
CHANGE OF SHIFT

“Old”
Leana S. Wen, MD, MSc

From the Harvard Affiliated Emergency Medicine Residency, Brigham and Women’s Hospital–Massachusetts General Hospital, Boston, MA.

0196-0644/$-see front matter
Copyright © 2011 by the American College of Emergency Physicians.
doi:10.1016/j.annemergmed.2010.12.013
w
m
p
a
g

m
a

t
n

h
h
e
u
m
I
s
a
f
b
h
h

r
l
a
o
s
e
s
n
N
R

h
h
l

n

[Ann Emerg Med. 2011;58:305-306.]

“Wanna take a sick ambulance patient?” Two nurses are
getting a room ready as I walk past them at the start of my shift.
I nod: it’s the job of the PGY-2 to take critical patients. “EMS
just called. Old man, dementia, CHF, coming from nursing
home with shortness of breath,” one of them said. “Don’t sweat
it,” the other told me, rolling her eyes. “He’s DNR/DNI. Sorry
hon, no tube for you.”

I get my airway equipment ready, just in case. Soon, the
paramedics arrive with a very old, very thin man who is
breathing rapidly with his eyes squeezed shut and his fists across
his chest, tightly clenched. “This is Al,” they tell us. “He’s old.
Eighties, we think. Advanced dementia, baseline mental status
A&OX1, has CHF. Staff at the nursing home said his breathing
got worse this afternoon. Room air sat 60%, highest we got on
nonrebreather (NRB) was 70s. Here’s his DNR/DNI
paperwork.”

As the nurse and tech hook him to the monitors, I do a
quick exam. His eyes open and he tells me that he’s out of
breath. “Help . . . me . . . breathe,” he says. His eyes close. He’s
markedly tachypneic. He has rales up both lungs. I touch his
hands—he has such wrinkled, paper-thin skin. The fingers
open—I see that his fists were clenched around a strand of
rosary beads.

72% on NRB. “We’re going to try to help your
breathing,” I tell him. His blood pressure is on the low side,
90/54. “Let’s try some Lasix and start bipap,” I tell the nurse.
She shrugs and continues to do her charting. “Let’s call
respiratory,” I say, more urgency in my voice. “Maybe we
can drive out some of the fluid in his lungs.” She saunters
out of the room, shaking her head. “You eager residents.
There’s no hurry. The dude is old and we’re not really doing
anything.”

75% on NRB. I call the nursing home. A man with a
thick Jamaican accent identifies himself as the nurse who
sent him. “Yeah, mon, we know him. We all call him Al.
He’s old. He don’t eat or do nothin’. He got bad heart
failure, mon. We sent him to you guys like this many, many
times before.” I try to get more information and he cuts me
off. He gives me the number for Al’s niece, who is his health
care proxy.

85% on bipap. I reach his niece, Mary. She confirms that he

is definitely DNR/DNI. He doesn’t want to live, she says. His a
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ife died; his children died; he hasn’t gotten out of bed for
onths; he refuses to eat. I tell her that we put him on a

ressure mask to help him breathe. “No, take it off.” She is
damant. She is on the way and she is expecting to say
oodbye.

75% on NRB. I give him Lasix and a small dose of
orphine. His breathing is less labored. Mary and her daughter

rrive.
69% on NRB. I ask them what we can do for him, and for

hem. Just make him comfortable, they say. Just make sure he’s
ot suffering.

67% on NRB. I look through his medical records. He has
ad dozens of admissions during the last 10 years. “Nursing
ome resident” and “dementia” are written prominently in
very note. The patient summary area where inpatient teams
sually write a few sentences summarizing the patient’s
edical history contains only 2 terms: OLD and DNR/DNI.
look through the discharge summaries, desperate to find

omething else about this patient. I find reams of lab results
nd scores of EKGs. There are consult notes and reports
rom CTs, MRIs, echos, colonoscopies, and even the odd
iopsy. But not a hint as to who he is, where he’s from, what
e’s about. Nothing for us to humanize his life—and soon,
is death.

60% on NRB. Finally, I read a note written by his now-
etired PCP. I learn that “Al” is short for both his first and
ast name: Alfred Alfano. Al is an immigrant from Sicily,
nd he made a life for his wife and their 3 children by
wning a hat and shoe repair shop. He decided to go back to
chool after his kids had grown up, and got a degree in
ngineering and then worked for the city of Boston’s transit
ystem for many years. After he retired, before he came to the
ursing home, he volunteered to teach adult literacy at a
orth End community center. He’s highly religious, a
oman Catholic.

57% on NRB. His niece and her daughter are holding Al’s
and. Tell me about Al, I say, pulling up a chair. It sounds like
e’s had quite an interesting life. Yes, they say, their eyes

ighting up. Let us tell you about Uncle Al.
48% on NRB. I leave the room. “How’s the old man?” 2

urses ask. Dying, I tell them. They nod. They’re not surprised.
23% on NRB. The monitor shows a 20-second period of
pnea. “Please call a priest,” I ask the secretary. She’s
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surprised. “Why, for that old man in there?” Yes, I say, for
the Last Rites.

Flat line. No respiration. No heartbeats. “Has the old
man died?” they ask. I nod. I enter the room. Mary and her
daughter already know. They are crying silently. They leave
the room for me to pronounce him. I listen dutifully for
breath sounds and feel in vain for a pulse. Nothing. Time of
death: 7:36 PM. Thirty-six minutes after he arrived in

our ED.

H
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I close my hands around his and put the rosary beads in his
alms. “Goodbye, Mr. Alfano,” I whisper. “May God be with
ou.”
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