and to make decisions about organ donation, autopsy and disposition of the bo dy; 


(2) Make all necessary arrangements at any hospital, psychiatric hospital or psychiatric treatment facility, hospice, nursing home 
or similar institution; to employ or discharge health care personnel to include physicians, psychiatrists , psychologists, dentists, 
nurses, therapists or any other person who is licensed, certified or otherwise authorized or permitted by the laws of this state to 
administer health care as the agent shall deem necessary for my physical, mental and emotional well -bei ng; and 


(3) Request, receive and review any information, verbal or written, regard ing my personal affairs or physical or mental hea lth 
including medical and hospital records and to execute any releases of other documents that may be requi red in order to obtain 
such information. In exercising the grant of authority set forth above my agent for health care decisions shall : 


The powers of the agent herein shall be limited to the extent set ou t in writing in this durable power of atto rn ey for health care 
decisions, and shall not include the power to revoke or invalidate any previously existing declaration made in accordance with 
the natu ral death act. 


The agent shall be prohibited from authorizing consent for the following items: 


The durable power of attorney for health care decisions shall be subject to these additional limitations: 


This power of attorney for health care decisions shal l become effective immedi ately and shall not be affected by my subsequent 
disability or incapacity or upon the occurrence of my di sability or incapaci ty 


Any durab le power of attorney for health care decisions I have previously made is hereby revoked. This durable power of 
attorney for health care dec isio ns shal l be revoked in writi ng, executed and witnessed or acknowledged in the same manner as 
required herein. 


Executed th is , at 


(S ignature of principal) 


State __ _ __ County SS. No. 


This instrument was acknowledged before me ___________________ (date) by _(name) 


(Signature of notary public) 
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revived if their heart stops. The request can be made via a standard 
do-not-resuscitate (DNR) order which is then placed with the patient's 
chart. In some hospitals, patients may also wear a bracelet alerting 
medical personnel to the existence of a DNR order. 


21 . What purpose do advance directives serve? 


22. Distinguish between a living will and a durable power of attorney. 


do-not-resuscitate {DNR) order 
Orders written at the request of patients 
or thei r authorized representatives that 
cardiopulmonary resuscitation not be 
used to susta in life in a me dical crisis. 


23. Distinguish between a health care proxy and a durable power of attorney. 


24. How must health care practitioners proceed if a patient has a do-not-resuscitate order in place? 


25. Generic living will forms are acceptable legal documents with what caveat? 


The National Organ Transplant Act 
Passed in 1984, the National Organ Transplant Act addresses the 
severe shortage of organs available for transplantation. It provides 
funds for (1) grants to qualified organ procurement organizations 
(OPOs) and (2) the establishment of an Organ Procurement and Trans-
plantation Network (OPTN) to assist OPOs in the distribution of 
unused organs outside their geographical area. 


The Organ Procurement and Transplantation Network maintains 
the only national patient waiting list. It is a unique public/ private 
organization that links all the professionals involv ed in the organ 
donation and transplantation system. OPTN goals are to: 


• Increase the effectiveness and efficiency of organ sharing and 
equity in the national system of organ allocation. 


• Increase the supply of donated organs available for transplantation. 


The United Network for Organ Sharing (UNOS), based in Rich-
mond, Virginia, administers the OPTN under contract with the Health 
Resources and Services Administration of the U.S. Department of 
Health and Human Services. 


According to the U.S. Department of Health and Human Services, 
there is always a shortage of organs available for transplantation. In 
fact, ev ery 10 minutes in the United States another person needing 
an organ is added to the list. Information on organ donation, includ-
ing a link to register as an organ donor in your sta te, is available at 
www.organdonor.gov/index.html. Organ procurement organizations 
nationwide coordinate donor information through OPTN. The Associ-
ation of Organ Procurement Organizations (www.aopo.org) provides 
a list of organizations at the local level in each state. 


LO 12 .5 
Identify the major features of organ 
donation in the United States. 


National Organ Transplant Act 
Passed in 1984, a statut e that provides 
grants to qua lified organ procurement 
organizations and established an Organ 
Procurement and Transplantation 
Network. 
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FIGURE 12-3 Sample Uniform Donor Card 
The Organ Donation and Recovery Improve-


ment Act, passed in 2004, established programs 
to increase organ donation through public 
awareness campaigns and education projects, 
and provided grants programs for individual 
states supporting use of hospital-based organ 
procurement coordinators, research and dem-
onstration projects, and reimbursement to living 
donors for travel-related expenses. 


Uniform Donor Card 
I, ·-·········-·-·- __ ,have spoken to my family about organ and 
tissue donation. The following people have witnessed my commitme nt 
to be a donor. I wish to donate the follo wing : 


[l any needed organs and tissue , 
0 only the following organs and tissue: ---- ······· ·· ____ _ 
Donor Signature: Date: _____ _ 


Next of Kin: ------------------
Telephone:(_) 


ORGAN DONOR DIRECTIVES 


Uniform Anatomical Gift Act 
A recomme nda t ion of t he National 
Conference of Commissione rs o n 
Uniform Sta te Laws, t hat a ll states 
accepted, all owing ind iv idua ls to 
d onate t hei r bodies or body parts, after 
d eath, fo r use in t ranspla nt surgery, 
tissue banks, o r med ical researc h or 
educat ion. 


Patients may also want to make clear to hospital 
personnel that they wish to donate organs for 
transplantation or medical research in the event 


of their death. This can be accomplished in several ways: 


• Some states allow licensed drivers to fill out organ donation forms 
on the back of their licenses. 


• Nondrivers or residents of states where driver's licenses do not 
include this information may carry an organ donor card in their 
wallets, specifying their desire to donate organs (Figure 12-3). 


• Organizations such as the National Kidney Foundation, the United 
Network for Organ Sharing (UNOS), and the Living Bank provide 
donor registration materials in response to requests. 


• In addition to having an organ donor card, patients should make 
clear to family members their wishes regarding organ donation in 
the event of their death. 


THE UNIFORM ANATOMICAL GIFT ACT 


In 1968, the Uniform Anatomical Gift Act was approved by the 
National Conference of Commissioners on Uniform State Laws for the 
purpose of allowing individuals to donate their bodies or body parts, 
after death, for use in transplant surgery, tissue banks, or medical 
research or education. The act was not officially enacted as law, but 
states accepted it because it made certain provisions uniform through-
out all states. Major provisions include the following: 


• Any person 18 years of age or older who is of sound mind may 
make a gift of his or her body, or certain bodily organs, to be used in 
medical research or for transplantation or storage in a tissue bank. 


• Donations made through a legal will are not to be held up by probate. 


• Except in autopsies, the donor's rights override those of others. 


• Survivors may speak for the deceased if arrangements were not 
made prior to his or her death (provided the deceased did not 
express an objection to donation before his or her death). 


• Physicians who rely on donation documents for the acceptance of 
bodies or organs are immune from civil or criminal prosecution. 
However, if the physician (or hospital) knows the deceased was 
opposed to donation or if, in the absence of prior arrangements, 
survivors express an objection, then the donation should be refused. 
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• Hospitals, surgeons, physicians, accredited medical or dental 
schools, colleges and universities, and tissue banks or storage 
facilities may accept anatomical gifts for research, advancement of 
medical or dental science, therapy, or transplantation. 


• Time of death of the donor must be established by a physician who 
is not involved in transplanting the donor's designated organs, 
and the donor's attending physician cannot be a member of the 
transplant team. 


• Donors may revoke the gift, and gifts may be rejected. 


FREQUENTLY ASKED QUESTIONS ABOUT 
ORGAN DONATION 


Since there are more people waiting for organ transplants than there are 
organs available, individuals are encouraged to designate their willing-
ness to become donors. One way to increase the numbers of possible 
organ donors is to make sure that potential donors understand the 
process. Here are a few of the most commonly asked questions about 
organ donation, followed by summarized answers from the experts: 


Q: What organs and tissues can be transplanted? 


A: Organs that can be transplanted include heart, liver, kidney, 
pancreas, lung, stomach, and small and large intestines. Other 
tissues often transplanted include bone, corneas, skin, heart 
valves, veins, cartilage, and other connective tissues . 


Q: Is the donor or the donor's family responsible for paying for 
transplantation of donated organs? 


A: No. Costs are borne by the recipient or his or her insurance plan, 
when applicable. 


Q: If a prospective, designated donor is injured in an accident, will 
the attending doctors allow that person to die in order to harvest 
donated organs? 


A: Absolutely not. A willingness to donate organs in no way 
compromises the medical care provided to accident victims . The 
organ procurement organization (OPO) is notified that organs are 
available only after a patient is declared dead, and the transplant 
team is not notified until surviving family members have 
consented to the donation. 


Q: How old or young can a donor be? 


A: Donors range from newborns to the elderly. 


Q: If a person donated an organ, would the recipient and/or the 
recipient's family learn the donor's identity and contact the donor 
or his or her family? 


A: A donor's name is released to recipients only if the recipient asks 
for the information and the donor's family agrees. 


Q: Are organs transplanted only after a prospective donor has died? 


A: Not necessarily. Voluntary transplants from living donors to 
living recipients may also take place. For example, kidneys, 
lungs, skin, and other tissues are successfully transplanted from 
compatible living donors to recipients. 
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Q: May a family member who is an acceptable medical match for 
a recipient refuse to donate an organ to a relative in need of a 
transplant? 


A: Of course. No laws exist that would compel a person to donate 
an organ against his or her will, regardless of relationship to the 
intended recipient. 


Q: If I, as a willing organ donor, sign the back of my driver's license 
indicating that I am a donor, and then die, can my relatives 
legally "undo" my wishes? 


A: No. A signed declaration on the back of a driver's license still is 
legally effective to authorize donation in every state in the United 
States. Moreover, the relevant laws specify that the consent of the 
donor's relatives is not needed in such circumstances. However, 
prospective organ donors should also make their wishes known 
to family members while they are able, because in spite of their 
having signed a card, if relatives protest the donation, fear of 
bad publicity regarding organ donation will likely prevent the 
donation from occurring . 


.. check voGr.Pro9ress 
26. What law made organ donation possible in the United States? 


27. In your opinion, why is there a shortage of transplant organs in the United States? 


28 . What suggestions do you have for alleviating the shortage of transplant organs? 


29. What is UNOS, and what is its function? 


30. A widely circulated urban legend tells of a person who has a sexual tryst with a stranger and awakens 


in a bathtub minus a kidney. Why do you know the story is untrue? 


LO 12.6 
Discuss the various stages of grief. 


The Grieving Process 
Regardless of our personal philosophy and belief system concern-
ing death and dying, we are all destined to experience the loss of an 
acquaintance, a friend, or a loved one. At that time, we need to grieve. 
Unfortunately, in our modern-day culture we are often uncertain 
of how to deal with grief in our own lives or how to help someone 
else who is grieving. The following facts and guidelines can help us 
respond helpfully to others. 


WHAT IS GRIEF? 


Grief is the human reaction to loss. Individuals may grieve over a 
divorce, the loss of a job, or relocation, but grief after the death of a 
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loved one is undoubtedly the most painful. Patients who are diag-
nosed with a terminal illness also experience profound grief. The 
grieving process is different for each individual who experiences it, 
but, over time, some similarities have been observed. 


STAGES OF GRIEF 


The late Elisabeth Kiibler-Ross, MD, recognized for many years as 
an authority in the field of death and dying, was the first to list and 
describe the coping mechanisms of people who grieve. Such individu-
als experience five stages of grief, she maintained, not necessarily in 
any particular order, before coming to terms with the death of a loved 
one or the prospect of imminent death. 


Stage 1. This first stage is identified with feelings of denial and 
isolation. This is the it-can't-be-true stage, in which patients 
believe the physician's diagnosis must be a mistake, or relatives 
informed of a loved one's death deny that the person is gone. 
They may suggest that X-rays or results of blood tests were 
somehow mixed up or that identities of accident victims 
were somehow mistaken. Denial is usually a temporary state, 
claims Kiibler-Ross, and is soon replaced by partial acceptance. 
A terminally ill patient seldom continues to deny his or her 
disease until death comes, and grieving relatives realize all too 
soon that a loved one has, in fact, died. 


Stage 2. When denial can no longer be maintained, the patient 
or grieving relative progresses to anger, rage, and resentment. 
"Why me?" is the typical reaction. Patients are angry over the 
"betrayal" of once-healthy bodies and the loss of control over 
their lives. Grieving relatives may feel anger toward a God that 
took the loved one away. Even the terminally ill family member 
may feel the same anger at God for leaving others behind to bear 
the pain of loss. Anger is a normal reaction to death and may be 
expressed in different ways. For example, a bereaved person may 
yell at others or withdraw in sullen silence. 


Stage 3. Grieving individuals next respond with attempts at 
bargaining and guilt. Just as children continue to ask for a favor 
after parents have said no, patients may ask for "just enough time 
to see my daughter married" or "one more week at work before 
I have to quit." Something in the human psyche seems to believe, 
if only for a short time, that if we are "good," the "bad" will be 
taken away or postponed. 


A corresponding experience for individuals grieving the loss 
of a loved one is guilt. The bereaved person may somehow feel 
responsible for the death, especially if the relationship with the 
deceased was not good. He or she might be tortured by thoughts of 
how things might have been different if only the loved one had lived. 


Stage 4. The fourth stage involves depression or sadness, which 
is the most expected reaction to loss. Patients coping with terminal 
illness may face not only physical pain and debilitation but also loss 
of financial security and inevitable changes in lifestyle-all of which 
can cause them to feel that their situation is hopeless. Individuals 
grieving the loss of a loved one may see no point in going on. 
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During this state, bereaved persons may cry frequently or may 
be unable to cry at alt expressing their grief in body language-
downcast eyes, shuffling steps, and stooped shoulders. Daily 
routines may be difficult or impossible to maintain. If depression 
continues for a prolonged period of time, health care providers, 
family members, or friends should help the bereaved person seek 
professional counseling. 


Stage 5. Finally, those experiencing the grieving process reach a 
stage of acceptance. At this point the person has finally accepted 
his or her loss. Terminally ill patients have come to terms with 
dying, and bereaved persons have accepted that the loved one is 
gone. For example, patients may write wills, complete advance 
directives, or plan funerals. A grieving spouse may finally decide 
to remove a deceased partner's clothing from a shared closet or 
to convert his or her office to a spare bedroom. Grieving family 
members can now move on to the growth stage, in which they 
adjust daily routines or become involved in new activities and 
relationships. 


Although the stages of grief have been universally observed, each 
person dealing with loss grieves differently. Bereaved persons may 
not show their grief. A stage may be skipped or returned to repeatedly 
during the grieving process. A combination of all of the emotions just 
described may be felt at the same time. 


Roberta Ternes, PhD, also describes her perception of the distinctive 
behaviors of grief in her book, Solace: Finding Your Way Through Grief 
and Learning to Live Again (New York: Amacon Books, 2009). She dis-
cusses three stages as significant as one grieves: 


1. Numbness, characterized by mechanical or rote functioning and 
social isolation. 


2. Disorganization, where feelings of loss are so painful and disori-
enting one can't make plans or decide what to do next. 


3. Reorganization, a return to one's previous, more normal and func-
tional way of life. 


While no one list of the stages of grief is useful for everyone, most 
touch on the types of behavior mentioned previously, which many 
people have experienced or observed at times of loss. 


On the other hand, in The Truth about Grief (Simon & Schuster, 201n 
Ruth Davis Konigsberg emphasizes that Kiibler-Ross based her theory 
solely on interviews with terminally ill patients, and she was concerned 
primarily about the patients' feelings about their own approaching 
deaths. She did not ask them about her now famous stages of grie( 
because she conceived of the five stages later, after she had conducted 
the interviews. When Kiibler-Ross's book was a surprise best seller, 
Konigsberg asserts, it marked the beginning of a new approach to 
death and dying, which "helped shatter the stoic silence that had sur-
rounded death since World War I, and her ideas certainly raised the 
standard of care for dying people and their families. But she also ush-
ered in a distinctly secular and psychological approach to death, one 
in which the focus shifted from the salvation of the deceased's soul ... 
to the quality of his or her last days." 
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While Kiibler-Ross's stages of grief have been applied to a wide 
range of experiences of loss, Konigsberg writes that they have also 
fostered certain misconceptions about grief, such as the following, as 
summarized in the January 24, 2011, edition of Time: 


1. A person who has experienced loss or is facing death does not 
always grieve in stages, but rather experiences "a grab bag of 
symptoms that come and go and, eventually, simply lift." 


2. Expressing grief helps some who experience it, but not all. In fact, 
a study published in the Journal of Consulting and Clinical Psychol-
ogy in 2008 followed more than 2,000 people immediately after the 
events of 9/11 and for two more years, and found that some peo-
ple who did not express their initial reactions showed fewer signs 
of distress later on. 


3. When an individual loses his or her spouse, grief hits women 
harder than men. Several studies have shown that widows may 
show higher incidents of depression than widowers, but relatively 
speaking, men suffer more from the loss of a spouse. 


4. Grief may never end. Researchers have found that the worst of 
grief is usually over within about six months. Thoughts and mem-
ories of those lost linger, of course, but the actual pain of loss does 
subside. 


5. Counseling always helps those who grieve. Just as individuals 
grieve in different ways, for different lengths of time, some may 
find that counseling shortens the grieving period, while others 
come to terms with grief on their own. 


Check Your Progress 


The following questionnaire is intended to generate discussion. Check each statement that tells how 
you feel. There are no correct or incorrect answers. 


31. I feel uncomfortable talking to someone who is dying. 


32. I do not know what to say to a person who is dying. 


33. I would not want to tell a patient that he or she has a terminal condition. 


34. I think I can help a dying patient be more comfortable with his or her impending death. 


35. I am afraid of becoming too attached to a dying patient, and as a result I will not be able to control 
my feelings. 


36. I do not think a person should be told that his or her condition is terminal, because doing so adds 
to his or her suffering. 


37. I do not think death should be discussed in the presence of children. 


38. The thought of being around a dying person makes me uncomfortable. 


__ 39. I think elderly people are the most fearful of death. 


__ 40. Being around a dying person reminds me that someday I, too, will die. 


Source: Adapted from a book by W. Worden, Grief Counseling and Grief Therapy (New York: Springer, 1982). 


Chapter 12 I Death and Dyin g 343 








The message for health care practitioners is to remain flexible in their 
expectations of other people's grief. That is, to realize that every per-
son grieves in his or her own way, and some are resilient enough to get 
through grief on their own, while others may benefit from a combina-
tion of the helpful measures outlined in this chapter. 


FINDING SUPPORT 


People who are grieving can find support from a variety of sources. 
They can read books on the subject, attend a bereavement support 
group sponsored by a hospital or hospice, visit a counselor, talk with a 
member of the clergy, or talk with family members and friends. 


Health care practitioners can be excellent sources of support for ter-
minally ill patients and their families. Talking and listening are the most 
helpful activities others can perform, the experts advise. Do not force 
a conversation, but make yourself available to talk. Do not respond in 
kind if patients are angry and resentful. Talking about distress helps 
relieve it, and sensitive listening is effective in itself. The following list 
of recommendations for talking to a dying patient is adapted from "I 
Don't Know What to Say . . . ":How to Help and Support Someone Who Is 
Dying (Little, Brown, 1989), by oncologist Dr. Robert Buckman: 


• Pay attention to setting. Sit down, relax, do not appear rushed, 
and act as though you are ready to listen. 


• Determine whether or not the patient wants to talk. Ask, "Do you 
feel like talking?" before plunging into conversation. 


• Listen well, and show that you are listening. Pay attention to the 
patient's words, without the distraction of planning your next remark. 


• Encourage the patient to talk by saying, "What do you mean?" or 
"Tell me more." 


• Remember that silence and nonverbal communication, such as 
grasping a hand or touching a shoulder, are also effective. 


• Do not be afraid to describe your own feelings. It is permissible to sa_Yt 
"I find this difficult to talk about" or even, "I don't know what to say." 


• Make sure you haven't misunderstood. You can ask, "How did it 
feel?" or say, "You seem angry." 


• Do not change the subject. If you are uncomfortable, admit it. 
Don't try to distract the patient by changing the subject to some-
thing less threatening, such as the weather. 


• Do not give advice early. The time may come when the patient 
asks your advice, but it is usually not prudent to offer unsolicited 
advice, because it stops the dialogue. 


• Encourage reminiscence. Sharing memories can be a wrenching 
experience, but it can also encourage patients to look positively at 
the past. 


• Respond to humor. Humor allows patients to express fears in a non-
threatening way. Do not try to cheer someone up with your own 
jokes, but if patients want to tell jokes or funny stories, humor them. 


In short, the more you try to understand the feelings of others, the 
more support you will be able to give. 
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Chapter Summary 


Learning Outcome Summary 


LO 12.1 Discuss how attitudes toward 
death have changed over time. 


LO 12.2 Discuss accepted criteria for 
determining death. 


LO 12.3 Determine the health care pro-
fessional's role in caring for the dying. 


LO 12.4 Discuss benefits to end-of-life 
health care derived from the right to die 
movement. 


Which Western rituals surrounding death have survived to the present? 


• Mourners wearing black. 


Halting traffic for a funera l procession. 


• Wakes 


• Firing a rifle volley over the deceased. 


Funeral wreaths 


What is the Uniform Determination of Death Act? 


• A federal proposal t hat defines brain death as a means of determining when 
death actually occurs: 


• Circulation and respiration have irreversibly ceased. 


• The entire brain, including the brain stem, has irreversibly ceased to function. 


What is the difference between a coma and a persistent vegetative state? 


• Coma: A condi ti on of deep stupor from which the patient cannot be roused by 
external stimuli. 


Persisten t vegetative state (PVS): Severe mental impairment characterized by 
irreversible cessation of the higher functions of the brain, most often caused by 
damage to the cerebra l cortex. 


What tests may be performed to determine if death has occurred? 


• Cannot breathe without assistance . 


No coughing or gagg ing refl ex . 


No pupil response to light. 


• No blinking reflex when cornea is touched. 


• No grimace reflex when head is rotated or ears are flushed with ice water. 


• No response to pain. 


What is the difference between palliative care and curative care? 


Palliat ive care: Treatment of a patient's symptoms to make him or her more 
comfortable-also called comfort care. 


• Curative care: Treatment directed toward curing a patient's disease. 


What is a hospice? 


• A fac ility or program in which health care practitioners and vo lunteers provide 
a continuous environment that focuses on the physical, emotional, and psycho-


logical needs of the dying patient. 


What is meant by the phrase terminally ill? 


• A patient has six months or less to live. 


Wha t is thanatology? 


• The study of death and psychological coping methods. 


What is the Uniform Rights of the Terminally Ill Act? 


• A 1989 federa l proposal to guide state legis latures in constructing laws con-
cerned with advance directives. 


What is euthanasia? 


Mercy killing of the hopelessly ill. 


• Active euthanasia: A conscious medical act that results in the death of a 
dying person. 


Passive euthanasia: Allowing a dying patient t o d ie without medical interference. 


• Voluntary euthanasia: Requires the patient's consent or the consent of the 


patient's legal representative to implement. 
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Learning Outcome Summary 


LO 12.5 Identify the major features of 
organ donation in the United States. 


LO 12.6 Discuss the various stages 
of grief. 


Involuntary euthan as ia: The use of medical means to end a dying patient's 
life without his or her consent. 


Ph ysician-ass isted suicide : Any of the previously listed methods in which a 
physician takes part in t he patient's suicide. 


What is the Patient Self-Determination Act? 


• A federal act that requires hospitals and other health care providers to give 
w ritten information to patients regard ing their rights under state law to make 
medical decisions and to execute advance directives. 


Living will: An advance directive that specifies a patient's end-of-life wishes. 


Durable power of attorney: An advance directive that gives a designee 
authority to make a variety of legal decisi o ns for a patient, including health 
care decisions. 


Hea lth care proxy: A durable power of attorney for health care decisions only. 


Do-not-resuscitate order (DNR): The patient specifies in writing t hat he or 
she does not wish to be resuscitated if his or her hea rt stops . 


What is the National Organ Transplant Act? 


• A 1984 federal law that provides grants to qualified organ procurement 
organizations and that established an Organ Procurement and Tran splantation 
Network (OPTN). 


Esta b li shed the United Network of Organ Sharing (UNOS) to administer the 
OPTN. The UNOS 


Increases the effectiveness and efficiency of org an sharing and equity in 
the national system of organ allocation. 


In creases the supply of donated organs available for transpl ant. 


What is the Uniform Anatomical Gift Act? 


• A federal proposal that states enact laws allowing anyone 18 or older, of sound 
m ind , to make a gift of his or her body or certa in organs for use in medical 
research, transp lantation , or storage in a tissue bank . Th e act recommends that: 


• Donations made through a legal will are not to be held up by probate. 


Except in autopsies, the don or's rights override those of others. 


• Survivors may speak for the deceased if no arrangements for donation we re 
made prior to death, provided the deceased d id not express an o bjection 
to donation before death. 


Physicians who rely on donation documents for the acceptance of bodies or 
organs are im m une from civil or crimina l prosecution. 


• Hospitals, surgeons, physicians, accredited medical or dental schools, col-
leges and universities, and tissue banks or storage facilities may accept 
anatomical gifts for research, advancement of medical or dental science, 
therapy, or tra nsplantat ion. 


• Tim e of death of the donor must be established by a physician who is not 
involved in transplanting the donor's designated organs, and the donor's 
attending physician cannot be a member of the transplant te am. 


Donors may revoke the gift, and gifts may be rejected. 


What is gri ef? 


• The human reaction to loss . 


What are Elizabeth Kubler-Ross's stages of grief? 


Denial 


• Anger 


Bargaining 


Depression 


• Acceptance 


What are Roberta Tem es's stages of grief? 


Numbness 


Disorganization 


• Reorganization 
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Ethics Issues Death and Dyinq 


Ethics ISSUE 1: 


An understanding of the principles that underlie biomedical ethics is important in addressing the issues that 
confront health care practitioners and their patients at the end of life. The ethical principles include autonomy 
(the patient's right to self-determination), beneficence (acting in the patient's best interest), nonmaleficence 
(do no harm), justice (determine what is fair and just), and fidelity (truthfulness and faithfulness). 


Discussion Questions 


1. Assume you are an emergency medical technician (EMT) responding to a 911 call at a grocery store. An 
elderly shopper has collapsed, and she is unconscious on the floor when you arrive. Her vital signs are 
weak. The woman is placed in the ambulance, where she arrests. You notice that the woman is wearing 
a bracelet that says "DNR," and a quick check of her purse reveals a signed and witnessed DNR, order. 
What do you do? 


2. An 80-year-old woman has suffered a massive heart attack and is on a ventilator in the hospital's ICU. 
She apparently has no advance directive. Her three daughters arrive from different areas of the United 
States and express their opinions about their mother's medical care. One daughter says her mother 
would "not want to be kept alive" in her present state, while a second, more aggressive daughter 
demands that "everything" be done to keep her mother alive. The third daughter expresses no opinion. 
In your opinion, what should be done? 


Ethics ISSUE 2: 
In some states, state law allows EMTs to do what is right for the patient when transporting them for 
care. In other states, the law may say you must obey the patient's instructions, regardless of what those 
instructions are. 


Discussion Questions 


1. As an EMT in a state where the law says you must do what is right for the patient, you are transporting 
a patient with chest pain, and you decide to transport her to a hospital with heart catheterization 
capabilities, even though the patient has expressed a desire to go to a less well-equipped hospital in the 
area. Legally and ethically, how will you respond? 


2. You are an EMT in a state where state law says the patient has the last word. The patient has been injured 
in a car accident, and you want to take him to a hospital with a levell trauma center, but he says no, take 
him to a different hospital, without a levell trauma center. Legally and ethically, what will you do? 


Ethics ISSUE 3: 
As a health care practitioner, you are committed to acting in the patient's best interest, and you believe 
that the wishes of patients in end-of-life situations should be followed. Furthermore, professional codes of 
ethics generally state that the social commitment of health care practitioners is to sustain life and relieve 
suffering, and that when the performance of one duty conflicts with the other, the preferences of the patient 
should prevail. 
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Discussion Questions 


1. As a nurse, you are assigned to help care for a middle-aged patient with a terminal, end-stage disease. 
He is in pain, but has asked that pain medication not be prescribed, so he can keep his mind clear. He 
has also expressed a fear of addiction. You know that the patient could be relieved of his pain if he 
would only agree to be medicated. What will you do? 


2. A young mother who was severely injured in a car accident is brought into the hospital trauma center 
where you work. She belongs to the Jehovah's Witnesses church, and emphatically states that she 
refuses to have a blood transfusion. You know she risks death without a transfusion, but she believes her 
decision is a matter of her salvation. As a member of the patient's health care team, what will you do? 


3. The female patient in the car accident scenario is unconscious, but her husband makes her wishes 
known regarding blood transfusions. Can you accept the husband 's decision on the patient's behalf? 
Explain your answer. 


Ethics ISSUE 4: 


Health care practitioners are ethically bound to respond to the needs of the patient at the end of life, but they 
are also ethically bound to practice fidelity. 


Discussion Question 


1. When asked in a survey if they would ever withhold the truth about a terminal or pre-terminal 
diagnosis from a patient in order to keep his or her spirits up, physicians' responses were: 


"Most of the time, I tell them exactly as it is; they need to know the truth, and who am I to judge what 
they should or shouldn' t know? However, if the patient is very frail emotionally and physically and has 
a very supportive family, I may not." 


"It's not about hiding information. It's learning how to talk to patients and giving bad news in the best way 
possible. All the information should be given, but any positive that exists should be also talked about." 


"The truth, delivered with compassion, is a gift." 


"I think patients deserve total honesty from their physician. They want to know." 


"An elderly patient who is senile will not understand, benefit, or prepare, so it is senseless to inform 
them. However, a family member, next of kin, or whoever is the health proxy will be notified." 


Which of the preceding statements most closely matches your opinion? Explain your answer. 


Ethics ISSUE 5: 


Your elderly aunt has asked you to take on her health care power of attorney. She makes the request while 
she is healthy and able to make her own decisions. You agree and sign the appropriate legal papers. She tells 
you at this time that she never wants "heroic measures" to be undertaken to save her life, if her quality of life 
would suffer. 


Discussion Questions 


1. Five years later, your aunt is 86 and suffering from diabetes, coronary problems, and dementia. While in 
a long-term care facility, your aunt suffers a severe heart attack and is transported to the local hospital's 
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emergency room. She is conscious when she reaches the emergency room, and when the attending 
physician asks her if she wants "all measures taken to preserve her life," she says yes. When you arrive 
at the hospital, your aunt is comatose and has been placed in the intensive care unit. Her physician 
says she cannot recover, but he could transport her to a larger hospital where physicians could "try" a 
pacemaker. How will you respond? 


2. What ethical issues will influence your decision? 


Chapter 12 Review 


Enhance your learning by completing these exercises and more at 
http://connect.mheducation.com! 


Applying Knowledge 


LO 12.1 


1. Before the twentieth century, death most likely occurred 


a. In a hospital 


b. In a hospice 


c. At home 


d. At work 


2. Which of the following is a modern-day custom regarding death? 


a. Holding a funeral 


b. As a survivor, wearing sackcloth and ashes for several days 


c. As a survivor, wailing loudly at certain times in public places 


d. None of these 


3. Which of the following is true of death in the United States in the twenty-first century? 


a. Most deaths are occurring among teenagers. 


b. Most deaths occur in hospitals. 


c. All deaths result in autopsies. 


d. Infants seldom die. 


LO 12.2 


4. The purpose of the Uniform Determination of Death Act was to 


a. Define guidelines for determining when death actually occurs 


b . Teach caregivers how to prepare patients for death 


c. Teach caregivers how to use technology to prolong life 


d. None of these 
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5. The Uniform Determination of Death Act defines as a means of determining when death 
actually occurs. 


a. Cessation of breathing 


b. Brain death 


c. Blood pressure reading 


d. Cessation of ability to speak 


6. Coma is best defined as 


a. A deep sleep 


b. Severe mental impairment 


c. Deep stupor from which the person cannot be roused by external stimuli 


d. Cessation of all brain function 


7. Persons said to be in a persistent vegetative state 


a. Canno t breathe on their own 


b . Can be aroused by external stimuli 


c. Have severe brain damage 


d. Are in a deep coma 


8. Technically, death results from 


a. Loss of oxygen 


b . Circulatory system collapse 


c. Coma 


d. None of these 


9. Before pronouncing a nonresponsive and unconscious patient dead, physicians may perform certain 
tests. Which of the following is not a condition denoting death has occurred? 


a. Cannot breathe without assistance 


b. Cannot stand unaided 


c. Has no coughing or gagging reflex 


d . Pupils' lack of response to light 


10. Recent reports indicate a decline in the number of nonmandatory autopsies performed in hospitals. 
Which of the following is a probable reason for the decline? 


a. Fewer patients are dying . 


b . Family members of deceased patients are often reluctant to give permission for an autopsy. 


c. No one wants to perform them. 


d. The law does not allow hospitals to perform autopsies. 


11. Recent reports also indicate a continuing decline in the number of all autopsies performed in the United 
States. Of what value is a nonmandatory autopsy performed after a hospital patient dies? 


a. Helps determine cause of death 


b. Helps advance medical knowledge about disease 


c. Helps reassure family members of the deceased that everything possible had been done for their 
loved one 


d. All of these 
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LO 12.3 


12. Care provided to relieve pain and make a patient's last days as comfortable as possible is referred to as 


a. ICU care 


b. Palliative care 


c. Curative care 


d. Hospital care 


13. The Greek term for "good death" is 


a. Palliative 


b . Thanatology 


c. Euthanasia 


d. DNR 


14. If one has six months or less to live, he or she is said to be 


a. Under palliative care 


b. Eligible for curative care 


c. Terminally ill 


d . Not eligible for hospice care 


LO 12.4 


15. The right to die movement is largely responsible for educating people about 


a . Advance directives 


b. Hospice care 


c. Palliative and curative care 


d. Wills 


16. A document serving to appoint an individual, chosen by the patient, to represent the patient's interests 
is a(n) 


a. Advance directive 


b . Living will 


c. Durable power of attorney 


d. Guardian ad litem 


17. An authorization in advance to withdraw artificial life support is 


a . Assault 


b. Battery 


c. An advance directive 


d . Uniform Anatomical Gift 


18. Landmark events in the right to die movement include 


a. The Karen Ann Quinlan case 


b. The Nancy Cruzan case 


c. The Terry Schiavo case 


d . All of these 
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19. Which of the following is not true of the Uniform Rights of the Terminally Ill Act? 


a. Recommended by the National Conference of Commissioners on Uniform State Laws 


b. Intended to guide state legislatures in constructing laws to address advance directives 


c. Was repealed in 1994 


d. None of these 


20. The Uniform Anatomical Gift Act does not include the provision(s) that 


a . Persons 18 and older and of sound mind may donate organs and tissues for transplantation. 


b. Donations made through a will are not to be held up in probate. 


c. Organs are not accepted from patients over 60 years of age. 


d. Except in autopsies, the donor's rights override the rights of others. 


21. The Patient Self-Determination Act does not provide for 


a. Documenting the existence of an advance directive in the patient's medical record 


b . Nondiscrimination regarding whether or not a patient has an advance directive 


c. Compliance with state laws respecting advance directives 


d. Legal prosecution of health care practitioners who influence a patient's decision in preparing an 
advance directive 


22. Physician-assisted suicide is legal 


a. In all 50 states 


b. Presently, only in 4 states 


c. Only when the patient agrees to be euthanized 


d. Never 


23. A form of advance directive that allows hospital patients to tell health care practitioners not to revive 
them if breathing stops is called a 


a. Durable power of attorney 


b. Will 


c. Do-not-resuscitate order (DNR) 


d . Summons 


LO 12.5 


24. Which legislation paved the way for organ transplantation in the United States? 


a. Patient Self-Determination Act 


b. Uniform Rights of the Terminally Ill Act 


c. Uniform Anatomical Gift Act 


d. Death with Dignity Acts 


25 . Which legislation established organ procurement and transplantation networks in the United States? 


a. Uniform Rights of the Terminally Ill Act 


b. Death with Dignity Acts 


c. DNRorder 


d. National Organ Transplant Act 
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26. Which of the following is true of organ transplants? 


a. Organ donors or their families must pay if a transplant occurs. 


b. Only individuals under the age of 55 can serve as organ or tissue donors. 


c. Prospective donors should inform family members of their wishes. 


d. Only family members can donate certain organs for transplantation. 


LO 12.6 


27. Which of the following best describes grief? 


a. An emotion one feels when loss has occurred 


b. The wish to die 


c. An emotion that should be denied 


d. None of these 


28. Dr. Elisabeth Kubler-Ross's five stages of coping with a death or with a terminal illness do not include 
which of the following? 


a. Acceptance 


b. Bargaining 


c. Depression 


d. All of these are included 


29. Which of the following is not true of the stages of grief? 


a. All grieving people progress through the stages in order. 


b. Grieving people may not experience one or more of the stages of grief. 


c. A person may experience the second stage of grief b efore the first, or the third stage before the 
second. 


d. A person may go back and forth among the stages until resolution is accomplished. 


30. Which of the following behaviors is probably most helpful to a dying person? 


a. Ignoring the fact that the person is d ying 


b. Avoiding any discussion of future events 


c. Giving the person your attention and listening well 


d. Telling jokes 


Case Studies 


Use your critical thinking skills to answer the questions that follow each case study. 


LO 12.3 


31. You are the health care practitioner assigned to speak with a deceased patient's family about permission 
to do an autopsy, and you find yourself feeling reluctant to do so. What reasons can you think of that 
might make one feel reluctant in such a situation? 
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32. How might you phrase a request to surviving family members to allow their deceased loved one's 
organs/tissues to be donated? 


LO 12.3 


You are a member of a hospital resource allocation committee that must decide which three out of seven criti-
cal patients will receive immediate live-saving surgery. The hospital has resources to save just three of the 
seven, but without surgery, all seven patients will die. The situation is further complicated by the fact that a 
blizzard is raging outside, and none of the patients can be transferred to another hospital. All seven are too 
critically ill to be moved by snowmobile. 


33. Working alone or in a group, decide what criteria will be used to make the decisions (consider age, 
social standing, benefit to society, lifestyle, degree of physical deterioration, etc.). 


34. Obtain a list of the seven patients from your instructor, and choose three patients to receive immediate 
life-saving surgery. Write your decisions, and/or discuss the rationale for your choices with the class. 


Internet Activities LO 12.4 and LO 12.6 


Complete the activities and answer the questions that follow. 


35. Visit the Web site for Caring Connections at www.caringinfo.org. Download a living will and a health 
care power of attorney form, and compare the forms with those of a classmate from another state. 
Overall, how do the forms from another state differ from those for your state? 


36. Visit the Hospice Patients Alliance at www.hospicepatients.org/hospic4.html. List three 
recommendations offered at the site for choosing the right hospice for a dying family member. 


37. Visit the Web site for Healing Resources at www.webhealing.com. List three grief links found at the site 
that might help the bereaved. Why might these resources prove helpful? 


Resources 


"Before I Die"-WNET, New York: www.wnet.org/bid/sb-medschool.html. 


Donate the Gift of Life-U.S. Department of Health and Human Services: www.organdonor.gov/index 
.html. 
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Intervention and end-of-life care in ICU: www.medscape.com/viewarticle/728356. 


Konigsberg, Ruth Davis. The Truth about Grief New York: Simon & Schuster, 2011. 


Konigsberg's book synopsized in Time, January 24,2011, pp. 42-46. 


Kubler-Ross, Elisabeth. On Death and Dying. New York: Scribner, 1969. 


Medscape 2010 Physician Ethics Study: www.medscape.com/features/slideshow/public/ethical-dilemmas. 


National organ transplant data: http://optn.transplant.hrsa.gov/latestData/step2.asp 


Rafinski, Karen. "Easing Pain: Palliative Care Is Not What You Think." AARP Bulletin (June 2011), p. 14. 


States with laws preventing/accepting assisted suicide: www.euthanasia.com/bystate.html. 


Study on end-of-life care-physicians' religion: http:l/religion.blogs.cnn.com/2010/08/26/study-doctors 
-religious-beliefs-affect-end-of-life-care/. 


Telephone interview November 10, 2007, with Don Lundy, EMS director for Charleston County, South 
Carolina. 


Ternes, Roberta. Solace: Finding Your Way through Grief and Learning to Live Again. New York: Amacon 
Books, 2009. 


U.S. Supreme Court upholds Oregon's right to die law: http://abcnews.go.com/Politics/SupremeCourt/ 
story?id=1514546. 


Washington's assisted -suicide law: www.nytimes.com/2010/03/05/us/OSsuicide.html. 


Worden, W. Grief Counseling and Grief Therapy. New York: Springer, 1982. 
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