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ABSTRACT

This study purposed to discover the process of death acceptance in Thai
Buddhist older persons with advanced chronic organ failure. Grounded theory was
used as a method of the study. Sixteen Thai Buddhist older persons with advanced
chronic organ failure in out-patients in the South of Thailand were the participants.
Inclusion criteria included 1) Aged more than 60 years old and belief in Buddhism
religion; 2) Diagnosed with advanced chronic organ failure such as congestive
heart failure functional class III/IV, end stage of renal disease, and chronic
obstructive pulmonary disease and readmitted to the hospital more than three times
per year due to exacerbation; 3) Have normal levels of consciousness and not
taking anxiety and depression medications; 4) Ready to talk about death by
showing positive emotions when hearing about death and confirmed the accepting
of own death. Data were analyzed and systematized using Strauss and Corbin’s
approach. Trustworthiness of the study was established following Lincoln and
Guba’s criteria.

This study discovered that the process of death acceptance in Thai Buddhist

older persons with advanced chronic organ failure consisted of four stages: 1)



viil

Negotiating of their own death, included 3 sub-categories; recognizing their own
death but not ready to die; taking actions to maintain health; hoping for longer life.;
2) Neutralizing fear of death, consisted of 3 sub-categories; realizing that death is
inevitable, tamjai: reflecting their own death, and accept the truth of life and death.;
3) Affirming their impending death, consisted of 3 sub-categories of mobilizing
Buddhist faith, engaging in religious practices, and accepting their own death.; and 4)
transcending of death acceptance, consisted of 3 sub-categories: having mindfulness
and being in a peace of mind, preparing a peaceful death, and living-well and dying-
well.

The findings of this study showed the relationship components of the
conditions, actions, and the consequences of death acceptance. Healthcare providers
can implicate the process of death acceptance to develop a program to enhance death
acceptance based on Buddha’s teaching to promoting a peaceful death for patients
especially in the older persons with advanced chronic organ failure. Future study
should be a testing of this process or model of death acceptance to develop a formal

theory.
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CHAPTER 1

INTRODUCTION

Background and Significance of the problem

Improving the medical care and successful promotion and prevention has
resulted in a vast increase in the life expectancy of the population in the previous
years. Nowadays, the percentage of elder people aged 60 years or over has increased
from 9.2 percent in 1990 to 11.7 percent in 2013 and will continue to grow as a
proportion of the world population, reaching 21.1 percent by 2050. Increasing longer
life expectancy in the older persons is associated with the prevalence of an increasing
rate of chronic illnesses as the major cause of disability and most common cause of
death worldwide (United Nations, 2013). In Thailand, it is stated that the number of
older persons over 60 years old has been increasing every year (Bureau of Heath
Policy and Strategy, 2014). In the next twenty years Thailand is expected to be
engaging in an aged society (Office of the National Economic and Social
Development Board, 2015). It is interesting to note that heart diseases, chronic lung
diseases, and renal disease not only are the top ten major causes of chronic illnesses
but also are the cause of death in the Thai older populations (Bureau of Heath Policy
and Strategy, 2014).

Murray, Kendall, Boyd, and Sheikh (2005) mentioned that congestive heart
failure (CHF), chronic renal failure (CRF), and chronic obstructive diseases (COPD)

are grouped in chronic organ failure trajectory. The characteristic of patients in this



trajectory usually remain uncertain from fluctuations of the disease for many months
or years and they will confront occasional acute, often severe phases, and
exacerbation that can lead to death at any time than other trajectories (Cortis &
Williams, 2007; Leary, Murphy, Loughlin, Tiernan, & McDonald, 2009). Trajectory
illness and trajectory phases in patients will be different in terms of the physical and
psychological problems, conditions, and goal of care. Significantly, changes in the
trajectory phase of illnesses relate to changes in both the perception of death and the
death acceptance in the older persons with chronic organ failure (Corbin & Strauss,
1991; Murtagh, Murphy, & Sheerin, 2008). After the older persons had been
diagnosed with advanced chronic organ failure the majority of patients had initial an
emotional response such as shocked and uncertainty from their disease (Schell, Patel,
Steinhauser, Ammarell, & Tulsky, 2012). Throughout the treatment processes the
elderly with chronic organ failure have to confront active treatments, and co-
morbidities, these can lead them to psychological burdens (Douglas, 2014) such as
anxiety, depression, and a poorer quality of life than that of cancer trajectory (Leary et
al., 2009), and physical burdens (Janssen, Spruit, Wouter, & Schols, 2008; Howlett,
2011). The experience of a high symptom burden in both mental and physical will
impact negatively with their spiritual well-being and quality of life (Davison &
Jhangri, 2010; Douglas, 2014; Strada, Homel, Tennstedt, Billings, & Portenoy, 2013).
Patients had a fear of dying as the cause of stress (Yodchai, Dunning, Hutchison,
Oumtanee, & Savage, 2011). In addition, the influence on their overall quality of life
led many older persons to consider suicide (Molzahn, Sheilds, Bruce, Stajduhar,
Makaroff, Beuthin, & Shermak, 2012). Characteristic of thoughts on death in this

phase are looked on as a relief from the symptom distress in older persons (Stromberg



& Jaarma, 2008; Yodchai, et al., 2011; Molzahn et al., 2012). Moreover, the transition
from advanced chronic organ failure and a worsening condition of their disease to end
of life stage in these patients can be a confusing and traumatic time not only in the
older persons but also on their caregivers (Seymour, Kumar, & Froggatt, 2010; Grant,
Cavanagh, & Yorke, 2012).

Furthermore, when elderly patients have been withdrawn from treatment due
to the progression of their condition, to symptoms gradually getting worse, and to the
progressive deterioration of their bodies, these patients had confronted the different
thoughts on death and dying (Axelsson, Randers, Hagelin, Jacobson, & Klang, 2012;
John & Thomas, 2013; Nguyen, Chamber-Evans, Joubert, Drouin, & Ouellet, 2013;
Stajduhar & Makaroff, 2012). Molzahn et al. (2012) conducted a study focused on
perceptions regarding death and dying of individuals with chronic kidney disease,
they found that there were older persons both living with the fear of dying and
accepting death as a very real consequence of renal failure. In addition, when the
elderly with heart failure had advanced stages of the disease, they thought about death
fearfully, death as a relief from symptoms, and death as a natural part of life
(Strombege & Jaarsma, 2008). In addition, some older persons had been aware that
his/her death is near and courage to accept their own death (Axelsson et al., 2012;
Nguyen et al., 2013).

A current study found that some older persons would like to be informed of
their prognosis and to discuss death and dying whenever patients’ illnesses became
life threatening. However, some older persons with advanced chronic organ failure
were alone with their thoughts on death because they had been difficult to talk about

death with their families and healthcare providers (Axelson et al., 2012). Similarity,



Thai older persons wound like to discuss their living will and decision to treat in their
end of life by themselves (Sriyodchat & Hutterat, 2014). Thai elderly was reported
that they need to be well prepared for their death because they wish to die with dignity
and die in peace (Rodpal, Kespichayawattana, & Wisesrith, 2007). There are also
reported decisions by family members and doctors that may not be related to the
wishes of older persons (Chatkeaw, 2013; Suwanil, 2012). Although, in Thailand
there is an implication of policies related to the right to die at the end of life in the
Thai National Health Act legislation in B. E. 2007. Section 12 of the Act for decrease
the suffering in Thai patients (The National Health Commission Office, 2007), Thai
older persons are treated by life sustaining treatment because they are close to be out
of knowing their diagnosis (Tongprateep, 2014). Furthermore, a literature published
both in Europe and in Asia about palliative care for the elderly, have founded that
palliative care was provided for only in the older persons with advanced stages of
cancer (Cheng, Lo, & Woo, 2010; Matsui, 2010). Most of palliative care interventions
had been highlighted both physical and emotional burden (Tamura & Cohen, 2010).
There are also few studies that had related with the meaning and factor of death
acceptance but it was not specific to the older persons with advanced chronic organ
failure (Upasen & Thanasilp, 2018; Krapo, Thanasilp, & Chimluang 2018).
Moreover, it has been reported that late referral palliative care is not beneficial for
older persons because those older persons cannot discuss an advance directive care
plan, there are limits in providing comfortable care (Auer, 2008), an inadequacy to
alter the quality of their life (Harris et al., 2011), and an increase in the cost of
treatment due to the failure to treat (Colla, Morden, Skinner, Hoverman, & Meara,

2012).



Death acceptance is an important factor contributing to communication about
older person’s wishes and death between healthcare providers and older persons
(Axelson et al., 2012), and it facilitates psychological preparedness, and a peaceful
death in the dying stage (Lokker, Carin, & Heide, 2012; Zimmerman, 2012).
Moreover, there are reports that death acceptance is an important factor to starting
point for the discussion, an advance directive care plan in older persons with chronic
organ failure (Nguyen et al., 2013). It can be decreased being alone with existential on
death in older persons from difficult to talk about death with their families and
healthcare providers (Axelson et al., 2012). In addition, at least two studies reported
that patients who lived with the denial of death or the fear of death were a major
barrier in the discussion of an advanced care plan (Curtis, 2008; Glass & Nahapetyan,
2008). The death acceptance is imminent and will increase awareness and prepare
them for dying in the end of life stage, led to a readiness for death (Lokker et al.,
2012; McLeod-Sordjan, 2013), contribute to dying according to the patients wish
(Detering, Hancock, Reade, & Silvester, 2010; Pautex & Zulian, 2011), and enhance
dying with dignity and autonomy (McLeod-Sordjan, 2013; Zimmerman, 2012). In
addition, another report said that the older persons who could accept that their death is
imminent would prepare them for their death (Taniwattananon, Isaramalai, & Naka,
2015).

However, accepting death mostly depends on cultural and religious beliefs
(Conner et al., 2010; Wong, Recker, & Gresser, 1988). In Thailand, 93.5% of
population is Buddhist (National Statistical Office, 2018), so thoughts on death in
Thai society in general are based on the Buddhist doctrine. Buddhist beliefs have

positive effects in death acceptance in Thai older persons (Krapo et al., 2018).



Buddhist philosophy views birth, ageing, sickness, and death as both the reality of
nature life and impermanence of life (Dhammananda, 1987; Payutto, 1995). All
patients need to confront the experience of death because death is certain for everyone
and an integral part of life. Buddhist principles can lead older persons to gain an
understanding of the nature of life, of non-attachment or a peaceful mind, acceptance
of death, and a peaceful death in the dying stage (Kongsuwan, Keller, Touhy, &
Schoenhofer, 2010; Somanusorn, 2009). In addition, families usually tie their
anticipated grief into their belief of karma and they are aware of the impermanence of
life (Nilmanat & Street, 2007). Thai older persons who understand that death is a
natural part of life usually do not want to follow aggressive treatment, and want to
plan an advanced directive by themselves (Sriyodchat & Hutterat, 2014). Thai older
persons will prepare for their death by reading the religious books related to their
beliefs to prepare their mind to accept their death and that death is imminent and it is
not uncertain (Rodpal et al., 2007). Moreover, Thai Buddhist older persons who
decided to forgo life sustaining treatment decided this because they believed that
birth, aging, pain, and dying are a normal part of life. It is useless to prolong life, and
they needed peaceful death (Rukchart, Chawalit, Suttharungsee, & Parker, 2014).
Similarly, in a study with older Singaporeans who perceived that Buddhism is an
important component to advocate for understanding the natural death, being
spiritually prepared for death, and helped them to denial to be on life support at the
end of their life (Malhotra, Chan, Kyung, Malhotra, & Goh, 2012). Although, the
situations of death can lead to suffering for all humans, suffering from a death
sentence can be realised by following the Buddhist principle to consider that death is a

natural part of life (Masel, Schur, & Watzke, 2012). Significantly, all of the studies



did not explore the process how older persons went onto accepting their death through
Buddhist ways both in older persons with cancer and anvanced chronic organ failure.
This study used grounded theory to describe the process of the death
acceptance in Thai Buddhist older persons with advanced chronic organ failure.
Symbolic interactionism was underpinning the method of grounded theory to
understand the patient’s exhibition of some specific behaviors and interaction with
other persons. Discovering the death acceptance process have various use for the
older persons with advanced chronic organ failure such as to prepare them for dying
in the end of life stage, contribute to dying according to the patients wish, enhance
dying with dignity and autonomy, and to die in peace. In addition, death acceptance
process has result in enhance the confidence of health care provider to communicate
about death with older persons and their families. In addition, knowing the death
acceptance process will contribute to the health care palliative policy in Thailand in
part of movement advanced directive care plan and enhance peaceful death in older

persons.

Objective of the Research
To describe the process of death acceptance among Thai Buddhist older

persons with advanced chronic organ failure.

Research Questions
The main research question in this study was how was the process of death
acceptance experienced by Thai Buddhist older persons with advanced chronic organ

failure.



Framework of the study
The framework of this study was based on Buddhist philosophy related to

death acceptance as following details;

Buddhist philosophy

Buddhism highlights that the human being will not suffer if humans can
understand the nature of the reality of life and death. Understand about the truth of
human life which can decrease the illusion of a permanent self, and the attachment to
any mental or material state in a person (Dhammnanda, 1987). Understanding about
the reality of human life consists of the four noble truths, the law of kamma or Karma,
the nature of existence or tri-lukkhana, and the five aggregates of life (Dhammananda,
1987; Payutto, 1995).

The four noble truths are the core essence to emphasize the true nature of life
in Buddhism. The suffering (Duhkha); the suffering will be occurred throughout 1.1)
corporeality (rupa-dhamma) consist of body and behavior of the body, 1.2) feeling
and sensation (vedana), 1.3) perception (sanna) such as emotion or mood, 1.4) mental
formations (sankhara) are psychological compositions that the mind making is good,
bad, and neutral, and 5) consciousness (vinnana) is being aware of sensation via the
six senses such as seeing, hearing, smelling, tasting, physical touching, and mental
touching. The five aggregates are the sensation of the human body and are the
essential elements of life (Payutto, 1995) or we can call being (satta). Whenever, the
five aggregates have the objects of attachment, human beings will have dukkha or
suffering. The cause of suffering (Samudaya) can begin from ignorance, anger, and

attachment. There are eight kinds of causes of suffering common to all human life or



human beings such as birth, aging, illness, death, separation from love ones, being
with people we dislike, desiring things we cannot have, and mental irritation
(Dhammananda, 1987; Payutto, 1995). The cessation of suffering (Nirodha: Nirvana)
is eliminating the root of suffering by non-attachment or to understand and realize the
truth of life, and it a state of being free from all delusions, defilements, and suffering.
The path for the cessation of suffering (Marga); the noble eightfold path is the ways
to achieving freedom from suffering based on three elements cover 4.1) morality
(shila) consists of right speech, right action, and right livelihood, 4.2) concentration
(Samadhi) or meditation consists of right effort, right mindfulness, and right
concentration, and 4.3) wisdom (panna) consists of right view or right understanding,
and right thought or right aspiration (Dhammnanda, 1987; Masel et al., 2012).

In addition, Buddhism states that human being is related to Kamma. Buddhism
believes that everything is a result of acts in previous lives. Kamma refers to acting or
doing and if whoever is acting in a good way, the consequence will result in a good
outcome. In addition, in the language of science belief says that kamma is the law of
cause and effect. Kamma is the result of our action as one of the factors which is
responsible for the success and the failure of our life and next life (Dhammananda,
1987). Moreover, Buddhists’ views about life after death are that the state of mind at
the time of dying can allow patients to go on to have a good rebirth (Khadro, 2013;
Willkins, Mailoo, & Kularate, 2010). At the time of death, the mind must be alert so
as to allow humans to be continuously reborn (Chan, Poon, & Hegney, 2011).

For Nature of existence, nature of existence is born from the integration of
many elements and all things exist in a constant flow or flux. The Buddha has

explained the three characteristic of existence as the universal characteristic of all
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things and consists of 1) aniccata means impermanence, instability, and uncertainty.
All things can occur and can extinguish 2) dukkhata is a state of suffering, the cause
of dukkha for the persons are to desire things with attachment, 3) anatta means all
phenomena are not the self, no real essence (anatta) (Payutto, 1995). Death is viewed
as the impermanence of life, which is undeniable, inescapable, unavoidable, and a
natural part of life. Teaching about impermanence of life is important in Buddhist
Philosophy (Chan et al., 2011; Masel et al., 2012; Shubha, 2007). All humans will
certainly die because death is a natural part of existence but the time of death is not
certain (Khadro, 2013; Willkins, Mailoo, & Kularate, 2010).

Preparation of death by Buddhist practice is a central feature in Buddhism
because it is an important factor for understanding physical, perception, and metal
phenomena leading to a peaceful mind and alertness in the dying state (Chan et al.,
2011). Thai older persons who have perception and understanding related to
Buddhism will easily accept death in regards to both their own death and their loved
one’s death. From the literature review, it was found that the teachings of the four
noble truths lead patients to have an understanding of what the true problems that
people face are, and then, to be in the present, to always be aware and conscious of
death, as no one can live forever (Chiaranai, 2014). Patients with advanced cancer
perceived that Buddhism could help them to understand the reality around them and
transcend the stresses and suffering in their life (Miccinesi, Bianchi, Brunelli, &
Borreani, 2012). In addition, understanding the natural existence can influence both
the death acceptance and decisions in the end of life in patients with chronic illnesses.
Thai Buddhists with chronic illnesses who make the decision to forgo life sustaining

treatment when their illnesses are diagnosed to be terminal find that the Buddhist
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teachings can emphasize for them an understanding that death is a natural part of life,
and prolonging death is impossible (Manasurakarn et al., 2008; Rukchart et al., 2014).

The majority of patients had expressed the Buddhist way by depending on
their religious beliefs to confront their illnesses and their death. Buddhism has vital
factors for decision making in daily life in the patients with chronic illnesses such as
making merit or Thum-boon, going to the temple, following the middle path, offering
food to the monks, praying, following sila and good moral conduct and practicing
meditation (Manasurakarn et al., 2008). Meditation practice can enhance the
balancing agent of the body and mind, promote self-healing, and help patients to
develop the wisdom to understand the reality of life in cancer patients (Baehr, 2009;
Sungsing, Hatthakit, & Aphichato, 2007). Thai Buddhist patients perceived that
religious practice can release distressing symptoms and calm the mind, release stress,
and help in managing body control (Supoken, Chaisrisawatsuk, & Chumworathayi,
2009; Temtap & Nilmanat, 2011).

From the application of Buddhist beliefs in nursing practice such as
performing good acts and thoughts (Kongsuwan & Locsin, 2009), caring with merit,
caring based on the belief of kamma, being caring for Sati or consciousness, and being
spiritual and faithful in the Dharma for patients in the end of life stage can enhance
those patients to non-attachment, to find peace of mind, feel that they are going to go
to a good place, and have a peaceful death (Kongsuwan & Locsin, 2009; Somanusorn,
2015). Moreover, the application of Buddhist religion through religious activities
made them feel more peaceful and they came to accept the truth that death is universal
(Kwankhao & Boonmongkol, 2013). Although Thai patients with end stage renal

failure had depression, stress, and suicidal thoughts as dominant psychological
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problems between the hemodialysis processes, Buddhist beliefs helped them to
understand the value of life and to reflect that suicide is not the right path in their life
(Yodchai et al., 2011). Accepting death as the life process of a patient’s life can be a
useful time for learning and gaining insight into the true nature surrounding us.
Importantly, accepting death will enable us to be free from suffering, have a peaceful

state of mind, and go onto have good rebirths (Dhammananda, 1987; Payutto, 1995).

Definition of Key Terms

Older persons with advanced chronic organ failure

Older persons with advanced chronic organ failure refers to the patients aged
more than 60 years old and have been diagnosed with in an advanced stage of illness
and they had confronted with their near death experienced. These older persons have
lived with long term limitations with intermittent bouts of serious illnesses that consist
of congestive heart failure (CHF) stage III-1V, chronic renal disease (CRF) stage V or
end stage of disease (ESRD), and chronic obstructive pulmonary disease (COPD) and
who need to be readmitted to hospital more than three time per year from

exacerbations.

Life journey to death acceptance

Life journey to death acceptance refers to the ongoing process of death
acceptance among Thai Buddhist older persons with advanced chronic organ failure.
The process covered the domains of conditions to enhance accepting their death,

strategies to confront with their impending death until they can overcome to death
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acceptance and the consequences after among Thai Buddhist older persons with

advanced chronic organ could accept their death.

Significance of the Study

Understanding the process of death acceptance in Thai Buddhist older persons
with advanced chronic organ failure will contribute to both new knowledge
development in nursing, and to the provision of high quality end of life care in the
elderly with advanced chronic illnesses.

New knowledge from this study can fill the gap of knowledge in the empirical
science of nursing. Although there have been reports of Buddhist teachings/Buddhist
beliefs positively relating to death acceptance among Thai patients, most of the
reports have not demonstrated the process of death acceptance through Buddhism.
This result can extend the knowledge base to the group of patients with advanced
chronic organ failure because the past of studies were mostly reported in cancer
patients. Moreover, the process of the death acceptance in the context of Thai
Buddhist older persons with advanced chronic organ failure can show the relationship
of the conditions, actions, and consequences of the death acceptance. Therefore, the
results of this study can be knowledge based to test the hypothesis in future research
and develop a formal theory of death acceptance.

Moreover, the result will be useful for healthcare providers to develop
palliative care programs to enhance death acceptance for both older persons and their
families based on Buddhist practices to decrease feelings of uncertainty and suffering,
to increase well-being or quality of life, and to allow the patient to have a peaceful

death in the end of life stage. In addition, the study can promote a peaceful death for
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older persons because being able to accept their impending death will result in both
preparing for their death and managing final arrangements. Having the chance to
discuss advanced directive care plans can result in reduced grief and the feeling of
loss in families because death acceptance encourages patients and their families to
plan for death preferences in regards to management of care.

For the provision of high quality end of life care, the results can be the ideas
for nurses by using the attributes of accepting death to assess the competency of death
acceptance in patients before starting any discussion about a patient’s death and
his/her wishes at the end of his/her life. The usefulness of the study will promote the
success of living wills or the Patient Self Determination Act (PSDA). It can provide
an advanced care plan or living will for Thai older persons while they have the
capacity to do so. In addition, the result will be useful for extending the ethic principle
of respecting autonomy and dying with dignity because patients who accept their
death will die with their wishes fulfilled. Moreover, the conflicts in regards to the
preferences of others both from families and healthcare providers will be decreased
when older persons can die according to their wishes. Importantly, if older persons
accept their death this will result in decreases hospital costs for patients’ families and
the government insurance companies because older persons who had been preparing

for their death mostly select to forgo sustaining treatments in the end of life stage.
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CHAPTER 2

LITERATURE REVIEW

This chapter is presented in four main parts consisting of 1) older
persons with advanced chronic organ failure, 2) acceptance of death, 3) life and death
in Buddhists’ views, and 4) grounded theory.

1) Older persons with advanced chronic organ failure

1.1 Older persons with advanced chronic organ failure trajectory

1.2 Health impact in older persons with chronic organ failure trajectory

1.3 Care needed for older persons with advance chronic organ failure

2) Acceptance of Death

2.1 Significance of death acceptance

2.2 Attributes of death acceptance

2.3 Influencing factor of death acceptance

2.4 Consequences of death acceptance

3) Life and Death in Buddhists’ Views

3.1 Buddhists’ views on life

3.2 Buddhists’ views on death

3.3 Buddhist philosophy influencing the acceptance of death

4) Grounded Theory
4.1 Philosophical background of grounded theory
4.2 Ontology of grounded theory

4.3 Epistemology of grounded theory
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1. Older Persons with Advanced Chronic Organ Failure

1.1 Older persons with advanced chronic organ failure trajectory

Chronic organ failure trajectory consists of heart failure (CHF), chronic renal
failure (CRF) and chronic obstructive pulmonary disease (COPD), these are grouped
in long term intermittent serious illness trajectory. It was mentioned in two researches
that specific characteristics covering CHF, CRF, and COPD trajectory are usually
uncertain due to the fluctuations of the disease and other complications that may lead
to death at any time (Lunney, Lynn, Foley, Lipson, & Guralnik, 2003; Murray,
Kendall, Boyd, & Sheikh, 2005). Patients with organ failure need to cope with the
uncertainties of the diseases. Onset and progression of the illness may be gradual,
slowly eroding body functions, and often punctuated by crises from exacerbations of
the underlying disease or by some accompanying acute illness (Ballentine, 2018). In
addition, most of the older persons within the organ failure group usually differ from
cancer and motor neuron diseases group because in most cases, organ failure group
suffer from many complications, and severe limitation in activity until the final stage
of the illness including coping with treatments and acute relapse of disease (Murtagh,
Preston, & Higginson, 2004). Moreover, it was found that older persons in organ
failure group have more co-morbidities, emotional distress, anxiety and depression,
burdens, and poor quality of life than older persons with cancer (Leary et al., 2009).

The New York Heart Association (NYHA) older persons with CHF into four
classes: Class I, older persons in this class do not have limitations in physical
activities; Class II, older persons in this class have slight limitations in physical

activities. The older persons are comfortable at rest, but regular physical activity
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results in heart failure symptoms; Class III, older persons in this class have marked
limitations in physical activities. The older persons are comfortable at rest, but less
than usual activity causes symptoms of heart failure; and Class IV, older persons are
unable to carry on any physical activity without heart failure symptoms or have
symptoms when at rest (Inamdar & Inamdar, 2016). In class I and II, the older persons
have stable symptoms and can be managed by routine care. While class III and IV
involves a decline in the older persons’ condition. Despite having maximal treatment,
complications may still occur such as renal impairment, hypotension, persistent
edema, fatigue, and anorexia (Howlett, 2011; Jaarma, 2009).

For older persons with CRF, the disease can be separated into five stages
based on the degree of renal dysfunction, as measured by the estimated glomerular
filtration rate (eGFR) derived from creatinine serum using standard estimating
equations. The five stages ranges from G1 to G5: GI normal level eGFR > 90
mL/min/1.73 m2; G2 eGFR higher than 60-89 mL/min/1.73 m2; G3 is divided into
two G3a with eGFR 30-59 mL/min/1.73 m2 and G3b with eGFR level < 60
mL/min/1.73 m2 which is at a greater risk; G4 is severely decreased levels of eGFR
15-29 mL/min/1.73 m2; and G5 eGFR level < 15 mL/min/1.73 m2 which indicates
kidney failure (Fraser & Blakeman, 2016; Janssen et al., 2008). A patient with CRF
stage V (eGFR<15 ml/min) will have functional trajectories similar to the end stage of
cardiac and respiratory disease. Older persons with renal dysfunctions need urgent
dialysis for specific acute episodes from cardiovascular events, infective episodes, and
problems with fluid overload (Tumura & Cohen, 2010).

Meanwhile evaluating the severity of lung function in older persons with

COPD can be classified depending on various conditions. Firstly, post-bronchodilator
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forced expiratory volume in one second (FEV1)/ forced vital capacity (FVC) ratio that
can be classified in to four grades; GOLD 1: Mild symptoms in patients with a level
of FEV1 level >80%. GOLD 2, moderate symptoms in patients with FEV1 level
<80% to >50%, GOLD 3, severe symptoms in older persons with FEV1 level <50%
to >30%, and GOLD 4, older persons have very severe symptoms with FEV1 level
<30% predicted. (Escarrabill, Cataluna, Hernandez, & Servera, 2009; Viviers & Zyl-
Smit, 2015). Older persons in an advanced stage of disease have a vital capacity <
60%, and transfer factor < 40% and meets the criteria for long term oxygen therapy
(Pa0O,<7.3. The criteria include breathless at rest or on minimal exertion between
exacerbations, persistent severe symptoms despite optimal tolerated therapy,
symptomatic heart failure, and a body mass index <21 (Boyd & Murray, 2010), body
mass index less than 20 kg/m2 (Goodridge et al., 2009), oxygen dependent, and
increased emergency admissions, one or more hospital admissions in the previous
year from acute exacerbation (Curtis, 2008; Escarrabill et al., 2009). The
characteristics of advanced stages of three chronic organ failure diseases can summary

in table 1 as followed;

Table 1 The characteristics of advanced stages of three chronic organ failure

diseases

Diseases  Stage of Characteristics of older Mark
diseases persons

Congestive  Class | - does not cause limitations in physical - has stable

Heart activities symptoms

Failure Class 11 - causes slight limitations in physical

(CHF) activities
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Diseases  Stage of Characteristics of older Mark
diseases persons
- comfortable at rest, but regular
physical activity results in heart failure
symptoms
Class II. - causes certain limitations in physical  -includes renal
activities impairment,

- comfortable at rest, but less than hypotension,
usual activity causes symptoms of persistent
heart failure edema, fatigue,

Class IV - unable to perform any physical and anorexia.
activity without heart failure symptoms
- has symptoms when at rest.
Chronic Gl - has normal level of eGFR >90 - considered a
Renal mL/min/1.73 m2. low risk
Failure G2 - eGFR higher 60-89 mL/min/1.73 m2.
(CRF) G3 - G3a eGFR 30-59 mL/min/1.73 m2 - considered
and G3b eGFR < 60 mL/min/1.73 m2  greater risk.
G4 - eGFR 15-29 mL/min/1.73 m2. - considered
G5 - eGFR level < 15 mL/min/1.73 m2. high risk.
- needs urgent dialysis for specific
acute episodes from cardiovascular
events, infective episodes, and
problems with fluid overload
Chronic GOLD 1 - Has mild symptoms
Obstructive - FEV1 >80%
Pulmonary GOLD 2 - Moderate symptoms
Disease - FEV1 <80% to >50%
(COPD) GOLD 3 - Severe symptoms - Advanced
- FEV1 <50% to >30% stage of disease
GOLD 4 - Very severe symptoms with a vital
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Diseases  Stage of Characteristics of older Mark
diseases persons
- FEV1 <30% capacity < 60%.

- Meets the criteria for long term
oxygen therapy (Pa0,<7.3) or oxygen
dependent.

1.2 Health impact in older persons with chronic organ failure

Older persons who are diagnosed with advanced chronic organ failure
experience many problems in physical, psychosocial, and spiritual aspects. For the
physical aspect, from the experiences of the older persons who have been living with
congestive heart failure stage II-IV, many have suffered from several symptoms from
dyspnea or breathlessness, falls, anorexia, insomnia, edema, pain and fatigue (Cortis
& Williams, 2007; Howlett, 2011). In addition, from the study on the prevalence of
daily symptoms burden in the older persons with end stage of chronic organ failure
involving CHF, COPD, and CRF by Janssen et al. (2008), it was found that fatigue
was the most common symptom and dyspnea, insomnia, and pain are frequent
symptoms that are reported in all three diseases.

For the psychosocial aspect, older persons with end stage renal disease had
emotional burdens such as shock after knowing the seriousness of their diagnosis
(Douglas, 2014; Schell et al., 2012), and increased levels of uncertainty because they
did not know the progression of the disease (Schell et al., 2012). Nevertheless,
confronting the symptoms of burden and loss of independence in performing activities
daily life care leads to the psychosocial distress, both anxiety and depression, of the

older persons with chronic organ failure (Cortis & Williams, 2007; Howlett, 2011).
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Between treatment and dialysis, it was found that the older persons with advanced
chronic renal failure (CRF) stage IV-V needed to confront the burden from anxiety
and depression (Douglas, 2014). Increasing levels of disability and the progression of
the disease can involve both a decrease in the quality of life and an increase in the
level of anxiety and depression in older persons with COPD (Cutis, 2008).

Moreover, it has been reported that the older persons with chronic organ
failure having to cope with active treatment, and co-morbidities can lead these patient
to experience higher levels of psychological burdens such as anxiety, depression, and
a poorer quality of life than that of older persons with cancer (Leary et al., 2009). The
progression of the disease can also decrease the sense of self and spiritual well-being
of the older persons with congestive heart failure (Bekelman, Dy, Becker, Wittstein,
Hendricks, & Gottlieb, 2009). Symptoms of distress and physical impairment
negatively correlated with spiritual well-being and quality of life in older persons with
advanced CHF and COPD (Strada et al., 2013). The patient’s low level of quality of
life and severe or worsening disease symptoms will relate to the prevalence rate of
psychosocial distress such as depression and stress in caregivers (Grant, Cavanagh, &
Yorke, 2012).

It is interesting to note that both illness trajectories and trajectory phases in
older persons will be different in terms of the physical and psychological problems,
conditions, and goal of care (Corbin & Strauss, 1991; Murtagh, Murphy, & Sheerin,
2008). Corbin & Strauss (1991) classified the trajectories of chronic illnesses model
into eight stages: 1) pre-trajectory phase or prevention phase, occurs before any signs
and symptoms are present; 2) trajectory onset phase, occurs with the first onset of

signs and symptoms and includes the diagnostic period; 3) crisis phase or emergency


http://www.ncbi.nlm.nih.gov/pubmed?term=Bekelman%20DB%5BAuthor%5D&cauthor=true&cauthor_uid=17372795
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critical care, when a potentially life-threatening situation arises; 4) acute phase from
complications, follows the crisis phase and refers to the period when the patient's
symptoms can be controlled by a prescribed regimen; 5) stable phase, this phase starts
once symptoms are controlled by regimen; 6) unstable phase, when the patient's
symptoms are uncontrolled by the previously adopted regimen; 7) downward phase,
characterized by progressive deterioration in mental and physical status; and 8) dying
phase, refers to a period of weeks, days, or hours preceding death.

Changes in the trajectory phase of illnesses relate to changes in both the
perception of illnesses and the perception of death in older persons with chronic organ
failure (Corbin & Strauss, 1991). After having been diagnosed with advanced chronic
organ failure the majority of older persons had an emotional response such as shocked
by their diagnosis or after knowing the seriousness of their diagnosis (Schell et al.,
2012). Throughout the treatment processes, it has been found that older persons had
confronted with the uncertainty of their disease (Schell et al., 2012), suffered from
confronting both psychosocial (Douglas, 2014) and physical burdens (Janssen et al.,
2008; Howlett, 2011). The experience of a high symptom burden both mentally and
physically will impact on the patient’s quality of life (Davison & Jhangri, 2010).
Increasing uncertainty from the deterioration of their conditions were factors
contributing to these older persons having an awareness of their diagnosis. A patient
tries to find out more information which is important in managing the uncertainty of
the future (Warterworth & Jorgensen, 2010).

In an acute phase from complications, older persons talked more about
physical needs and practical problems in their daily lives and feeling isolated and

unsupported are spiritual distresses that concerned older persons. Older persons felt
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worthless and useless, nothing but a burden to others and many expressed a wish for
death (Murray, Kendall, Boyd, Worth, Benton, 2004). In symptoms controlled by
regimen, it was found that older persons had experience a high symptom burden,
impacting on their quality of life both mentally and physically (Davison & Jhangri,
2010; Douglas, 2014), and older persons had a fear of dying as the cause of stress
(Yodchai et al., 2011). In addition, the influence on their overall quality of life in
older persons led many older persons to consider suicide (Molzahn et al., 2012).
Characteristic of thoughts on death in this phase are looked on as a relief from the
symptom distress in older persons (Stromberg & Jaarma, 2008).

Moreover, both in the unstable phase and downward phase, when the patient's
symptoms are uncontrolled by the previously adopted regimen results in symptoms
gradually getting worse which leads to the progressive deterioration of the patient’s
body. Older persons with advanced chronic organ failure experience different
thoughts and responses on death (Axelsson et al., 2012; John & Thomas, 2013;
Nguyen et al., 2013; Cortis & Williams, 2007; Stajduhar & Makaroff, 2012) such as
perceiving that death will approach (Molzahn et al., 2012), and they had awareness of
the certainty of death (Buranaruch, 2013). Some older persons perceived that death
and dying is a real life moment situation for them (Axelson et al., 2012) and they will
prepare both for their death and final arrangements (Stajaduhar & Makaroff,
2012).This means that deterioration in disease and worsening generic health status is a
facilitating factor in the acceptance of death of older persons because they had a
change in the level of their fear of dying to accepting, death is not fearful, they had
adapted to their condition, had made a will and planned their funeral (Stromberg &

Jaarsma, 2008), increasing probability to change from preferring to refusing life
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sustaining treatments (Janssen, Spruit, Schols, Cox, Nawrot, Curtis, & Wouters,
2012), and adaptation to the nearing of death by looking at or thinking of death as
natural for the old and ill (Axelsson et al., 2012; Nguyen et al., 2013). When the older
persons approach end of life, older persons were aware of their approaching death,

and lived with the uncertainty about death happening (Axelsson et al., 2012).

1.3 Care needed for older persons with advanced chronic organ failure

Palliative care is a specific care for older person with advanced chronic organ
failure group. The care consists of 3 stages: Stage one, starting from the diagnosis of
any serious or advance chronic illness. In this stage, physical and psychological
functions are still good as well as self-management with their conditions of illnesses.;
Stage two, active and supportive palliative care, in this stage needs patients need
caregivers to help and support them due to the decrease of functional ability; and
lastly, stage three, terminal care and bereavement support, involves specific
professional (Murray et al., 2005). Palliative care for older persons with advanced
chronic organ failure group need to understand the transition of health and illness
trajectories consisting the transition from treatment under long-term conditions care to
palliative care, and transition from palliative care to terminal care (Boyd & Murray,
2010).

Whenever an older person’s illness became life threatening it was found that
older persons would like to receive the prognosis and talk about their impending death
because they will prepare both for their death and final arrangements (Stajaduhar &
Makaroff, 2012). There are older persons with advanced chronic renal failure would

like to discuss death and dying because death and dying was a real life moment
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situation for them (Axelson et al., 2012). Knowing about impending death for some
older persons can promote a patient’s fight to prevent exacerbation which can create a
new normality for the patient by adapting to his/her illnesses and the symptoms that
go with the illness (Lowey, Norton, & Quill, 2013). In the same time there are
reported Thai older persons wound like to discuss living will and decision to
treatment in their end of life by themselves (Sriyodchat & Hutterat, 2014). The older
persons wish to die with dignity or without any life supporting systems, and well-
prepared were highlight of good dead from Thai Buddhist older person’s perspectives
(Rodpal et al., 2007).

Although, an advanced care plan is an increasing recognition for palliative
care for the older persons, it has been extended in western countries (Payne, Chan,
Davies, Poon, Connor, & Goh, 2012). An advanced care plan is of concern only in the
older persons with an advanced stage of cancer because being diagnosed with cancer
equals death at that time and it is easy to estimate the prognosis (Cortis & Williams,
2007; Leary et al., 2009). Meanwhile providing an advanced care plan in older
persons with chronic organ failure is not yet in place (Tamura & Cohen, 2010).
However, there are reports that older persons with advanced chronic organ failure felt
lonely with existential thoughts about death because they found it difficult to talk
about their thoughts and feelings concerning death and dying with their families and
healthcare providers (Axelson et al., 2012). Older persons’ families also pushed away
from them when they want to talk about death because their families are afraid.
Health care providers may not be comfortable discussing (Stajaduhar & Makaroff,
2012), they also may lose confidence, and avoid discussing the topic of death with

older persons (Axelson et al., 2012).
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In practice, starting a discussion about an advance directive care plan, the
healthcare provider needs to be concerned with religions and beliefs of the patient
because the differences in religious beliefs may effect the thoughts on death and
decisions in the end of life stage (Manasurakarn et al., 2008; Nijinikaree, Chaowalit,
& Hatthakit, 2008). In addition, it was suggested that the advance directive care plan
should be completed when the older persons still have the capacity to do it. Providing
advanced directive care plans need to concern with the competency to communicate
of older persons (Sataporn, 2014). Enhancing good death throughout the death
acceptance and discussions about an advanced care plan for the older persons with

chronic organ failure in Thailand should be extended.

2. Acceptance of death

The acceptance of death in older persons is important for healthcare providers
to provide palliative care especially in enhancing the discussion of advanced care
planning in advanced stages of illness. It has been reported that accepting their death
is the first priority of older persons before the initial discussion about an advance
directive care plan (Nguyen et al., 2013). Death acceptance is a key factor for
preparing well for the death of the older persons. It has been reported that health
professionals can guide patients’ symptoms and psychological condition to provide
better death. Older persons who can accept death easier than those older persons
living in denial of death (Black, 2011). Accepting and acknowledging death will
produce awareness of the imminence of death, valuing of life, open communication
about death, and peaceful death in the dying process (Zimmermann, 2012). Existing

literature showed that the older persons with advanced chronic organ failure who can



27

accept their impending death or death as a natural part of life will result in many
positive outcomes for them such as increased competence to cope, living with value,
having readiness for death, awareness of dying, preparing for their death, advanced
care plan discussion, and an acceptance of dying in the end of life stage (Lokker et al.,
2012; McLeod-Sordjan, 2013). In addition, the older persons who had accepted their
death will die according to their wishes and will be able to die with dignity and
autonomy because they had previously discussed an advanced care plan (Detering,
Hancock, Reade, & Silvester, 2010; Pautex & Zulian, 2011), (McLeod-Sordjan, 2013;
Zimmerman, 2012). At the same time there are reports that Thai adults and older
persons who have an understanding that death and dying is a natural part of life and
their death is inevitable prefer to discuss living wills and the decision of treatment in
the end of their life phase by themselves (Manasurakarn et al., 2008; Rukchart et al.,
2014; Sriyodchat & Hutterat, 2014). From Thai older persons’ perspective,
preparedness in mind will lead them to die with dignity and die in peace (Rodpal et

al., 2007).

2.1 Attributes of death acceptance

Literature review showed that the death acceptance, death preparation,
understanding about death, and awareness of dying are attributes that are closely
related (Black, 2011; Lokker et al. 2012; McLeod-Sordjan, 2013). Death acceptance
is a unique life experience for each individual and it is a dynamic event that cannot be
fixed in time (McLeod-Sordjan, 2013). Death acceptance is viewed in different ways.

Death acceptance is viewed as a life process or a successful outcome of coping

with traumatic events or death in human beings. Like an older person with cancers
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being aware that their lives would come to a close in the near future although they did
not know exactly when. Although they did not want to depart from their love
relatives, they could not avoid it. Older persons indicated that they had to accept their
illness, and death was part of their life process. They stated that birth, ageing,
sickness, and death were the processes of life. Acceptance was passion of the person
to liberty, and to conscious positive choices. Acceptance of their illness helped older
persons to let go of things they could not control and to set priorities that were within
their reach. In addition, death acceptance is a process in life leading to harmony with
self and nature, letting go, finding meaning in life, receiving and giving love in
relationships and connectedness, having faith in God/higher power, being a good
person, having a sense of peace (Mok, Wong, & Wong, 2009). Death is seen as a
process rather that an event. From the study that explored the perception of a good
death in 66 older persons with cancer in the palliative phase in Sweden, older persons
viewed death as a process because they need to confront their death by discussing
issues such as decision making at the end of life, preparing for their death or good
death related to older persons’ activity such as saying good bye to their love one,
completing unfinished task, and involvement in end of life decision at the end of life.
Older persons would like to die comfortably by dying quickly, with independence,
with minimized suffering and with social relations intact. They had decided on the
treatments they would receive to avoid suffering during the process of dying
(Kastbom, Milberg, & Karlsson, 2017).

In addition, death acceptance is the final stage of grief and loss which a person
who has accepted death can understand the inevitability of death, being peaceful and

calm, and this is opposite in the person who has a denial of death. Kubler-Ross (1969)
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stated five stages of grief: 1) Denial, in this stage people’s life in this stage becomes
meaningless and overwhelming. People are in a state of shock and denial. However,
both feelings help people to cope and make survival possible. This stage people tried
to accept the reality of the loss and start to ask themselves questions, beginning the
healing process, becoming stronger, and the denial is beginning to fade (Kessler,
2019); 2) Anger, the individual recognizes that denial cannot continue. It is natural to
feel abandoned and not in control. Anger is strength and it can be an anchor, giving
temporary structure to the nothingness of loss. This is a common stage to think “why
me?” and “life’s not fair!” People might blame others for the cause of their grief and
also may redirect their anger to others persons such as close friends, god, doctor, and
family; 3) Bargaining, the third stage involves the hope that the individual can
somehow postpone or delay death. Usually, the negotiation for an extended life is
made with a higher power in exchange for a reformed lifestyle. Psychologically, the
individual is saying, "I understand I will die, but if I could just have more time..."; 4)
Depression, in this stage a dying person begins to understand the certainty of death,
the individual may become silent, refuse visitors and spend much of their time crying
and grieving. "I'm so sad, why bother with anything?"; "I'm going to die... What's the
point?"; "I miss my loved one, why go on?". This process causes the dying person to
disconnect oneself from things of love and affection. It is not recommended to attempt
to cheer up an individual who is in this stage. It is an important time for grieving that
must be processed; and 5) Acceptance, in this last stage, the individual begins to come
to terms with their mortality. "It's going to be okay."; "I can't fight it, I may as well
prepare for it.". At this stage the older person is now able to prepare for death

(Kessler, 2019; Kubler-Ross, 1969).
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However, Kubler-Ross (1969) claimed these steps do not necessarily come in
the order noted above, all steps experienced were not the general step for all older
persons, though she stated a person will always experience at least two. Often, people
will experience several stages in a "roller coaster" effect-switching between two or
more stages, returning to one or more several times before working through it.
Significantly, people experiencing the stages should not force the process. The grief
process is highly personal and should not be quick, nor extended, on the basis of an
individual's forced time frame or opinion. One should merely be aware that the stages
will work through and the ultimate stage of "Acceptance" will be reached (Kubler-
Ross, 1969).

In the research by Kyota and Kanda (2019), it was found that when terminally
ill older persons with cancer who were receiving symptom-relieving treatment at
home or in palliative care units had been facing with death they have to accept that
they have developed cancer, development of cancer disease, and having worsening
symptoms. They need to accept the undeniable approach of their own death and have
to accept this as their destiny and an outcome of their life. Older persons felt that their
symptoms were worsening and their physical power was deteriorating. Although, they
were afraid of death and the process of death and earnestly desired to live but felt that
death was imminent, they need to accept this situation because they felt that they
would not change the situation, and they tried to accept their situation.

Moreover, Gesser, and Reker (1988) view the acceptance of death in three
distinct definitions: 1) “neutral death acceptance” as a decision to face death because
of the belief that death is unchangeable or inevitable in the end of every life such as

death is simply a part of the process of life, death is a natural aspect of life, death
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should be viewed as natural, undesirable, and unavoidable event, death is neither good
nor bad, and one should neither fear death nor welcome it; 2) “approach acceptance”
as accepting death as a gateway to a better or happier afterlife such as death brings a
promise of a new and glorious life, one sees death as a passage to an eternal and
blessed place, death is a union with God and eternal bliss, the individual looks
forward to a reunion with his/her loved ones after he/she dies. One thing that gives the
individual comfort in facing death is his/her belief in the afterlife, he/she believes that
he/she will be in heaven after he/she dies, he/she looks forward to a life after death,
death is an entrance to a place of ultimate satisfaction, he/she believes that heaven
will be a much better place than this world, and death offers a wonderful release of
the soul; and 3) “escape acceptance” as choosing death as a better option to a painful
existence such he/she sees death as a relief from the burden of life, he/she views death
as a relief from earthly suffering. There are reports that older persons who accept the
dying process and understand that death is one part of nature expresses less fear of
dying. It means that a neutral acceptance has a significant relationship with fear of
death and anxiety (Neimeyer, Wittkowski, & Moser, 2004).

In regards to the characteristics of death acceptance in older persons with
chronic organ failure such as older persons with end stage renal failure who can
accept death, they have thoughts on death as the inevitable part of everybody’s life, it
is natural for the old and ill, and knowing that death is imminent (Axelsson et al.,
2012). Older persons with advanced congestive heart failure had accepted death and
will think of death as certain, or a sure thing that it will happen in their life. However,
they perceived that time for death is not certain nor the time it will occur (Stromberg

& Jaarsma, 2008). On the other hand, characteristic of death acceptance in some older
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persons mentioned that they accept death and wish to die a quick death during sleep
because they would like to release their suffering and symptoms such as pain,
shortness of breath, and lose of functioning ability (Stromberg & Taarsma, 2008). In
relation to the study by Axelson et al. (2012) about thoughts on death and dying when
living with hemodialysis and approaching end of life. The study found that older
persons hoped for a sudden death or quick death because they wished to escape from

the progressing losses and suffering from loss of control, and complications.

2.2 Influencing factor of death acceptance
The death acceptance in older persons relies on different factors which can be

explained as follows;

2.2.1 Cultural and religious beliefs

The individual’s culture will influence how he/she makes sense of
his/her illness and death (Michell & Mitchell, 2009). Moreover, views about death are
different between western and eastern cultures. Death from a western viewpoint is a
medical failure and for many older persons there is an endeavor to avoid it for as long
as possible (Shubha, 2007) while in the eastern culture views about death is that it is
inevitable and there is a belief that the state of mind at the time of dying will influence
a good rebirth (Wilkins, Mailoo, & Kularatne, 2010). Whenever conventional curative
therapies fail older persons in eastern countries people usually turn to alternative
therapies such as Siddha medicine or herbal medicine for healing powers (Mudigonda

& Mudigonda P, 2010).
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In terms of religious beliefs, these will lead older persons to different
decisions in the circumstance of death such as choosing die, decisions in dying, place
of death, loss and approach to treatments (Connor et al., 2010). The differences in
religions can influence beliefs about life, death, and suffering and have an effect on
the perception on death and attitudes toward end of life decisions. In Islam the belief
is that life, death, and suffering are connected with a God or Allah. The Qur’an states
that a patient’s death does not happen if Allah does not give permission or only Allah
can make decisions on life and death (Sachedina, 2005; Steinberg, 2011). Acceptance
of death can occur in the first instance of diagnosis because illnesses, life, death, and
end of life depend on Allah or originate from Allah (Islamic Center of Blacksburg for
Islamic Information and Education, 1995). Islamists will not accept a decision to
forgo treatments to endure pain and suffering, and developing spiritually (Roswell
Park Cancer Institute, 2015), they mostly decide to continue treatments because they
believe that when they perceive the illnesses, they need to retrieve treatments, and
refusing the treatment is a demerit and has an effect on the next life (Nijinikaree et al.,
2008).

While death in Christians is eternal life, and death as the way or transition to
another life. Christian’s belief that the spirit continues to live, and that dying is a
passage from this world to the resurrection (Cheraghi, Payne, & Salsali, 2005).
Eternal life in Christianity is accepted if a person has a fullness of the knowledge of
God. Sacrament of the sick with serious illnesses and a dying person is a sign of
God’s presence, and as a source of grace and strength (Puchalski & O’Donnell, 2005).
Christian older persons who have a strong faith in God and the afterlife associated

with God are able to come to an accepting attitude toward death (Parker, 2013).
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Having faith in God and hope for an eternal life are helpers in the death acceptance
because faith and spirituality emphasize that death is not only an ending to life on
earth but a new beginning in heaven with God and his son Jesus (Jianbin & Mehta,
2003).

Buddhism on the other hand teaches about the impermanence of life, death,
and life after death. All older persons need to confront the experience of death
because death is certain for everyone and an integral part of life. Although, the
situations of death can lead to suffering for all humans, suffering from a death
sentence can be released by following the principle of the middle way to considering
that death is a natural part of life (Masel, Schur, & Watzke, 2012). The literature
shows that Buddhist principles can lead older persons to gain an understanding of the
nature of life, of non-attachment, acceptance of death, a peaceful death in the dying
stage (Kongsuwan, Keller, Touhy, & Schoenhofer, 2010; Somanusorn, 2009).
Buddhism is used for trying to understand that no living thing can escape from death
and provides reflection to help one prepare for impeding death (Nguyen et al., 2013).

Furthermore, it was found that older persons with cancer with high religiosity
had a higher acceptance of death (Lehto & Therrien, 2010; Pinquart, Frohlich,
Silbereisen, & Wedding, 2006). Older persons had religion and spirituality that will
relate to a higher purpose to life, and higher behavior of prayer and meditation (Lehto
& Therrien, 2010). Moreover, older persons with a strong religious belief in an
afterlife had a negative relationship with fear of death, death anxiety and a positive
relationship with death acceptance, and level of personal meaning and well-being
(Wong, Recker, & Gresser, 1988). The study by Glass and Nahapetyan (2008) about

discussions of elders and adult children about end of life preparation and preferences
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found that the older persons who had religious faith and spirituality as important
factors to facilitate their preparedness led to an acceptance of their death. This is
supported by findings from another study in which older persons that had high
experience in religious coping and spirituality, both through themselves and through
spiritual support by chaplain services will result in experienced less aggressive
treatment, reduced medical care, and high intent to hospice care in end of life and at

near death (Balbini et al., 2013).

2.2.2 Health problems

It is interesting to note that, both thoughts on death and the acceptance
of death mostly occurred when older persons were in advance stages of illness
treatment. The study by Strombege and Jaarsma (2008) about thoughts about death
and the perceived health status in older persons with heart failure, found that when
older persons had an advanced stage CHF class II-1V they thought about death in
different ways such as death is a natural part of life, death is fearful, and death is a
relief from symptoms. Thoughts on death related to a study about older persons’
experiences with chronic organ failure by Joen, Kraus, Jowsey and Glasgow (2010),
found that when the diseases advance, older persons had to recognize they were
visiting death’s door, and had worries about dying while asleep. Older persons with
end stage chronic renal failure had different definitions of death depending on their
condition. Whenever they were living with maintenance hemodialysis, were severely
ill, had a deteriorating body, and worsening conditions, the older persons had an

awareness that death may be near, and adapted to their approaching death by looking
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upon death as natural, preparing to face death, hoping for a quick death and repressing
thoughts of death and dying (Axelsson et al., 2012).

Whenever the older persons had a progression of conditions, symptoms, and
they gradually got worse, some older persons with congestive heart failure had to
suddenly recognize that their death was imminent (Cortis & Williams, 2007). This
includes older persons with advanced congestive heart failure withdrawing from
treatment and having to face their thoughts on death and dying (John & Thomas,
2013). In addition, a progressive deterioration of a patient’s body, strong impairments
in ADL, and worsening condition and prognosis due to an advanced of disease will
affect the mental and emotional health of the older persons in having to be aware that
his/her death is near and strong to accept their own death (Axelsson et al., 2012;

Nguyen et al., 2013).

2.2.3 Demographic data and individualized nature

Death acceptance in people relates to the development of their ego
integrity (Parker, 2013; Stromberg & Jaarsma, 2008). A person who has high
achieved ego integrity is satisfied with life and can accept both the successes and
failures of his/her life, and can accept his/her life’ as life in compasses past and
present (Zimmerman, 2012). The older persons had developed both integrity and
accept death more than younger adults (Parker, 2013). In addition, Ericson (1963)
mentioned that the older persons had ego integrity and develop their task in coping
with many situations higher than younger people. The older persons in general are
easy to accept death than younger persons in general. According to Erikson (1963),

the eight steps of psychosocial development about ego integrity and despair that the
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person who has achieved ego integrity is satisfied with life and accepts responsibility
for its successes and failures. Achieving ego integrity will allow a person to face
death without fear or accept his/her impending death. The study on the thought of
death in older persons with congestive heart failure by Stromberg and Jaarsma (2008)
found that very younger aged people had always been afraid of dying both of their
own death and their loved ones also.

Acceptance of death is easy for the older persons because they have already
lived a long life yet a younger person has not had that same chance for long life goals.
Getting older in older person’s perspective means that death is nearer to them, and
had less maintenance of long life goals. As found by Pinqart, Frohlich, Silbereisen
and Wedding (2006) that younger older persons have difficulty in coping with death
because they are more distressed on how being diagnosed with cancer interfere to
their future goal and unfinished life tasks. They found that older adults showed higher
levels of death acceptance than younger adults. It can be inferred that as a person gets
older and death grows nearer, the individual may become increasingly accepting of its
necessity and increasing incorporate it into their planning for the remainder of their
lives.

Furthermore, older people can accept death more than younger people because
the older person are living with religious belief more than younger people (Harding,
Flannelly, Weaver, & Costa, 2005). The on administering of the Death Attitude
Profile-Revised (DAP-R) of Wong et al. (1988) in age groups such as the young,
middle-aged, and older females found that the older persons had a greater belief in the
afterlife than the younger and middle-aged groups. Rodpan et al. (2007) found that

older persons have thoughts on death as a natural part of life or death as certain,
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acceptance of their own death, do not fear about death, being aware of death, learn
how to deal with death, and preparing for death.

Moreover, there are reports that gender is associated with attitudes toward
death, for example, females had higher level of death anxiety and psychological
distress than male older persons (Pinquart, Frohlich, Silbereisen, & Wedding, 2006).
From studies about thoughts about death in the older persons with heart failure, it was
found that women older persons were afraid of death for a long time in six months
deterioration of disease while men older persons had a decline in being afraid of death

in six months deterioration of disease (Stromberg & Jaarsma, 2008)

2.2.4 Past experiences on confronting death

Witnessing others dealing with end of life situations can emphasize to
older persons to accept their own death because seeing other older persons pass away
encourages those older persons to reflect or think about a plan for themselves
(Nguyen et al., 2013). Older persons’ experiences when confronted with periods of
grief several times are a contributing factor to the acceptance of death as a natural part
of life (Glass & Nahapetyan, 2008). Stromberg and Jaarsma (2008) found that older
persons with advanced chronic organ failure can accept death as a natural part of life
because they had experiences of being confronted with death during periods of grief
several times from friends and family members who had already died.

From the study conducted by Parker (2013), it was found that the ability to

accept the past is a significant predictor of the attitude toward death in the older
person’s population. The ability to accept the past was a significant factor of the fear

of death, death avoidance, and neutral acceptance. The result indicated that the greater
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one’s ability to accept his/her past lived experiences in life as necessary and
meaningful despite the failure and regrets leads to an acceptance of death. There are
reports from the older persons living with hemodialysis in foreign countries, that they
had already experienced what death is like, and that they did not fear the moments of

death.

2.2.5 Negative emotions

Negative emotion such as fear, anxiety, depression, and denial are
factors that negatively correlate with the acceptance of death. Older persons have a
higher level of depression and anxiety that positively correlates with fear of death
both in the start of deterioration of disease and six months after deterioration of
disease. Due to the older persons having negative emotions and thoughts about death
which were difficult to control especially when the older persons suffered pain from
their disease they usually thought about death and fear was associated with those
thoughts (Stromberg & Jaarsma, 2008). The older persons believed that denying
rather than confronting dying or thinking about dying all the time made life more
manageable on a daily level (Nguyen et al., 2013).

Death anxiety will increase in middle-aged adults but decreases in level in old-
aged persons. The study conducted by Beydag (2012) found that death anxiety levels
of older persons with cancer ranging from 17-30 years of age were higher. This study
explained that younger older persons did not have enough energy to cope with the
things in the process of the disease. From the study conducted by Stromberg and
Jaarsma (2008), it showed that thoughts on death as fearful or fear of dying are more

evident in the adult and young adult age group. Adults who had feared death both
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their own death and the death of loved ones had changed attitudes on death between
the initial study and six months follow-up. In addition, there was a study that reported
that high death anxiety was associated with less preparation for end of life, more
generalized anxiety, and more depressive symptom severity (Krause, Rydall, Sarah,

Rodin, & Lo., 2014).

2.2.6 Concerns with loss, their loved one and meaning of life
Older persons had higher concern about death because of the
recognition of personal death associated with grief and impending losses. Some older
persons’ readiness to die was because they were living with multiple losses such as
loss of their relationship and social networks, loss of friends and hobbies. While some
older persons were not ready to die because they had things to wanted to do
(Waterworth & Jorgensen, 2012), and had considered the negative consequence to
loved one such as leaving families, not seeing their grandchildren grow, and the effect
their death may have on their families. Moreover, thinking about loved ones can
contribute to those older persons wanting to extend their life, having a plan for death,
and having hope for their loved ones before death will come upon them. Some older
persons try to improve their health by changing their life style, adhering to treatments,
and increasing self-care activities because they hope they can extended their life to
see their grandchildren grow up, and to support their families (Lehto & Therrien,
2010; Stromberg & Taarsma, 2008).
Thai adult have concerns or worries about their families and having to prepare
their families for after their death more than older persons (Kunsongkeit, 2011). From

the experiences of adult persons on ventilators, they perceived that confronting
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endotracheal tubes indicate a critical illness and near death. Some older persons have
thoughts on the fear of death and their future. They wish to recover from their illness
and get well because they have worries about their children, their families, and
business responsibilities (Chaiweradet, Ua-Kit, & Oumtanee, 2013). In Manasurakarn
et al. (2008) research where in most of the participants were middle aged adults,
19.5% of the Thai Buddhists participants decided to continue the treatments because
they needed to survive for various reasons or because life was important for them.

The meaning of life and attitude toward life are both significant to a person’s
perceptions towards death. Although people feel that they have difficulty in their life,
the meaning of their life experiences can contribute to their attitude when they are
faced with the reality of death. In the same way if people cannot find meaning in their
life, they are unable to accept death and it will cause them to be full of fear (Wong,
2000; Erickson, 1982; Parker, 2013). In addition, older persons with feelings of
hopelessness because they were going to die had a lower level of acceptance of death
but higher thoughts that they could escape from dying or escape death acceptance
(Gresser, Wong, & Reker, 1988). However, finding meaning in their life will increase
psychosocial development which is commonly seen among the older age group who
had built their ego integrity. Therefore, people with high levels of ego integrity will
put a lot of thought into the meaning of their life and can face their impending death
better than those people with less ego integrity (Parker, 2013). In addition, if people
have less ability to accept their own past lived experiences in life or feel that their life
is not meaningful, those older persons will have high levels of fear or avoidant

attitudes to their impending death (Parker, 2013).
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2.2.7 Desire to escape from suffering symptoms

Some older persons can accept death and wish to die a quick death
during sleep because they would like to be relieved from their suffering and
symptoms such as pain, shortness of breath, and loss of functioning ability. Those
older persons would like to die when they sleep because they believe that death will
be peaceful for them (Stromberg & Taarsma, 2008). A study by Axelson et al. (2012)
about thoughts on death and dying when living with hemodialysis and approaching
end of life found that older persons hoped for a sudden death or quick death because
they wished to escape from the progressive losses and suffering from loss of control,

complications, sense of self and dignity.

2.3 Consequences of death acceptance

Death acceptance has many effects to patients with progressive diseases.
Death acceptance may cause patients to prepare for their death and for an advance
care plan, fight their diseases, being psychologically prepared and had the competence

to discuss death, and dying with dignity and autonomy in older persons.

2.3.1 Preparing for their death and an advance care plan

Majority of older persons who can accept their death will prepare
for their death and for an advance care plan. Older persons with heart failure who had
accepted their death had prepared for a living will, financial issues, and planning for
their funeral, their partner and children (Lehto & Therrien, 2010; Waterworth &
Jorgensen, 2012; Stromberg & Taarsma, 2008). From the study by Glass and
Nahapetyan (2008) about the discussions by elders and their adult children about end

of life preparation and preferences, they found that older persons who have an
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acceptance of death or awareness about death will most likely prepare for their death.
In some situations, older persons witnissing others in end of life care causes them to
plan ahead for themselves (Stajduhar & Makaroff, 2012). In addition, from the
concept analysis about death preparedness of McLeod-Sordjan (2014) found that
older persons who had readiness for death and an understanding of the consequences
of death usually have incomplete advanced care planning because they wished to die

at home.

2.3.2 Fighting their diseases

The older persons who acknowledges death as a natural part of
life or death is certainly, have no fear for death, have a better understanding on how to
deal with death, and have prepared for death (Rodpal et al., 2007). Similarly, older
persons with heart failure who had accepted their death they had confronted death by
trying everything to extend life, and learn how to deal with death along the process
(Lehto & Therrien, 2010; Waterworth & Jorgensen, 2012; Stromberg & Taarsma,
2008). This also included older persons living with hemodialysis who had reflected on
what will cause their death, they are aware of themselves, living with the awareness
that death may be near, and adapting to their approaching death. Older persons would
read obituaries for handling any uncertainty of thoughts on death (Axelsson et al.,
2012). Knowing and accepting impending death for some older persons can promote a
patient’s fight to prevent exacerbation which can create a new normality for the
patient by adapting to his/her illnesses and the symptoms that go with the illness

(Lowey, Norton, & Quill, 2013).
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2.3.3 Being psychologically prepared

For being psychologically prepared, older persons with advanced-stage
cancer, who understand that death is imminent and cannot change it, can accept all of
the suffering from their illness, be in peace, and harmony with self and nature (Mok et
al., 2009). Acceptance of death can improve the quality of life for older persons

(Curtis, 2008).

2.3.4 Ability to discuss death

Older persons who can accept death will most likely to be more open
to discuss about death. In cases where the older persons suffer from advanced chronic
organ failure and can accept their death would like to talk about their death with their
families and healthcare providers (Axelson et al., 2012; Stajaduhar & Makaroff,
2012). From the study about awareness of dying of Lokker et al. (2012) and the study
about the acceptance of dying: a discourse analysis of palliative care literature by
Zimmerman (2012), they found that older persons who had been living with no

awareness of death did not openly communicate about their wishes in the dying stage.

2.3.5 Dying with dignity and autonomy

Death acceptance can provide death with dignity and autonomy, reduce
stress and burden, and improve the quality of death such as having a good death
(Lokker et al., 2012; McLeod-Sordjan, 2013; Zimmerman, 2012). Thai older persons
who understand that death is a natural part of life usually do not want to follow
aggressive treatment, and want to plan an advanced directive by themselves

(Sriyodchat & Hutterat, 2014). Thai Buddhist older persons with chronic illness
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believing that birth, aging, pain, and dying are a normal part of life usually chooses to
forgo life sustaining treatment (Manasurakarn et al., 2008; Rukchart et al., 2014).
Older persons who can understand the nature of life, non-attachment, and acceptance
of death achieves a peace of mind, readiness to die, reduction in suffering, and an
enhanced peaceful death in the dying stage (Kongsuwan et al., 2010; Somanusorn,

2009).

3. Buddhists’ views on life and death

3.1 Buddhist’s views on life

Buddhists believe that life or the self was the combination of mind (Nama)
and matter (Rupa). Life is a temporary combination of matter and mind. Matter
consists of the combination of the four elements solidity, fluidity, motion, and heat.
Mind consists of the combination of sensations, perceptions, mental formation, and
consciousness (Dhammnanda, 1987). Therefore, there was no real self (essence) in all
things or all things are an integrated from both physical (rupa-dhamma) and mental
aspects (nama-dramma). Buddhist teachings about understanding the reality of human
life can decrease the illusion of a permanent self, attachment to any mental or material

state in a person (Dhammnanda, 1987)

3.2 Buddhists’ views on death

Buddhist philosophy views birth, ageing, sickness, and death as both the
reality of life, and a natural part of life (Dhammananda, 1987; Payutto, 1995).
Buddhism stresses that all things in the world cannot remain and can pass away,

searching for permanence in the Buddhist view is argued (Prayut, 1995; Khado,
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2003). Teaching about impermanence of life was important in Buddhist Philosophy.
All humans will certainly die because death is a natural part of existence but time of
death is not certain. Life was the co-existence of the physical body and mind that are
related in which two things will only separate when the person dies (Dhammnanda,
1987; Masel, 2012). In addition, death and the dying period are important in the life
process that relate to a good death will be dying with consciousness, be sensible and
will not forget, have a peaceful mind, with no regrets in their mind. Buddhists believe
living with the understanding that death is the reality of life, the impermanence of life,
and acceptance of death are important teachings in Buddhism because these can lead
to a good death (Kunaporn, 2011).

Moreover, Buddhists believe in life after death that the events of dying in
human life are opportunities of preparing and training the mind and death can be the
opportunities to be free from all suffering both in mind and body, and a peaceful mind
in the dying state can lead to a good rebirth (Khadro, 2013). Buddhist’s view the
attribute of death acceptance is understanding that death is a natural part of life, to
which one should not have attachment to, and it is a method to release the suffering
(Keown, 2005). According to Thai Buddhist older persons with chronic illness who
can accept death, their view of death is that it is natural, death is part of human life,
and prolonging death is impossible (Rukchart, Chaowalit, Suttharangsee, Parker,
2014). Moreover, the older persons who could accept their death recognize that death
is a natural part of life or death is certain, they do not fear death, are aware of death,

learn how to deal with death, and prepare for death (Rodpal et al., 2007).
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3.3 Influences of Buddhist philosophy on death acceptance

Buddhism was strongly influenced by traditional beliefs regarding the faith
Thai people have in Buddha and in following his teachings. Buddhism places
emphasis on human beings needing to understand about the reality of human life
which can decrease the illusion of a permanent self, and the attachment to any mental
or material state in a person (Dhammnanda, 1987). Understanding about the reality of
human life consists of the four noble truths, the law of kamma or Karma, the nature of
existence or tri-lukkhana, and the five aggregates of life (Dhammananda, 1987;
Payutto, 1995). Understanding the reality of life and death or accepting death as the
life process of a patient’s life can be a useful time for learning and gaining insight into
the true nature surrounding us. Furthermore, accepting death will enable us to be free

from suffering, have a peaceful state of mind, and go onto have good rebirths.

3.3.1. Mind (Nama) and matter (Rupa)

Among older persons with cancer who can accept both their sickness
and their death because they had presence of mind and body. They were able to cope
with the illness with their religious practices which gave them consciousness and
consideration on the truth of life and death. A patient’s awareness of emotional
suffering and stress will have an effect on the body and illness. If a patient perceive
that if he/she has positive emotions, then he/she will have better health during his/her

chronic illness (Khaw, Thaniwattananon, & Chinnawong, 2013).

3.3.2. The reality of human life

Buddhism place emphasis on human beings needs to understand the
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reality of human life which consists of the four noble truths, law of kamma or Karma,

nature of life or nature of existence, and five aggregates of life.

3.3.2.1 Four noble truths.

The four noble truths (ariyasacca) are Buddha's basic teachings
to enhance the understanding of the reality of human life which consists of suffering,
cause of suffering, cessation of suffering or nirvana, and path to the cessation of
suffering (Dhammananda, 1987; Payutto, 1995).

In the Buddhist perspective, suffering is believed to be corporeality (rupa-
dhamma), the elements of the whole and consist of body and behavior of the body.
Feeling and sensation (vedana) are the impression of happiness (happiness of the
body and mind), sukha (physical or mental distress), and upekkha (nether-pleasant
and nor-unpleasant) that occur by contact with the world through the five senses.
Perception (sanna) is the establishment of known or characteristics of the various
features of an object such as emotion or mood. Mental formations (sankhara) are
psychological compositions of the mind with intention (cetana) as a guide. Those
things good and bad thoughts are confidence (saddha), mindfulness (sati), compassion
(karuna), loving-kindness (metta), joy (mudita), equanimity (upekkha), wisdom
(panna), delusion (moha), and ill-will (dosa). Consciousness (vinnana) is being aware
of sensation using the six senses seeing, hearing, smelling, tasting, physically
touching, and mentally touching. Five aggregates are the sensation of the human body
and are the essential elements of life or we can call being (satta) (Payutto, 1995).
Whenever, the five aggregates have objects of attachment, human beings will have

dukkha or suffering.
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The cause of suffering (Samudaya) can begin from ignorance, anger, and
attachment. There are eight kinds of causes of suffering common to all human life or
human beings birth, aging, illness, death, separation from love ones, being with
people we dislike, desiring things we cannot have, and mental irritation. All people
will have experience to confront the eight causes of suffering during the period of life.
These causes are all impermanent states and will pass away when the condition
changes (Dhammananda, 1987; Payutto, 1995). Buddha had strong beliefs in a
relationship between impermanence or anitya and suffering. Nothing in nature is
fixed, everything is always in a state of flux, and can come and go. Therefore, if we
are ignorant of the cause, we will not refuse suffering. Understanding about the cause
of suffering can lead to the elimination of suffering.

Cessation of suffering or end of suffering (Nirodha) is eliminating the root of
suffering. Suffering comes from several Kleshas which consist of incorrect views,
greed, anger, ignorance, pleasure, and doubt. In order to end suffering, its cause must
be eradicated. Nirvana is the cessation of suffering that means to understand and
realize the truth of life. Therefore, nirvana is a state of being free or the extinction of
suffering Kleshas. Being free from all delusions, defilements, and suffering are
nirvana or cessation.

The pathway to the cessation of suffering (Marga) is the way to achieve
freedom from suffering which is called the noble eightfold path. The noble eightfold
path can be separated into three categories; moral conduct, concentration, and
wisdom. Persons who can achieve the release of suffering will follow these elements.
Firstly, moral conduct (shila) or morality consists of right speech, right action, and

right livelihood. Secondly, concentration (Samadhi) or meditation consists of right
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effort, right mindfulness, and right concentration. Lastly, wisdom (panna) consists of
right view or right understanding, and right thought or right aspiration (Dhammnanda,
1987; Masel, 2012).

From the literature reviewed, it was found that there are older persons with
heart failure who have used the four noble truths of the Buddha to understand their
conditioned reality throughout reading Dharma books which help them to realize and
understand the reality of their sickness. The teaching of the four noble truths lead
older persons to have an understanding of what the true problems that people face are,
and then what the true causes of those problems are, and thus this had helped older
persons to see the way to stop any problems leading to the ending of all problems.
Moreover, Buddha teaches older persons to be in the present, to always be aware and
conscious of death, as no one can live forever (Chiaranai, 2014).

In addition, there were older persons who had expressed religious beliefs
through Buddhist ways to prepare spiritually for their death. From a study by
Miccinesi et al. (2012) on the end-of-life preferences in older persons with advanced
cancer, the older persons perceived that Buddhism could help them to understand the
reality around them, and transcend the stresses and suffering in their life. They were
willing to discuss issues surrounding their terminal condition because religion can
help older persons to find meaning at the end of life and to accept the end of their
lives. Moreover, from the perceptions of Thai older persons with heart disease, it has
been shown that initially the older persons perceived treatment as a terrifying and life-
threatening experience for them. Older persons had spent more time and effort in
religious activities, such as reading books on the Dharma, merit-making, offering food

to the monks in the morning, visiting temples or listening to sermons, and they
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believed that these activities would be rewarded in their next life. The Buddhist
religion made them feel more peaceful and they came to accept the truth that death is
universal (Kwankhao & Boonmongkol, 2013).

Meditation practice can enhance the balancing agent of the body and mind,
promote self-healing, and help older persons to develop the wisdom to understand the
reality of life in older persons with cancer (Baehr, 2009; Sungsing, Hatthakit, &
Aphichato, 2007). Moreover, Thai older persons reported that the psychosocial and
spiritual intervention was highlighted to manage and control symptoms distress and to
relieve suffering. Thai Buddhist older persons perceived that religious practice can
release distressing symptoms and calm the mind, release stress, and help in managing
body control (Supoken et al., 2009; Temtap & Nilmanat, 2011). Older persons in
advanced stages of cancer have settled their consciousness and considered the truth of
life to overcome suffering for an acceptance of their illness and death through
Buddhist practice such as praying, listening to chanting, and meditating (Khaw et al.,
2013).

In addition, Buddhist beliefs may be important for older persons with serious
chronic illnesses for approaching death or the dying stage, and decision making in the
end of life. Thai older persons with end stage renal failure had depression, stress, and
suicidal ideas as dominant psychological problems between the hemodialysis
processes. They had fear of dying as the cause of stress. Buddhist beliefs helped them
to understand the value of life and to reflect that suicide is not the right path in their
life. Older persons with end stage renal failure can deal with their death by following
Buddhist practices such as praying, making merit, doing good deeds, and meditating

(Yodchai et al., 2011).
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3.3.2.2 Nature of existence

Buddhists believe that nature of life or nature of existence is
born of the integration of many elements and all things exist in a constant flow or
flux. The Buddha has explained the three characteristic of existence as the universal
characteristic of all things. First, aniccata means impermanence, instability, and
uncertainty. All things can occur and can extinguish such as person can be born and
can die. Second, dukkhata is a state of suffering, condition of pressure. Causing of
dukkha for the persons are desiring things with attachment. And third, anattata means
all phenomena are not the self, no real essence (anatta) (Payutto, 1995).

Understanding the natural existence can influence both the acceptance of death
and decisions in the end of life in older persons with chronic illnesses. Thai Buddhists
with chronic illnesses who make the decision to forgo life sustaining treatment when
their illnesses are diagnosed to be terminal they find the Buddhist teachings able to
emphasize to them an understanding that death is a natural part of life, and prolonging
the occurence of death is impossible (Rukchart et al., 2014). A majority of Thai
Buddhist older persons and their families’ decision to forgo life sustaining treatments
depends on their understanding that the prolongation of the occurance of death is
impossible (Manasurakarn et al., 2008).

In addition, the preliminary finding from interviewing bed-bound older
persons needing palliative care and their caregivers found that perceptions on death
and understanding about death in the Buddhist caregivers are related with Buddhist
teachings. The caregivers perceived that death, ageing, sickness, and death are the
reality of life, and all human life needs to confront death. These perceptions on death

in the caregivers were related to the acceptance towards the death of the older
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persons. Moreover, their caregivers understood that death is a natural part of human
life and planned to forgo sustaining treatments for the older persons in the end of life
stage because they wished for the patient’s death to be without suffering (Pleonpit,

Sanarun, & Kanitha, 2015).

3.2.2.3 Kamma or Karma

Lastly, Buddhism emphasizes that the human being is related to
Kamma or Karma. Buddhism believes that do good and good will come to you, now
and here after and do bad and bad will come to you, now, and here after. In addition,
in the language of science belief that kamma is the law of cause and effect. Kamma is
stated in the Anguttara Nikaya. Everything is a result of acts in previous lives.
Kamma refers to acting or doing and if whoever is acting in a good way, the
consequence will result in a good outcome. The Buddha says that ‘there is no place to
hide in order to escape from kammic result’ Therefore, kamma is the result of our
action as one of the factors which is responsible for the success and the failure of our
life (Dhammananda, 1987).

The principle of karma can help persons to accept their death. Whenever
human illness cannot be cured by the healthcare provider, the patient’s families
usually express spiritual concern through Buddhist practice because the spiritual
approach might help older persons to cope with the suffering at the end of their life.
From the application of Buddhist beliefs in nursing practice such as performing good
acts and thoughts (Kongsuwan & Locsin, 2009), caring with merit, caring based on
the belief of kamma, being caring for Sati or consciousness, and being spiritual and

faithful in the Dharma for older persons in the end of life stage can enhance those
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older persons to non-attachment, to find peace of mind, feel that they are going to go
to a good place, and have a peaceful death (Kongsuwan & Locsin, 2009; Somanusorn,
2015). Buddhism has vital factors for decision making in daily life in the older
persons with chronic illnesses such as making merit or boon kama, going to the
temple, following the middle path, offering food to the monks, praying, following sila
and good moral conduct and practicing meditation (Manasurakarn et al., 2008).
Buddhism influences many aspects of Thai culture and not only plays an
important role in the ways of thinking and living for Thai people but also plays an
important role in shaping many aspects of perception on health, illnesses, and death.
Buddhism plays a major role in the perceptions and understanding about death in Thai
Buddhists. Understanding the reality of life and death or accepting death as the life
process of a patient’s life can be useful for learning and gaining insight into the true
nature surrounding us. Accepting death will enable older persons to be free from
suffering, have a peaceful state of mind, and go onto have good rebirth. Therefore,
perceptions and understanding death in Thai Buddhists will relate to teachings and
beliefs on death in Buddhism. The majority of older persons had expressed the
Buddhist way by depending on their religious beliefs to confront their illnesses and
their death. Thai older persons who have perception and understanding related to
Buddhism will easily accept death in regards to both their own death and their loved
one’s death. However, these studies have not shown the processes that one goes
through to accept death through Buddhist ways. Therefore, grounded theory is an
important method for gathering information on the process of accepting death through

Buddhist ways in Thai Buddhists with advanced chronic organ failure in this study.



55

4. Grounded Theory

4.1 Philosophical background of grounded theory

The grounded theory was developed in 1967 from data gathered from social
research by Barney Glaser and Anselm Strauss who are sociologists at the University
of California, San Francisco (Annell, 1996; Tavakol, Torabi & Zeinaloo, 2006).
Symbolic interactionism is the root of the philosophy of grounded theory that is
concerned with the meaning of events to people and the symbols that people use to
convey those meanings (Baker, Wuest, & Stem, 1992). Symbolic interaction
demonstrates the interaction in individuals or groups to do something and to
communicate their objectives or some meaning with other persons (Becker, 1993;
Bower, 1989; Levers, 2013; Streubert & Carpenter, 2003). Grounded theory is an
inductive study that does not begin with an existing theory but rather generates the
theory from the data from the specified substantive area (Chen & Boore, 2009;
Hearth, & Cowley, 2004). The goal of grounded theory is appropriated to discover a
theory that explains a basic social process that is understandable to those involved in
the process from the substantive theory (Levers, 2013).

Grounded theory generates a concept or theoretical construction through
systemically collecting and analyzing data. In addition, substantive theory or the
relationships of concepts are developed through constant comparative which is the
outcome of grounded theory (Baker et al., 1992; Tavakol et al., 2006). Therefore, the
grounded theory approach is used for seeking new points of knowledge for the
fulfillment of existing knowledge specific to the phenomenon under the study (Strauss

& Corbin, 1998). However, there are three differences of philosophical paradigm of
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grounded theory and these consist of postpositivist paradigm of Glasser and Struass in
1967, interpretivist paradigm of Corbin and Struass in 1998 and revised in 2008, and
constructivist paradigm of Charmaz’s in 2006 (Annell, 1996; Levers, 2014).

The grounded theory approach in health care research mostly relies on two
different philosophical views consisting of the objectivist grounded theory of
Glaserian which is rooted in postpositivist paradigm or based on an etic position
(researcher is separate and looks at social realities) and subjectivist grounded theory
which is the root of interpretive paradigm of Strauss and Corbin or is based on an
emic position (researcher constructs the data through adopting a position of mutuality
and partnership between the researcher and the participant and creates the theory of
social process using their own perspectives, values, privileges, interaction, and

understanding of the social realities (Taghipour, 2014).

4.2 Ontology of grounded theory

Relativist ontology believes that the construction of the multiple realities
comes from the multiple interpretations of the different subjective experiences
(Levers, 2013). People in the social world usually have specific symbols such as style
of dress, language, verbal and nonverbal expressions for many situations through the
interaction of behavior in their lives. In addition, the reality from relativist ontology is
concerned with the conditional matrix of people in social interaction and their context
such as historical, temporal, cultural, and subjective. The reality is constructed
relatively to people, time, place, and their interaction. The reality cannot actually be

known but is always interpreted from the perspective of individual thought, meaning
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of human action and social processes under a specific context (Bikes, Chapman, &
Francis, 2006).

While the grounded theory according to Glaser is based on a critical realist
ontology and postpositivistic paradigm which places belief in a single reality or true
reality that is comprehendible from a partial fragment in direct experience (Levers,
2013), a participant’s main problem, and how he/she resolves it emerges objectively
from the data (Marky, Tilki, & Taylor, 2014). The purpose of critical realist ontology
is to identify and develop agreement regarding the description of the whole from
previews or partial fragments, it is searching for the true meaning or the reality that
exists in the data concerning only the individual in society, the relationship of the
individual perspective, the objective of investigation (Levers, 2013), which is to
discover a theory from unbiased observer data (Targhipour, 2014). Critical realist
ontology does not consider the existence of reality in social phenomena, the
epistemology, and the observations (Annell, 1997; Levers, 2013). The true reality
needs to be identified without the researcher’s experience, belief, view, perception

(Annell, 1997; Marky et al., 2014), and human mind (Levers, 2013).

4.3 Epistemology of grounded theory

Epistemology refers to the way of understanding and explaining how
knowledge is developed, and the relationship between the inquirers and who are
inquired. This study will rely on the grounded theory of Strauss and Corbin (1998) or
subjectivist epistemology (Bikes et al., 2006; Lervers, 2013). The reality is
subjectively perceived which is able to be fully understood or reconstructed by a

researcher (Lervers, 2013). The researcher needs to be involved with the method in
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the research process such as collecting data, analyzing data, and theoretical sampling
(Annells, 1996). The researcher is internal to the process of emergence by
participating as a constituent element in the creation of emergence. In addition,
subjectivism has a belief that knowledge is always filtered thought the lenses of
language, gender, race, social class, and ethnicity (Lervers, 2013).

While Glaser and Strauss in regards to objectivist epistemology, believe that
the truth resides within an object and is independent of human subjectivity and human
mind. The researcher is external to the process, there is no researcher involvement in
interpreting the data, and the researcher is the observer rather than a creator or
participant. The researcher remains open to what is actually happening without
forcing the data (constituent parts) to fit the theory (emergent theory). Removing the
human bias or the independence of the researcher and having a separate existence will
lead to the discovery of knowledge (Lervers, 2013). Finally, the research approach
must be based on philosophical background because it will guide the research process
and methodology of research (Backman & Kyngas, 1999; Birks et al., 2006). The
difference of paradigmatic dimension will lead to differences of formulation of
research question, analysis procedure, usage of literature, sampling procedures, and

the procedure for validating the results of the study.

5. Summary of the literature review

The increasing older population relates to the increase of older persons with
advanced chronic illnesses which are the top five causes of death in the older persons.
Advanced chronic organ failure is a life threatening illness in the older persons due to

its effects to physical, psychological, social, and spiritual aspects. In addition, it does
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not only affect the older persons but also their caregivers. When the older persons
with chronic organ failure had advanced stages of illness, worsening of their disease
and treatment withdrawal, they had to recognize or think about death in different ways
depending on their condition. The older persons with advanced chronic organ failure
can accept death as inevitable and not that far away in terms of their life, they have a
desire to discuss an advanced care plan to prepare for their death. Acceptance of death
is first priority of older persons before discussing an advanced care plan related with
death preparedness, death awareness, sharing decision making, and communicating
their wishes in their life. Acceptance can lead to a peaceful death and dying with
dignity at the end of life in older persons.

In the Thai context, life and death are viewed based on Buddhism where in
human life relies on the nature of the reality of life, the four noble truths, the law of
kamma, the nature of life existence or trilukkana, and the five aggregates. Buddhist’s
view on death is the impermanence of life, preparing for death at any time, and the
peace of mind that can lead to a good rebirth. Buddhism is a way for Thai patients to
accept death, enhancing non-attachments, releasing the suffering, creating a peaceful
mind and peaceful death. However, the literature does not show any study about the
process of accepting death especially in the older persons with advanced chronic
organ failure. Therefore, the grounded theory of Strauss and Corbin (1998) is a vital
method to discover the acceptance of the process of death for older persons with
advanced chronic organ failure. The results of this study will be useful for healthcare
providers to improve their communication skills about death with the older persons
with advanced chronic organ failure and their families, as well as enhance the

palliative care movement in Thailand in part of advanced care plans
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CHAPTER 3

RESEARCH METHODOLOGY

This chapter describes the research design, setting, participants,
instrumentation, data collection, data analysis, ethics of the study, and the
establishment of the trustworthiness used to conduct the study. For each detail, the

researcher had explained as follows;

Research design

Grounded theory approach developed by Strauss and Corbin (1998) was used
because the journey to death acceptance among Thai Buddhists older persons with
advanced chronic organ failure contained specific actions, symbols, meaning, and
objectives. Research methodological refers to how the researcher or inquirer goes
about finding the reality. This study discovered the new points of knowledge of the
process of death acceptance in Thai Buddhist older persons with advanced chronic
organ failure for the fulfillment of existing knowledge throughout the process of
systemically collecting and analyzing data. The researcher had constructed the
ontology of death acceptance components throughout the interpretation of the
symbolic interaction of the older persons with advanced chronic organ failure in
covering how they had processed death acceptance, and how they had
interacted/communicated about death between nurses, the physician, and their family
members. All the processes of this research depended on grounded theory that was a
systematic method because analyzing data, and generating a theory occurred

simultaneously while collecting the data. At the same time the researcher tried to
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concern with theoretical sampling, constant comparatives methods when analyzing
data, and tried to write memos during the process of the study (Baker et al., 1992).
Importantly, the methodology of this research was based on previous knowledge,
previous researcher’s experience, and literature reviews. Strauss and Corbin (1998)
state that it can enhance theoretical sensitivity and can contribute to starting the
research process, helping the researcher to select the appropriate first participants, and
theoretical sampling helps to find the next participants, to develop, create or cut
research questions. Moreover, throughout the data collection process the researcher
has to verify the similarities or differences through constant comparative in the course

of the research project, memo writing, and theory construct at the same time.

Setting and context

This study was conducted in older persons in the community who had been
living in the Southern part of Thailand. However, the majority of the sixteen
participants in this study had experienced follow up appointments, admissions, and
referrals to Songklanakarind Hospital, Songkhla, and Hatyai Hospital because they
were in advanced stages of diseases and had confronted near death experiences. The
participants had experienced requiring advance medical treatments from three
hospitals which were tertiary hospitals that are advanced in the use of medical

technology.
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Participants

Selection of the participants

Sampling in grounded theory consisting of purposive sampling and theoretical
sampling. Selecting sampling of participants is defined in the first time and theoretical
sampling occurs between data collection and analysis after several observation visits
to the site, the researcher will know who the participants of the study are or who fits
with the purpose of the study such as age, gender, status, and role or function (Coyne,
1997).

Firstly, selecting or purposive sampling is the process that makes decisions for
the researcher for the recruitment participants by defining purposive sampling from
literature reviews. In this study, firstly the participants were selected by purposive
sampling by following the inclusion criteria which consists of: 1) age more than 60
years old, 2) Thai Buddhist older persons having been diagnosed with advanced
chronic organ failure consisting of 2.1) congestive heart failure (CHF) functional class
III or IV, 2.2) chronic renal failure (CKD) in end stage of disease or stage V, or end
stage of renal disease (ESRD), and 2.3) chronic obstructive pulmonary disease
(COPD) having had been readmitted to the hospital more than three times per year
due to exacerbation of the disease, 3) having normal levels of consciousness, 4)
willing to be interviewed or participate in the study, and, 5) had near death
experienced and perceive his/herself as accepting his/her coming death or that his/her
death is imminent and they do not fear death. In addition, this study has an exclusion
criterion for older persons who have been diagnosed with anxiety and depression that

are taking medication for the treatment of anxiety and depression symptoms because
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there were studies that have shown that the level of anxiety and depression are
negative factors to predict fear of death in older persons (Stromberg & Jaarsma,
2008).

Secondly, theoretical sampling or theoretical sample is a rigorous method for
generating substantive theory in the process of the collecting and analyzing the data.
Theoretical sampling had happened between the collection process for generating the
theory which collects codes, analyses the data, and decision in regards to the data to
collect next and where to find to it in order to develop the theory that emerges
simultaneously. Theoretical sampling strategies controlled the process of the
collection of the data and the emerging theory by based on the decision of researcher
who will be the sample next by relying on the collection guide underpinning the
coding of the categories, analyzing, and comparing (Coyne, 1997). Theoretical
sampling is the process for sampling the event more than specific to a person. The
process of theoretical sampling believes that if differences in persons exist, the
meaning will be different (Birks et al., 2006). The researcher could conduct
theoretical sampling by checking the development of the categories, filling out
categories and the properties, and decision making as to what is the data that needs to
be connected next, and who is the next appropriated sample until theoretical
saturation has been reached. Saturation is reached when no new data emerges that is
relevant to particular categories and subcategories (Becker et al., 1992; Bower, 1989;
Coyne, 1997). Moreover, theoretical sampling has an effect to change the interview
questions by cutting or adding questions. The process of theoretical sampling believes
that if differences in persons exist, the meaning will be different (Birks et al., 2006).

The researcher needs to return to the participants according to the aim of study
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research until the properties of categories are defined, and the categories to be
saturated or nothing new emerges from the participants (Birks et al., 2006).

For the next participants in this study were selected by theoretically sampling.
Some inclusions criteria were added to, depending on several observation visits to the
site because the researcher got to know who were the suitable participants of the study
or who fits with the purpose of the study. Selecting further participants on the basis of
the information gathered from the early interviews. In this study, after interviewing
and analyzing the data from the first participants, the researcher found that the
characteristics of the older persons who could accept their death had inclusion criteria
more than purposive inclusion criteria. In the next step, the researcher needed to add
to the inclusion criteria depending on the data from the first participants for finding
the next participants who would meet new inclusion criteria. For example, the data
from first participants’ analysis found that the participants who had been in the stage
of death acceptance had prepared for their impending death by donating their body to
the hospital. The researcher had used this criteria to find the next the participants who
could accept death and had prepared for their death in ways such as donating their
body. In addition, based on the results from second interviews, the researcher found
that the participants who had confronted near death experiences was an important
condition that led to the participants accepting their impending death. In the next step,
the researcher needed to find the participants who had near death experiences as the
next participants. In addition, the researcher knew what data needed to be explored
and considered those who would be the next appropriate participants until no new
data emerged. In addition, with regards to the results from the first participants, the

researcher needed to constantly compare or test the hypothesis due to the participants
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who had near death experiences as to whether they had accepted their death or not.
Moreover, if the researcher had found any new data in the next participants, the
researcher would have had to return to the first participants or add some new
questions for the next participants to fulfill the aim of the study until the properties of
the categories were defined, and the categories from the participants were saturated or
nothing new emerged. The number of participants in this study cannot be determined
as it depended on the data generated and the saturation of the data until no new
information was generated from the process of data analysis and theoretical sampling
(Birks et al., 2006). For the issues Theoretical sampling in this study can show in

Appendix E.

Participant recruitments

Talking on death issue is difficult because it may be a sensitive issue for the
participants. In this study, the researcher had prepared the guideline consisted of three
steps for recruiting the participants to participate in the study. Firstly, the researcher
had approached Thai Buddhist older persons with advanced chronic organ failure who
had met the inclusion criteria from the suggestions of gatekeepers or the nurses in the
community hospitals. The nurses had suggested patients who met the inclusion
criteria to gain the participant’s diagnosis, age, religion, name, address, telephone
number and their key family member, respectively. Secondly, the researcher had
contacted the key family members to ensure that the participants could accept their
death by asking about the patient’s feelings and thoughts about death through the key
family member. The key family members confirm that the older persons could talk on

death issues or have positive emotion when they heard about death issue both death of
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others and their own death. Lastly, understanding and perception about a patient’s
own death would be reconfirmed by the researcher’s screening. In this step the
researcher confirmed the older persons about their feeling or thought on death, if the
older persons have positive thought on death or look at death as inevitable, and
prolonging death is impossible, understand that birth, aging, sickness, and death is a
natural part of life, accepting the reality of life that everyone dies (including the older
persons) and perceive him/herself as accepting his/her coming death or that his/her

death is imminent, they were recruited to be the participants in this study.

Research instruments

The instruments for collecting the data are consisted of the researcher, the
instrument for collecting demographic data, and open-ended questions for in-depth
interviews. These can be explained as follows;

The researcher was the key instrument for the investigation process in this
study of the death acceptance in Thai Buddhist older persons with advanced chronic
organ failure. The majority of the roles of the researcher was interviewer, analyzing
the data, comparing the data, memo writing, and developing theoretical sampling. In
addition, the researcher used observations, made tape recordings, and taken field notes
together. In during the data collection process the researcher had analyzed the data,
compared the data under the conditions, action, and consequences of death acceptance
with the knowledge from the literature review, between the participants, write memos
in regards to the process of death acceptance in Thai Buddhist older persons with
chronic organ failure, as well as produce research questions, and recruit participants to

fulfill the substantive theory.
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The instrument for collecting demographic data consists of age, gender,
marital status, level of education, occupational status, type of diseases and stage of
disease, time period of having been diagnosed with advanced chronic organ failure,
and type of treatments were appeared in Appendix A. In addition, an open-ended
question was developed by the researcher for in-depth interviews in the process of
death acceptance in Thai Buddhist older persons with advanced chronic organ failure

were appeared in Appendix D.

Ethical considerations

Before starting to collect the data, the researcher had approached the Ethics
Committee of the Faculty of Nursing, Prince of Songkla University, Thailand.
Afterwards, the researcher obtained ethical approval from the IRB (No.
521.1.05/2684) and received permission from the Head of the Public Health
Department of Songkhla province to approach the participants through the nurses in
community. Consent was also provided for the protection of the participants who met
all of the inclusion criteria and who were willing to join this study.

Significantly, before the participants were asked for consent and started
interviewing, they received all the information related to this study such as the
objectives of the study, and examples of the questions. The researcher concerned the
beneficence to the older persons because this study was talking about death which is a
sensitive issue for them. The researcher gave the information that if some questions
will make them uncomfortable or will have a negative effect to them, the researcher
will stop the interview, provide support for their feeling, and follow up at least one

time if the participants need. In addition, if the participants do not appreciate to join
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with the study, they can withdraw in any time of the study and will not have any
effect to their nursing service or medical treatment in the future. Finally, the
researcher ensured the confidentiality of the older persons that all information
presented was in number and informal name. All of the data were kept in confidential
and all of personal data will be destroyed after completing the analyzes of the data

process.

Data Collection Method

The data collection in the grounded theory approach needs to combine many
sources to enhance creditability including observations, in-depth interviews
transcripts of documents, diaries or written documents for social structure, and field
notes throughout the research process (Birks et al., 2006). In this study the researcher
had collected the data by a combination of various techniques that is shown as

followed;

In-depth interview

Interviews with individual participants are the most commonly used methods
for data collection in grounded study. Both unstructured and semi-structured can be
suitable in grounded study. However, semi-structured is most important in grounded
study because the key issues emerge to facilitate the development of the theory (Bluff,
2005). The duration of time for the interviews in grounded study around 1 hour can
be considerable varying to every individual participant’s health and other

circumstances. Audio-recording and transcribing are usually done between the
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interviews. The interview process requires good listening skills, and sharp observation
of the researcher (Foley & Timonen, 2015).

In this study, in- depth interview was used to discover the life journey and
death acceptance process of Thai Buddhist older persons with advanced chronic organ
failure. In the initial interview process the participants were asked by a semi-
constructed interview and all participants were asked some key open-ended questions
following the interview guide that the researcher had developed from the literature
reviews. The researcher spent time to interview and audio-record for around one hour

with concern to the readiness of participants.

Observations

Observation is a rigorous method in grounded study because it is important to
pay attention to nonverbal signs in different contexts all throughout the interview. In
addition, observation is the ability to perceive the reaction and sensitively of
participants to some research questions (Foley & Timonen, 2015). The researcher
needs to concern with the ethical issues of observations (Bluff, 2005).

In this study, observations were used to perceive the interaction between the
participants and their family members, other patients, and health care providers
especially nurses. The researcher prevented the occurrence of ethical issues by keenly
observing the reaction of the participants when talking about death knowing that death
is a sensitive issue for them. Observing the action of the participants is also useful in
explaining their reactions in terms of accepting their death like facial expressions and

gestures.
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Writing field notes and reflective thinking

Field notes are writing the researcher’s observations during the data collection
covering the aspects of context of the study, facial expressions and signs that cannot
be recorded on the tape (Bluff, 2005). Writing field notes is very important in
grounded theory. Field notes in grounded study are essential because they contain
some early analytical notes. Field note also includes more information during the
preparation from the first draft, during coding and to memo writing. It is useful
because it guides the researcher to read further literature to expand the researcher’s
ideas. Writing field note is also used to describe the interview setting and record
observations such as tone, mood, and reaction of the participants after the interview.
Field note is described as the researcher’s memory in studies (Foley & Timonen,
2015).

In this study, after each interviews the researcher had a written summary that
was transcribed from the audio-recorded, writing reflective thinking on the result of
interview, and taking field note if some of the content that are needed for further
interview. Writing the field note and reflective thinking is useful for researcher in the
initial process and when deciding for the theoretical sampling such as deciding of the
next question, need to be explored and the next participants. An example of writing

field note and reflective thinking can be seen in Appendix D.

Data Collecting Process
The data in this study was collected following these steps:

1) After approaching both the Ethics Committee of the Faculty of Nursing,
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Prince of Songkla University, Thailand, and gaining permission from the Head of the
Public Health Department of Songkhla province for approaching the participants, the
researcher recruited participants through the suggestions of the nurses in the
community hospitals to access the prospective participants who met all the inclusion
criteria and used snowball technique by relying on the inclusion criteria.

2) The researcher needed to know the background information of the illnesses
of the participants, and key family members that have close relationships with the
participants. Before the participants were informed and asked consent for the study,
the researcher applied some guidelines for approaching this difficult conversation
about death from the Help Guide's Harvard Collaboration, 2015. Initially, the
researcher needed to ensure that the participants could accept their death. Which the
researcher had assessed the competency of the participants in accepting their death
through the key family members who have a good relationship with the participants
through these questions such as ‘how are the participant’s reactions or feelings when
he/she hears about his/her death sentence’?, ‘What is the understanding of death by
the participant’?, and ‘what are the participant’s feelings on confronting the death
experience of a loved one or other older persons’?

3) After the key family members who have a good relationship with the
participant had confirmed that the participant could accept his/her death, the
researcher confirmed again the competency of the patient to accept his/her death. In
the first contact session, the researcher developed a relationship between the
researcher and the participant over time for facilitating the discussion of this sensitive
and complex topic. The researcher required to have adequate time to develop the

relationship by starting to talk about general issues until the older persons with
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advanced chronic organ failure was familiar with the researcher, and they were
comfortable to talk about issues such as how sick are you?, what do you worry
about?, how can I help?, and is there anything you want to talk about?, this might
have helped instead of asking specific questions. After that, the researcher had
reconfirmed the participant’s acceptance of their death by asking the participant about
his/her experience in confronting death such as the death of a loved one, or experience
in confronting a situation about the death of other older persons. The following
question explored what do you feel/think about it? to open the door for the patient
who was ready to talk about death. The answers of the patient could reflect that he/she
could accept his/her death or what his/her attitude was towards death. If the
participants mentioned death/looking on death was a natural part of life, death was
inevitable, and prolonging death was impossible, and birth, aging, sickness, and death
as inevitable, the researcher then decided how to proceed with a more in-depth
interview.

4) After the participants had met all of the inclusion criteria and agreed to be a
part of the study, the participants were provided with information about the purpose of
this study, the potential benefits or results to nursing practices, and informed consent
was gained form them.

5) The researcher collected the data following the interview guide. While
collecting the data the researcher performed comparative sampling data concerning
the differences of diagnoses, gender, and stage of illnesses, and compared previous
study reviews between the participants in terms of perceptions on death, perceptions
of death acceptance, strategies for death acceptance, conditions, and the consequences

of death acceptance. In addition, during the process of collecting the data and
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analyzing the data the researcher generated some questions to test some of the
hypothesis to enhance the completeness of the constructed model. At the same time
the researcher wrote memos for the operation theory and theoretical sampling in
relation to how the participants reach death acceptance through the model based on
the Buddhist way. The time for the collection of the data until the saturation of the
conceptual information was achieved meant no new codes emerged, and no new data
was produced to explain the situation further (Baker et al., 1992).

6) Between the interview processes, the researcher screened the participants’
emotions after the interviews as well as any time during and before the interviews. If
the questions led to develop the physical and emotional distress for the participants,
the researcher will stop, provided an opportunity for the older persons with advanced
chronic organ failure to withdraw from the study at any time. If the patient needed
counseling and support, the researcher provides time to follow up by telephone call
and home visit. However, the researcher has prepared the ethical guideline through
data collection process both recruitment stage and collecting data stage are shown in

figure 1 as follows;
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Access for select the participant related with the object of study
-age > 60 yrs, Dx. CHF class III or IV, CKD stage VI or ERSD, COPD having had been Characteristic of
readmittedto the hospital > 3 times /year due to exacerbation., he/she perceived that they can death acceptance
accepted their coming death, and they have competency to think and can decision by themselves.

Value/beliefs on death
- Death is inevitable, and
prolonging death is
impossible.
- Understand that birth, aging,
sickness, and death are a
natural part of life.
- Perceive his/herself as
accepting his/her coming death

Elderly (patients) or that his/her death is

- What are your feeling imminent

on confronting the death - Accepting the reality of life

experience of loves one/ that everyone can die

others persons? and how (including the patients).

about your own feeling?

- How do you think about

death in the elderly? - Direct speech of the patient

- What do you think to accept their dying.

about death from your - Elderly (patients) have some
action or preparedness for

v/, their dying.

1) Gatekeeper; by a nurse who had experienced in provide health service to the
participants and are known by participants. 1.1) to Initial screening death acceptance, 1.2) to
give information to participants and their families they can refuse by no any affect to their
treatments. 1.3) to suggest participant and their families member to researcher.

2) By researcher
Yes Snowball

3) Key family member who take care almost all the
time. (No cognitive impairment by measuring cognitive
questionnaire)

- What are the elderly feelings (patient) on confronting
the death experience of loves one or others persons.

- What is the elderly reaction when he/she hears about
death sentence?

- What is the perception on death in patients such as
speaking or anything that related to their own death?

Recruitment stage

Assess level of their vulnerability/patients’ decision making
capabilities before start recruitment

Do you think that the elderly can talk on their death?

o . No
- Obtain directly from the participants themselves. e

- Introduce herself and establish a rapport before explaining detail of research Yes No

- Give the details of a research project, they will expect to do, duration of study,
type of questions, and the potential benefits and risks causing of distress, the way Obtain Informed \l/
to reduce burden, the benefits to future patients in consent from. consent and Not

- Inform he or she can withdraw at any time and no any affect to their treatments < consider privacy recruit
- Inform all data would be identified, confidential, stored in accordance with the and confidentiality
university’s guidelines. of participants

v

- Train the skill of the researcher by conducting pilot interviews Interview process
- Build relationship and establish a rapport

- Interview at home of participant/preferred place

- Avoid end of life word in interview questions

- Be flexible to time frame used (elderly feel comfortable)

- Be aware potential of the phyvsical and emotional distressed

Re-informed consent
Do participants develop the physical and emotional distressed? Give the options to withdraw

- Skip, move to discuss of life issues at level they felt comfortable
- Stop the interviewing if necessary and provide support
- find the support or counseling services if needed.

Provide timely to follow up by telephone and home visit at least once End of interviews sections

Figure 1 Collecting process covered recruitments stage, the data collecting stage,

and ethical guideline
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Data Analysis

The demographic data consists of age, gender, marital status, education level,
occupational status, type of diagnosis, time period of diagnosis, and type of treatments
by using descriptive statistics such as mean and percentage. The data from the
interviews were analyzed following the three steps coding procedure of Strauss and
Corbin (1998); open coding, axial coding and selective coding are outlined as follows;

Firstly, open coding is the first phase of the analysis of the data that is
breaking the raw data into units of meaning. This phase is trying to develop an in vivo
code to the concrete description by labeling the single word, and decoding line-by-
line the data to describe the essence of the experience. However, concrete descriptions
may overlap and thus need to be modified and deleted in the process of data analysis
(Birks et al., 2006). In this step, the researcher split the raw data into units of meaning
that were concerned with the objectives of the study and research questions that
occurred every time during data collection. After splitting the raw data into units of
meaning, the researcher looked at the conditions of unit meaning, the actions, and the
consequence of death acceptance in Thai Buddhist older persons with advanced
chronic organ failure.

Secondly, axial coding is reforming the data from open coding into categories.
A category is classified as a concept through the process of constant comparative
method that is controlled by the theoretical sampling (Devadas, Silong, & Ismail,
2011). The constant comparative method is specifically used in the axial coding
analysis stage. Constant comparative is comparing the units of data for comparing the
incidents applicable to each category, integrating the categories, delimiting the theory,

and writing the theory. Constant comparative has the objective for comparing codes



76

or substantive theory with others such as similarities and differences between
participants, and between previous literatures reviews (Coyne, 1997). This stage is
comparing the data with the data, case with case, event with event, and code with
code for understanding the variables in the study. Constant comparative is based on
6C paradigm model such as context, cause of some actions, consequences, conditions,
covariance, and contingents (Strauss & Corbin, 1998). Importantly, the constant
comparative of data continues until the theory is fully developed or the theory has
sufficient detail and it can be explained (Baker et al., 1992; Birks et al.,
2006).Therefore, this phase is used to identify the conditions, actions, or interactions,
and the consequences to guide the properties in grouping the categories and the
relationships between the categories (Birks et al., 2006). After performing the
constant comparative this can lead to flexibility and open-ended questions may
change (Baker et al., 1992).

In this phase the researcher applied axial code to the categories by concerning
the interrelationship of all the categories. Connections are made between the
categories and the subcategories which involved putting the data together, leading the
categories to the core phenomena or core categories. The researcher had concerns
with the core phenomena that need to consist of causal conditions (what factors
caused the core phenomena), strategies (actions taken in response to the core
phenomena), contextual or intervening conditions (broad and specific situational
factors that influence the strategies), and consequences (outcomes from using
strategies). In addition, while categories are classified, the hypotheses must be
verified at the same time through the constant comparatives process or seeking the

similarities and differences in meaning between the participants and previous
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literature reviews. Therefore, during the process of data analysis and data collecting,
researcher had compared the similarities and differences of conditions, actions, and
consequences of death acceptance between the participants, and between previous
literature reviews by constant comparative similarities and differences of antecedence
to thoughts on death, the attributes of death acceptance, conditions that influence the
death acceptance, and the consequence of death acceptance in Thai Buddhist older
persons with advanced chronic organ failure. Moreover, the researcher had compared
the process in death acceptance in the differences between the contexts of diseases
such CHF, ESRD, and COPD, the stage of disease, the context of treatments, gender
both males and females, age range or level of ages, and interactions between family
members/doctors/nurses. For example, from the pilot preliminary study it was found
that the participants needed hospitalization from worsening progressions of their
disease and this was an antecedence to recognizing on death in the first being the
older persons in the preliminary study. The researcher needed to compare what is an
antecedence to recognizing on death for the other participants to cover CHF and
COPD older persons. For the issues constant comparative in this study can show in
Appendix E.

Importantly, theoretical sensitivity is important for successful development of
substantive theories. Theoretical sensitivity refers to the competency of the
researchers to have insight into the meaning of the data, understand and to separate
both relevant and irrelevant data. The source of theoretical sensitivity of Straussian
grounded theory comes from professional experience, personal experience, literature
reviews and the analysis process (Annells, 1997). The literature should be reviewed

because it can enhance the process of analysis, enhance theoretical sensitivity, direct
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theoretical sampling, and comparison the concept (Strauss & Corbin, 1998). Although
prior knowledge and experiences are useful for the sensitivity of the researcher to
develop the theory, this needs to be done without preconceived concepts into the data
analysis process. In this study the researcher started with literature review and had
used some conditions from literature reviewed to make constant comparative with the
process of death acceptance in Thai Buddhist older persons with advanced chronic
organ failure such as literature reviews found that no one need to concern in positive
condition that could contribute the older persons to accept their death. The researcher
had tested the hypothesis by comparing these issues from the participants in this
study.

Finally, selective coding developed the conceptual model into the theory.
Selecting coding is the process that links all categories and sub-categories to the core
category. In this phase the researcher integrated the core categories, identifying the
relationship or overreaching of a category, and the ability to explain the propositional
statements or hypothesis relationships between the categories. (Strauss & Corbin,
1998). Straussian mentioned that selecting coding is to be done since this generates
the core categories. In addition, memos writing coded notes, and theoretical notes or
operational notes during the research process were important issues in this stage.
Memos are formed or integrated throughout the structure of the diagram in the
process of selective coding (Birks et al., 2006). The researcher needs to write memos
as it is a crucial method in theory development and occurs throughout the process of
data collection and analysis. Memo writing is the direction for emerging theoretical
construction from the researcher’s thinking by exploring provisional hypotheses from

coding, categories, and the relationship of the categories. While integrating the model,
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the researcher needs to be concerned with frequent occurrence, good connections to
other categories, existing literature or other data, and filling in the categories for
completeness. For the method open coding, axial coding, selective coding and memos
writing were appeared in Appendix D.

It is most important to validate the result of grounded theory. Validating the
relationship between a core category and other categories that require further
refinement and development will also be carried out by the researcher. The result of
grounded theory is a substantive theory that consists of concepts that are related to
others and can be explained by the relationship of those concepts. The result of
grounded theory approach must be to present the quality and the credibility of the
data, must be well integrated, easy to understand, relevant to the empirical world, and
can explain the process of the phenomenon of the study. Theory must be fit, grab, and
work. By fit means as the categories are generated that is indicated by the data or is
fitted with the area. Theory is general and easy to understand for the application to the
substantive area. Grab means the data must be relevant to the participant’s group and
to the practice groups. Lastly, work means the theory should explain what is
happening, predict, and interpret the outcome (Beker et al., 1992). Strauss and Corbin,
(1990) use many techniques to cover validity, reliability, credibility, and plausibility
and the value of theory, adequacy or research process, and the empirical grounding of
the research process (Devadas, Silong, & Ismail, 2011). Constant comparative in the
verification of Strauss will occur in any stage of the research process. Some ideas or
hypotheses generated will be dropped if their importance fails to appear in the data

(Hearth & Cowley, 2004).
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Establishment of Trustworthiness

In qualitative research, errors can occur from the process of data collection
and analysis. Therefore, the rigors of research process are important to reflect the
quality of the research study. The trustworthiness is important in evaluating the
worthiness of the research study. Especially, grounded theory is constructed theory
from the data so the researcher needs to design the way to increase the rigor of study
by establishing and following the strategies of credibility, transferability,
dependability and conformability of Lincoln and Guba (1985). Which the criteria of

these strategies can be explained as follows:

Credibility

Credibility refers to the confidence that the researcher can present the truth of
the findings of the study and is confident that the information is sufficiently accurate
or correct (Sikolia, Biros, Mason, & Weiser, 2013). Credibility in qualitative research
can compare the internal validity in quantitative research. There are several

techniques to enhance credibility that are explained as follows:

Prolonged engagemen

Prolonged engagement refers to period of time spent with the
informant to enhance the research findings through intimate familiarity and increased
rapport. The true data of qualitative research relies on the closeness of the relationship
between the researcher and the informants (Morrow, 2005). Informants will become

accustomed to the researcher which can lead to the discovery of hidden facts,
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misinformation and the repetition of some questions to confirm the information

through numerous interviews and observation periods (Bitsch, 2005).

Triangulation

Triangulation refers to the use of multiple techniques for collecting
data to minimize distortion from single data sources or a biased researcher. In
addition, triangulation can be generated through three methods 2.1) triangulation of
data methods or getting data from a combine many sources such as observations, in-
depth interviews, transcripts of documents, and field notes throughout the research
process (Sikolia, Biros, Mason, & Weiser, 2013), 2.2) triangulation of data source by
relying on a variety of times such as time of day, week, and seasons, variety of
persons, age, gender, and variety of settings. Using triangulation of data sources
because of the belief that differences of environments or natural situations can affect
the perception of participants and results, theoretical triangulation means ideas from
various theories are considered when interpreting the data, and 2.3) investigator
triangulation means using a research team or more than one person to investigate the

data (Bitsch, 2005).

Member checking

Member checking refers to continually testing the researcher's data
with the informants between collecting the data and the final check for ensuring that
the researcher has accurately translated the informant’s viewpoint into the data.

Selecting the terminal member check needs to be concerned with ethical aspects such
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as the participant must be conscious of the information because it may trouble them

(Bitsch, 2005; Sikolia et al., 2013).

Peer debriefing or peer checking

Peer checking refers to using a panel of experts who have had
experience with those issues or the researcher’s colleagues to discuss the research
process, the findings, and to check the categories that are constructed. Therefore, the
availability of the informant’s verbatim or transcripts of interview accounts are
helpful for examiners to assess the interpretations from direct quotes (Morrow, 2005).
For others such as the interviewing process, the credibility can be enhanced by the
process of reframing questions, repetition of questions, and expansion of questions on
different occasions. Structural coherence is the consistency between the data and its
interpretation or it integrates the research report into a logical or holistic picture
(Bitsch, 2005; Sikolia et al., 2013).

The credibility in this study is when the researcher enhanced the correctness of
the findings to the phenomena under study through prolonged engagement,
triangulation, peer review, and member checking techniques. Before the initial
interview process the researcher tried to gain more understanding about methodology
and analyzing data through the preliminary study were appeared in Appendix D. The
research established the trust in patient throughout starting with general perception in
their illnesses before asking about death acceptance. For triangulation the researcher
used a triangulation of data methods for collecting data such as observations, in-depth
interviews, taking field notes, reflective thinking, and memos writing. Lastly, both

during the interview and after analyzing the data, all of the results were checked by
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some participants by re-interviewing in some part for prevent mistake information,

enhance understanding, and confirm interpretation.

Transferability

Transferability refers to findings that can be applied to other contexts and
settings that are not relevant to qualitative study because a unique phenomenon is
being described. The results are general in relation to other contexts, situations, and
populations. The findings fit into other contexts that are determined by the degree of
similarity or goodness of fit between the two contexts. Therefore, enhancing the
transferability in the original by thick description mean that the researcher needs to
present sufficient descriptive data both information of research contexts or setting and
demographic information of participants. Moreover, transferability can be enhanced
through clear description of the research, the participant’s diverse perspective and
experiences, methodology. It is useful for the reader in comparative studies and
decisions for application to other contexts (Bitsch, 2005; Morrow, 2005 Sikolia et al.,
2013). Transferability in this study, the researcher explained characteristics of sixteen
participants through the inclusion criteria such as varies stage of illnesses, variety of
diagnosed, varieties both males and females. In addition, in the result researcher tried
to present the context of study through explanation about demographic information of
participants in the study. It is useful reader decision to apply the result to others group

or similar setting.



84

Dependability

The dependability criterion relates to the consistency of findings across time,
researcher, and analysis technique (Sikolia et al, 2013). Between methods such as the
focus group and individual interviews. Therefore, exact data gathering, analysis, and
interpretation must be described. In regards to the techniques for enhancing
dependability, there are many methods such as peer researchers (stepwise replication
by two researchers between student and major advisor), code-recode procedure by
repeat code after a distance of at least two weeks, and triangulation between method
and experts. Audit trial by other experts is useful for any decisions of the researcher in
the study and can enhance both the dependability and conformability of the project
(Morrow, 2005). For dependability in this study, the researcher clearly defined the
process of the research methodology. The researcher had sufficiently supported the
raw data or statements and explained clearly the categories, properties, and

relationships between the core categories.

Conformability

External audit is a major technique for establishing conformability in
qualitative study. An external auditor will consider the process of the research as well
as the product, data, findings, interpretation, and recommendations. Auditing trial
provides the necessary material for confirming research (Sikolia et al, 2013).
Therefore, the researcher needs to prepare six categories recoded for auditor
reconstruction and analysis product (thematic categories, interpretation, inference),
cover raw data (field notes or audio recordings), data reduction and analysis

production (condensed notes), process notes (data procedure, design strategies,
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trustworthiness notes), materials related to intentions (study proposal and field notes),
and instrument development information (pilot forms, survey format, schedules). In
addition, the auditing process uses a team of researchers familiar with qualitative
methods rather than single researchers, triangulation of multiple methods, data
sources, and theoretical perspectives (Shenton, 2004). In regards to confirmability in
this study, the researcher kept all documents or original data for the auditor (advisor)
such as pilot data, raw data, and verbatim transcript for confirmability. Enhancing

trustworthiness was applied in this study can be show in the table 2:

Table 2 Trustworthiness was applied in this study

Trustworthiness Strategies Methods applied in the study
Creditability Prolonged o Establishing trust, intimate familiarity, and
engagement increased rapport throughout starting with

general perception of their illnesses about 30-45

minutes before asking about accepting death.

Triangulation of Using a variety of triangulation methods for
data sources collecting data such as observations, in-depth
interviews, reflective thinking, and taking field

notes.

Peer debriefing

Using the major and co-advisors check on the
research process and check preliminary findings

and interpretations against the raw data.

e Using a panel of experts (major advisor and co-
advisor) to discuss the research process, the
findings, and to check the categories that were
constructed between the collecting and analyzing

the data process.
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Trustworthiness Strategies Methods applied in the study
Member e Confirming all of the results by the participants
checking both during the interview and after analyzing the
data.

e Re-interviewing in some parts to check for any
mistakes in the information, enhance
understanding, and confirm interpretation.

Transferability  Thick e Trying to describe the methodology,
descriptions interpretation of results and demographics of

participants through all details of inclusion
criteria such as various stages of illnesses,
diagnoses, ages, and gender both males and

females.

Trying to present the context, and setting of the

study in the results of study.

Dependability Audit Trails .

Supporting sufficiently the raw data or
statements and explanations clear for the
categories, properties, and relationships between

core categories for auditing.

Code-recode e Repeating and rewriting the sub-categories,
procedure categories, and concepts until the results could
explain the phenomena by researcher and major
advisor, and co-advisors.
Confirmability  Audit trial e Keeping all documents or original data such as

pilot data, raw data, and transcript verbatim for
auditing by major advisors and co-advisors.

Trying to mention the reasonable for selecting
the theoretical, methodological, and analytical

choices throughout the entire study.
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CHAPTER 4

FINDINGS AND DISCUSSIONS

The objective of this study was to discover the process of death acceptance
and constructed the ontology of death acceptance components among Thai Buddhist

older persons with advanced chronic organ failure. The study attempts to answer the

main research question using the grounded theory of Strauss and Corbin (1998). This
chapter presents all of the results covering the characteristics of Thai Buddhist older
persons with advanced chronic organ failure, the processes used among the Thai
Buddhist older persons in confronting overcoming fears and accepting associated with
their death. In addition, the acceptance of death among Thai Buddhist older persons
with advanced chronic organ failure also covers the conditions, action or interactions
and the consequences. This chapter includes explanations and discussion about the
relationship between the core-categories, categories, sub-categories and the concept of

death acceptance in Thai Buddhist older persons with advanced chronic organ failure.

Characteristics of the Participants

The participants in this study were sixteen Thai Buddhist older persons with
advanced chronic organ failure consisting of nine males and seven females. Their
ages ranged from 60 to 81 years old. The mean age was 63.56 years old. Most of the
participants had an educational level at elementary school level. Eight participants
were married, six participants were widows, and two participants were divorced.

Eight participants were diagnosed with end stage renal disease (ESRD), five
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participants were diagnosed with congestive heart failure (CHF) with functional class
III/IV, and three participants were diagnosed with chronic obstructive pulmonary
disease (COPD). Eight participants had been diagnosed from ten to twenty years, six
of them less than five years, and two persons had been diagnosed for more than
twenty years. The average length of time having been diagnosed was 11.81 years. The
most common type of treatments are medications, hemodialysis (H/D), and
continuous ambulatory peritoneal dialysis (CAPD), respectively. The demographic

characteristics of the participants are shown in table 3.

Table 3 Demographic characteristics of the participants (N=16)

Characteristics Frequency
Gender
Male 9
Female 7
Age
60-65 yrs. 9
66-70 yrs. 3
71-80 yrs. 1
81+ yrs. 3

Education level
Elementary school 10
Secondary school 1

High school 5
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Characteristics Frequency
Relationship
Married 10
Widow 4
Divorced 2
Diagnosis
CHF 5
COPD 3
ESRD 8
Length of time diagnosed
<5 yrs. 5
5- 9 yrs. 3
10-20 yrs. 6
>20 yrs. 2
Type of treatments
CAPD 1
H/D 7
Medications 8

The details of the demographic background of each participants are explained

in the following;

Participant 1
Reon is 73 years old. He graduated from high school. He was a retired

government officer. His status was married. He has been diagnosed with COPD for
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over 30 years.When he was about 50 years old, he began to realize that death was
common and he saw himself as an old man because he started thinking about his old

issues when his children graduated and started to their careers. About 6-7 years ago, he

experienced severe symptoms of asthma and he could not breathe. After his admission
to a hospital, his stay caused him to think about death and dying. Although he will

die, he was not worried about his children who he would leave behind. Because all of
his children had their own roles and responsibilities to continue on with. Some of his
children were already married He travelled and experienced many places and talked

with religious leaders such as the monk until he perceived that when people die, they

become useless like a piece of decayed wood. About 4-5 years before his retirement,

he decided to donate his body to the hospital because he believe this would be a

good thing.

In addition, because he lived near a temple he often experienced death due to
the number of funerals held there. It was a factor that helped him to overcome his fear
of dying. Living so near the temple always helped him to see the real life cycle of
people from birth to death. He believes in Buddhism and he understands about death
and that being born, being old, sickness, and death are common things for people. In
addition, he always and often speaks and repeats this to his grandchildren because he
would like them to understand that death is normal. If someone passes away, they can

have regret but don't cry.
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Participant 2

To is 62 years old. His status was married. He graduated from high school. He
was a government retiree. He had two children, one girl and one boy. He had been
diagnosed with ESRD about 15 years ago. The first time when the doctor told him
that he had end stage of renal disease, he could not believe it and he refused treatment
because he did not understand about it. It was not until he got worse that accepted
hemodialysis treatment. At the time he could not accept his illness, and he thought
that the information he given was not necessary. He believes that reading about his
condition is important as it makes it easier for him to understand and believe his
doctor as well as accept his condition. When the doctor told him that if he stayed like
this without treatment he would not live for more than 6 months. He felt disheartened
because he believed that he would certainly die within the next 6 months. He decided
to go on hemodialysis because he could not die because he is the head of the family.
Between receiving treatments, encouraging words from his nurses motivated him to
keep continuing on with his treatment. Both his wife and his children give him the
spirit and will to keep living. Society and socializing in the community is important as
it allows us to release tension. Friends encourage him to be strong and to keep going
on.

After being on hemodialysis for about 8 years, he experienced heart
arrhythmia symptoms. It made him think about death again. But the feelings and the
thoughts about death were less intense the second time. His fear of death decreased
because sleeping in the hemodialysis room makes him often see other older persons
die. In addition, he believes in rebirth and this decreases his level of fear in regards to

death and dying. From his experience of reading and reciting the Dhamma, his
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religious beliefs, and religious practice, he does not have a fear of death anymore. He
thinks that everyone has to confront death. It would make him free from worries. The
first when he heard about death, death is cause of the suffering for him. Sometimes,
he thinks death can be compared to a needle because death is our relief from the

suffering.

Participant 3
Jaruk is 67 years old. He graduated from primary school. His status was

married. He was a tuk-tuk driver. He has 3 daughters. The oldest one is 41 years old,
she is a teacher. The middle one is 40 years old, she is working in the media field, and
the youngest is 38 years old, and she works in Bangkok. Nobody has their own family.
He was diagnosed with heart failure when he was 50 years old. He had treatment in

PSU Hospital. He has experienced unconsciousness twice (in 2011, 2016) because he
had forgotten to take his medicine, and his symptoms were severe enough that he

nearly died. The first time this happened, he got up at midnight and he could not
breathe, and there was discomfort in his chest. The second time was when he was
asleep one night and he became unconscious. If no one had found him and sent him to
hospital, he would have died. He began to think about death in 2011 because at that
time he wanted to die. He had been unconscious for around 12 nights. He thought that
when the body stops working, we die. He looks at death as a natural thing from the

experience of seeing. He had an idea that when people died or passed away it was like

dead timber and ashes which are useless. According to his near death experience,
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sometimes his children are afraid for him. But he thinks that we cannnot teach others
about death and dying as this depends on their thinking and their learning.
He always jokes around with his wife and his children. He thinks that talking

about death and preparing for death is not a curse. He doesn't think that it is a curse
and there is nothing wrong about this preparation. He thinks that the acceptance of
death is not to be afraid of death. He looks at everything as a part of nature, it will die,
like trees, banana trees after they produce the banana fruit will die. An old man is like
a banana tree, when it gets older, it has to die. He thinks that the important thing,

which makes him think that death is natural, depends on his perception and

experience of his learning. Having directly experienced it, he thinks that there is no
need to study as he can practice by self-studying from experience. This makes him
have the ideas. He thinks that if his children haven't finished their degrees yet, he

thinks that he can solve this the problem by preparing for them. He thinks that this
preparation and creative ideas can help him be ready for an uncertain future more than

others. He thinks that fear of death causes mental health problems. If mental health is
a problem, the physical health of such a person will be problematic as well. This is
because the two things are linked together. If we live without fear of death, we will
live with no stress. Finally, we can feel comfortable, and it will have a good impact on

the physical body.
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Participant 4

Paw is 65 years old. She graduated from primary school. She is a vegetable

grower and pig farmer. She is a widow because her husband died while her daughter

was studying in primary school. She has five children, 4 males and 1 female. She has
been diagnosed with HT, and diabetes for over 20 years. She has had these diseases
since her youngest daughter was just 3 years old. Now, her daughter is 30 years old.
After her daughter graduated about 10 years ago, she was diagnosed with ESRD. The
doctor told her that if she does not go through dialysis treatment, she will die. At that

time, she didn’t think about death. She postponed receiving hemodialysis from the

doctor for about 3-5 years. She was wondering about dialysis, there was a nurse who

told her that she needed to sell all the properties she has because she needs to pay for

dialysis treatment which costs several thousand baht per week. So, she decided not to
receive dialysis treatment. At that time, she was stressful for a long time. Then one
day, she needed to be admitted to the hospital because she had severe symptoms. She

was very tired, couldn't eat, was drooling, and nausea had and vomiting until nothing

was coming out. Experiencing these severe symptoms made her wonder whether she

would die and that this was the end for her. She finally underwent dialysis. Now, she

has had dialysis treatment for about 5 years.
When her daughter was still single, she felt stressful. All of her children are

already married and have settled down. Although, she will die at this time, she can die
because she has nothing to be concerned about. She thinks that dialysis treatment will

help her as well as prevent her symptoms from becoming worse as well as stabilize
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them. It helps her to live for her children. She would like to see them around. From
the beginning to now, she is better reassured about death. The length of time can help
her see things more clearly and this has led to her modifying her perception and
understanding. She admitted that when she thinks about her death now that she feels
comfortable, happy, and is not worried. She reads Dhamma books when she has free
time. In talking about death, she still feels okay, she is not be stressed about it because
she understands that all people must die. In addition, she wishes to die without
suffering. Now, she was diagnosed with heart disease and needs to take heart

medicine. She did not fear about her death because she thinks that it is a normal.

Participant 5

Nuan is 60 years old. She has a primary school education level (grade 4). Her
status was widow because her husband passed away 5 years ago. She lives with her
two daughters, who now have their own families. She started having dizzy symptoms
and hypertension 6 years ago. She was diagnosed with ESRD (End Stage Renal
Disease) about 4 years ago, in 2013. After being told of the diagnosis, the doctor told
her that she needed to have a shunt. When the doctor told her that for the first time,
she was in the end stage of renal disease. She did not panic, and she not confused or
stressed. She thought that other people had been diagnosed with ESRD. She knew
people could be well and then suddenly die. She never felt terrified about death
because she has had the experience of taking care of a close person until he died.
Confrontation with the death of her husband made her think about her own death. She
thinks that taking care of him could help her to accept her own death more easily. She

thinks that all people must confront death.
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Currently, she goes on hemodialysis every Monday and Thursday. She expects
that it is temporary treatment. She already knows that this disease cannot be cured.
Treatment is only to support her symptoms. If she was not on hemodialysis at this
time, she would have already died. She thinks death is natural. She accepted her own
death after her children grew up. At the beginning, she couldn't accept it because her
children were very young; they have had no pillars in their lives, and they were
studying. When she was young, her thoughts about death were different. She didn’t
want to die because her children were not grown up yet. She was concerned about her
children. Now, her children already have their own families. All of them are well.
They have good jobs and high salaries. So they can move on. She can die any time
because she isn't worried about it. Now she has no worries, and no stress. She believes
in Buddhism and follows the Buddhist doctrine. She believes that if she does a lot of
merit making during this year, when she has her next life she will not get this disease

again. Now she can sleep well, and she is not worried.

Participant 6

Supa is 66 years old, and she studied in a primary school. Her status was

divorced. She has two daughters. The oldest one was 46 years old, and the younger

one was 44 years old. Both of them are already married. She worked in a textile

factory and she lived alone. She was diagnosed with a hyperthyroid disease when her

old age was more than 20 years old. She had CHF after she had a hyperthyroid disease
when she was nearly 30 years old. After surgery, she had both low immunity and low

blood calcium. She had experienced syncope and had been unconscious twice (7-8
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years ago, and 3 years ago) because she did not take her medications. After 4-5 years

after the surgery on her thyroid, she was involved in a car accident which resulted in a
ruptured bladder as well as bleeding, and she was unconscious for about 4 days. At
that time, she thought that if she died, her mind would be still dark because her eldest

child was 7 years old and the younger one was 5 years old. She did not want to die
because she was more concerned about her children. She could not walk after the
accident. Everything she had needed to be sold.She prayed that if she could walk
again, she will be ordained. After that 1 year, she could walk so she decided to be
ordained to be a nun. She has been a nun since she was 33 years old. Overall, she has
been a nun for 29 years. Her children are her heart. She had worried that if she died,
how would my children live. They were just 6 and 7 years old. She has been in many
various bad situations, but this is okay and she has accepted the death.

Although she has been ordained for about 29 years, her dharma practice did
not develop because she still living with past issues. However, nowadays she feels
better and has been able to release the things that have happened in her life in only the

last 2-3 years. Now, talking about death does not affect her. Religion is like the bright

side, it helps her to see the light and to find a new world and to see the truth of the

problem. Nothing is obscuring this and this makes her see everything clearer. She can
see the truth and can accept the reality of many things. She is not afraid to die. She is
ready to die. She already has prepared for her death. In 1986 she donated her body

because she thinks that she has no knowledge, no education, and her life is nothing.
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She has only her body, donating her body is the last bit of good merit that she can do.

She decided to donate her body to the hospital as this will be helpful to others. Since
she has no one who is concerned about her, it becomes an important factor for her to

decide to donate her body. She could accept death before studying religion. However,

religion only helps her to understand clearer.

Participant 7

Wang is a driver, and 81 years old. He graduated from primary school. His
status is married and he has five children. Now, he lives with his youngest daughters.
He was diagnosed with chronic obstructive pulmonary disease about 19 years ago.
When he was 79 years old, he had to go the emergency room because he had dyspnea
and unconscious symptoms. He thinks these were his most severe symptoms. At that
time, he reassured himself that all people need to confront being born, then getting
old, then sick and then dying. Even the Buddha and the King of Thailand are dead, it
makes him acknowledge that he must certainly die too. Religion teaches us to accept
death after demonstrating to us that to be born, then to get old, then to get sick, and
die are things we cannot escape from. There are the religious teachings about the
impermanence of things is wisdom. The impermanence is our body, but the
permanence is death.

Between the time when he had been diagnosed with the disease and nowadays
he has been able to accept death more today than in the past because of often being
confronted with difficult symptoms to deal with, he has become more familiar with it
so he can accept more easily the perspective of his own death. In addition, going to

the funeral of a friend, it makes him think that he cannot escape from death. He
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started thinking about death when he was hospitalized for the first time. He was 72
years old. When he had a physical checkup it was found that he had many diseases. It
made him start thinking about death and it made it easier for him to accept his own
death. He mentioned that people who can accept death are people who do not fear
death and death acceptance is admitting the right thing, and it is the acceptance of

natural things. Acceptance of death has a good moral effect of being with no worries.

Participant 8

Pra is 65-year-old. He graduated from primary school. He had two children
who are already working and are married. He lost his wife about 5 years before he
was ordained. He has been ordained as a monk for 8 years. He was diagnosed with
CHF 10 years ago. It started with chest pain symptoms, and lipidemia. 5 years after he
was diagnosed with heart disease, he was diagnosed with COPD. His health got
worse, with dyspnea, and from there he needed to be in hospital. At that time, he
thought that he would not survive because he couldn’t breathe.

By going to so many funerals, he started to have more and more thoughts on
his own death. Death is normal. It is just a step in a cycle. All animals in the world
die. All forms of life in the world must die even the trees. Now, he does not fear his
own death. And he accepts death and that death must happen to him sooner or later.
Even the Buddha did not escape from death. In addition, because of the principles of
Anicca (impermanence), Dukkha (unsatisfactory) and Anatta (not self) he is not
attached to anything. It helps him to see the truth in reality, and that death is the truth

of everyone; do not suffer with it.
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Now, he prepares to die by talking with his children, he tells them that they
need to eagerly work because he will not be with them forever. He always talks with
them. He expects that they will be prepared when he passes away. He had planned to
donate his body to the Songkla hospital but the hospital did not accept his offer and
suggested that he donate to the hospital near his hometown. He thought that the
donation of his body would be of benefit for others and of merit for him. He
mentioned that the acceptance of death is contemplating the truth or the reality of life,
the truth of birth, and suffering, and death, which are the parts of life. Death
acceptance is letting go about death or not being worried about death, it makes him

feel peaceful, and he doesn't worry about it.

Participant 9

Somchai is 62 years old. He graduated at primary school level. He has two
children who are already married and working. He was diagnosed with ERSD about
14 years ago. He is a truck driver. His illness started with HT. At that time the doctor
said that his illness was severe and that 5 years or less he would need to start dialysis.
On the first day of having hemodialysis, he walked back because he was afraid.
However, he saw a girl older persons who was not afraid, so he had to be brave. He
had hemodialysis 3 times a week.

Between being with illnesses, he has experienced near death three times.
Every time he was admitted to the hospital he had intense thoughts on death, he was
afraid of death. He doesn't want to die at this point in time, he wants to live. He would
like to see his children be successful, and have confidence on their work. Now, all of

his children are married, but he still would like to be around to see his grand-children
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growing up. Now, he reassures himself about death. He mentioned that sometimes,
fear of death is useful, it makes him take better care of himself.

Now, he acknowledges that he can die whenever because he has seen so many
friends who were diagnosed the same illness as him who have passed away. He tries
to reassure himself about my own death since everyone needs to confront it at the end.
Even the King of Thailand has to die. He understands that at some point all people
must die. He has faith in Buddhism. He knows that all people have to die. The
religion helps him to understand the natural cycle of life: it talks about being born,
growing old, getting sick and dying. Talking about death, he feels apathy (no facial
expression of any sadness while talking about death). Now that he has had dialysis
for about 5 years, he is less afraid of death than at the beginning. Hemodialysis has
become more and more familiar in the long run. Also he has confronted severe

situations many times, so he feels nothing.

Participant 10

Jang is 81 years old. She graduated at primary school level. She was a widow
because her husband died from asthmatic attack. She was diagnosed with HT when
she was nearly 50 years old. She needs to take medicine all the time. In the past, she
did not think of her death because she had only concerned in her worked that she was
a farmer. When she was 69 years old, she had nausea and vomiting, was always dizzy,
and had fatigue until she could not do anything. This was like a shock for her. The
doctors told her that she had renal failure. She doesn’t worry about her children
because of they are already grown. If her children were not grown up, she would think

about death differently because she would be concerned about her child having food
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to eat, and money for bills. She got sick after all of her children had graduated and
were working, and they already had their own properties. So she is not afraid to die,
and it is easy for her to accept her death. When her own children were very little, if
she heard other children talking about death, she would complain and ask why they
talked about this because at that time, she would like to grow up and get a job.

She has received hemodialysis for about 12 years. She feels strong, but all the
time she still thinks about her death and that to die is to die. Especially when she is
suffering, has extreme fatigue, cannot eat, and is very weak, this makes it easier for
her to accept her death. The pain from the marks of needle injections causes her to
accept her death as an escape from her suffering. She talked with her children about
12 years ago about death. She always speaks to her children, until her children
complain that she only talks about death. Since, she has been diagnosed with ERSD,
she always jokes often, and is preparing for her funeral with her children.

The acceptance of death is being not afraid of death, despite whatever
happens. The acceptance of death is admitting death (Thum-jai), and accepting the
truth that death will certainly happen, no one can escape from death. The acceptance
of death brings her comfort, she can sleep better, and she is not stressed. When she
heard her friends talking about death, she could talk about it all day with them.
Making merit is a good thing as it provides her with comfort and calmness. While she
is at the temple, her mind is so calm, and she feels without Dukka, she does not think
about her illness. Going to the temple and practicing and following the religion,
provides her with comfort. It gives her strength. Now, she wants to survive because
she wants to enjoy life and go to the temple. If she is without suffering, she wants to

continue living.
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Participant 11

Kumpet is 84 years old. She graduated from primary school. She is a widow
because her husband died from lung cancer when he was 71 years old. She was
diagnosed with HT about 20 years ago and end stage renal failure about 9 years ago.
When she was diagnosed with hypertension, she did not think about death. She
thought that taking medicine can resolve her symptoms and make her better. But the
doctor said that if she did not come to the hospital, maybe she would not survive.
When she heard the doctor say this, she was fearful of death because she was
concerned about her youngest daughter. She wishes to be with her. It was an event
that she was not prepared for her impending death.

Over about 4-5 years, she came to accept her death. Now, if she will
experiences any repeat symptoms or critical symptoms, she does not fear death.
Because she does not want to worry her daughter, all of her children already have
their own families and are working. She has seen many similar older persons like her
go through death. After her husband’s death 3 years, her mother-in-law died, and her
mother died at home. After seeing the death of others, she have become familiar with
death and does not fear death. She thinks that one day she must die. Every time when
she met the death of her friends, she does not fear death and she accepts that she must
die like this. Since she has had dialysis, she always prays. She thought that praying is
forgiveness, and believes that if she makes merit in this world, in the next world she
will not have this disease.

Now, if she must die, she is ready to die. But it is possible, she also doesn’t
want to die, she wants to see her grandchild become a doctor. She wants to see the

success of her youngest grandchild because she has always lived with her. She is
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closer to her more than her other grandchildren. Now, she is starting preparations, and
she has already collected money for her funeral. Having someone to talk about death

with her, she was still merely feeling because she already does not fear death.

Participant 12

Sit is 61 years old. His status was government retiree from teaching and he
was married. He has two children. He had heart arrhythmia 15 years ago and HT 2
years before he was diagnosed with end stage renal failure. After the doctor told him
that his kidneys were damaged, he felt stress because of his two children and that is
was one year before they would graduate. He worried that his wife could not take care
of their children if he did not survive. Then he experienced an infection in the blood
stream twice during hemodialysis. He has also been diagnosed with a coronary
disease and a stent was put in about 3 years ago. Because of repeat admissions to the
hospital, he is able to accept death more.

He had talked with his friends who have been diagnosed with the same
disease. Talking with his friends provides comfort and cheers up him. He hopes that
he may survive another 4-5 years. In the last 11 years to the present, both of his
children have already graduated. He has prepared money for them. Now, he admitted
and putted down on death. He is ready to die. This feeling just came to his mind and
he accepted it about 1 year ago. After my children graduated. He begins to prepare for
my death. Acceptance of death is let go the death and ready to go. Although, he has
anything need to concern, cannot hold on to these things. Acceptance of death is let
go the things that it is not ours. He would like to die as like a sleeping. For other

things, he had prepared only one in my mind. He wishes to write in the document to
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their family for do not prolong life his life. About one year, he has idea to donate my

body to the hospital.

Participant 13

Tew was 66 years old. She graduated in high school. She was a retile electrical
government. Her status got married. She has one daughters. At the end of 2016, she
had diagnosed with HT, DM, and CHF. She had donated her body to the hospital
because she thinks about 5 years ago. At that time her children have their working,
and already got married. She does not worry that how she being after she die away.
But if her daughter still did not graduate and did not married, she had more worry
because she being alone no brothers.

After she had retired she went to pray. In the script has the lesson of
speculating about the body of people. The detail of script talking about born, older,
sickness, and dies. After she had performed praying about one year, makes her
understand about life. She thinks about my deaths that one day she need to face death.
She does not afraid of death. She wishes to die with a calm, and not agitated. She
already told her daughter and I already prepared some reminder for using in her
funeral. Her preparing because she doesn’t want to worry before she will die. If she
doesn't prepare anything, she worries that my daughter doesn’t know where anything
is. She thinks that people behind will difficult to manage. She thought that preparing
is doing do not miscalculate because we don't know that when whatever will be
happened.

Death based on her idea is the thing she already defined that we were losing

our Kamma. Life after our death, we must go to wherever in new worlds will depend
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on the shit with karma. Nobody can live forever. She thinks that she goes to the
temple every day until she died. It is the charitable support and can take us go to good
place. Be compassionate to who died away. It makes us have not attached everything
and more comfortable at all. Sometimes make me concentrate on acoustic prayer until
to forget my illness because her mind cannot be distracted.

Religion helps her apply to practice and see the truth of life. The religion
taught her be being with conscious, and mental calm. Acceptance of death is
accepting the destiny that acting before (Boon and Kamma). Acceptance of death is
put down about born, older, sickness, and dies, that one day we must confront this
point, and we don't have to worry. She familiar and put down about death. Talking

about death is not makes her feel stress or worry, she still merely.

Participant 14

Changnoi was 65 years old. He graduated in primary school. He was radio
sound controner in the temple. He had diagnosed with DM, HT and CHF about 4
years. He was window because his wife dies away about 10 years ago from renal
failure. He usually has syncope, in this years he had syncope total 12 times. He had
experienced intubated endotracheal tube, and was helped by CPR from unconscious.
He could remember that it is severe suffering. He had experienced being in the
temple, it makes him to see the death situation of people and all kinds of animals.
From seeing that everything must be eliminated. Listening, seeing, and reading a lot
of the Buddhism since he was a child. The experience makes him occur learning and
absorbing before. In addition, confronting with the death situation of close person

such as losing of his parents, and his wife makes him understand that born, old, sick,
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and death are common things for people. He always thought that one day the death
will come to him.

Buddhist teaching need to understand about death. If only seeing or knowing,
it is not shallow. He usually has conscious, do not be distracted, and don't be anxious
whatever will be happened. He mentioned that being with mindfulness, not being with
anxious makes me not distract, being not worry and be being with confidence. He can
Thum-jai on their own death. It makes him being life a normal, no worries, can sleep,
being no anxious, and comfortable. He feels good while someone has talking about
death with him because he thinks that everyone is not interested in death. He thinks
that if people come to think of death, people will die at the right time. Now, he can
accept death and does not fear on their own death. However, he wants to live longer

because he wishes to look at grandchild grow up and successful of his children.

Participant 15

Charon is 60 years old. She graduated in primary school. He was housewife.
Her status got married and she has three children. She never worries about my
children because all of my children already graduated and already had worked. She
doesn't worry about my death because she already prepare everything for them. She
thought that all of my children can survive. She diagnosed with DM about 22 years
ago. When she perceived that she had diagnosed with diabetes, she thought that it is
normal. Because it is a genetic, his parents and his sister had diagnosed with disease.
She was diagnosed with ESRD in 3 years ago (2014), When the doctor told her that
she got ESRD, she thought that it is the rule of Kamma. About 15 days before she had

shocked from sepsis, she had the severe symptom, chill, and semi-unconscious.
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According to she had diagnosed with more illnesses, she thinks that our body
is uncertain. We can come, and we can pass way. Someone died since they were a
baby. In addition, having experience of confronting with my parent's death, neighbor,
and other older persons, it makes her easy to accept my death. Seeing people more
confronted with death, make her see the truth of life. All people were born to die, it is
natural. Everyone must die, but do not know that what is the date of their die. She
thought that born, older, sickness, and dies easily to happen. She need to accept it
because we cannot define anything. She could accept at that time because others
people are hundreds of people that need to hemodialysis. In her mind thought that
even the highest of Thailand still die, he could not buy his life. Even people who got
rich must die, she like the little ants that had not competency to buy exceptional
medicine.

She already prepared the money for her funeral because she knows that all
people need to die. She often talking both the children and her husband that where is
the money for my funeral after she die away. Every time when she had mind
discomfort, she will practice meditation and sometimes she prays. It makes her can
put down. She has not thought a lot, and make me comforting. In addition, she
believes that hearing the sound of prayer, it a good way to dies with peaceful, and not
agitation before her death. She does not want to CPR, and tracheostomy tube because
she wants to pass away with peaceful, and without suffering. She frequently talking
about death together because everyone can accept it. Having someone to talk about
death, she thinks it is natural. Talking about death in her home will happen every day.
All of my children ready to talk about death. Including, she always talks about death

with her husband, let's talk about how to manage the funeral if someone died before.
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She thinks that it is natural, and it is preparing. However, she thinks to receive
treatment until it die with her. Hemodialysis helps to support her symptom. She tries
to better take care her selves for still being with my grandchildren. She usually
making merit about 10 years, when she got illnesses not more often than the past.

After her doing this, it makes her mind comfortable and like us receive blessing.

Participant 16

Preecha is 64 years old. He graduated at high school level. He was an
electrical government officer. His status is married and there are two children from
the marriage. Both of them have already graduated and are working. But if they had
not graduated, he would be stressed, it certainly caused him stress because he needed
to earn more money and to send to them for their study. He was diagnosed with
hypertension when he was 19 years old. When he was working, he had dyspnea
symptoms. He went for a checkup, and he was diagnosed with congestive heart failure
with MR about 6 years ago. Before he retired about 5 years, he was diagnosed with
diabetes, he thinks that it is normal because his parents got this disease together. He
retired in 2013 when he was 56 years old. After his known diagnosis he was not
shocked because he had already prepared his mind in that the machines deteriorate
after a long time of use like the human body - it's normal. When he had both
hypertension, and diabetes mellitus. He already knows that heart disease will follow.
It is generally common because everyone knows about this.

His house is near a temple and he has often experienced attending funerals at
the temple. He had experienced seeing his parent die over 20 years ago, and his sister

died 2 years ago, it made him think that all people have to pass away. His colleague
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who he had studied with and was very close to died. After seeing a lot of people die,
he realized that he can't escape from being born, getting older, experiencing sickness,
and death. His beliefs about death of people depend on karma. If people act well, they
will die well, if people acting badly, people will die badly. In addition, being of an
older age helps him to accept his death more as well as his experience of seeing many
deathful situations. When he was younger, he only thought about his work and his
children. He never thought about his death. The thought of death immediately came
when he got severely sick. But diabetes and hypertension are common diseases and a
majority of people suffer with these diseases. Acceptance of death is understanding
and accepting the reality of life and admitting that all people are born, get older, suffer
sickness, and then die. When the people arrive at the end of life, all people need to
die. The acceptance of death is being without attachment to death, or an

understanding about birth, aging, sickness, and death.

The death acceptance journey in Thai Buddhist older persons with advanced
chronic organ failure

The results show that the journey of death acceptance in Thai Buddhist older
persons with advanced chronic organ failure consist of four categories: 1) negotiating
of their own death, 2) neutralizing fear of death, 3) affirming impending death, and 4)

transcending of death acceptance.

“Negotiating of their own death” was identified as the initial category of the
journey to death acceptance in Thai Buddhist older persons with advanced chronic

organ failure. This category consisted of 3 sub-categories,; recognizing their own
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death but not ready to die; taking actions to maintain health; hoping for a longer life.
This category reflected that when the participants encountered the life threatening
situations as informed by their medical doctors that their disease reached the end stage
and was not reversible. In addition, they experienced life threatening situations with
worsening symptoms such as weight loss, feeling very tired and suffering fatigue, not
being able to eat, nausea and severe vomiting, and facing near death experiences. All
these situations made the participants aware of their own death and they had
recognized their life time was limited.

This situation led them to feel fear of their own death because they were not
ready to die. Most of them stated that they were not ready to let go life because most
of participants were more concerned that if they died, who would take care of their
families and their children as they were concerned about their family. Actions, they
tried to maintain their health as much as possible because they hoped to live as long as
possible. The participants took action to maintain their health by adhering to medical
treatments as long as possible, modifying health behaviors or trying to do everything
to get better, learning more about their illnesses by searching for health information
and reading books regarding how to manage their illnesses because they believed
these actions could help to maintain their life so they could be with their families as
long as possible. In addition, seeking emotional support and spirit support from others

were important in supporting them and cheering them on to live life longer.

“Neutralizing the fear of death” was the realization that death is inevitable.
This category consisted of 3 sub-categories; realizing that death is inevitable, “Thum-

jai”: reflecting on their own death, and accepting the truth of life and death. In
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conjunction with living with their disease, the participants had confronted various
difficult symptoms to deal with as well as experienced seeing death scenes of others.
The health of the participants gradually deteriorated due to the progression of their
disease and getting older. They repeatedly faced life-threatening situations from time
to time and were hospitalized due to acute exacerbated symptoms and some
participants had repeated experiences of near death. These conditions led the
participants to realize that their time was relatively short and that death was
inevitable, therefore, the participants could more acceptance of their own death. These
experiences desensitized and lessened their fear of death and they became aware that
their life was getting closer to the end and death was evitable. The participants in this
category tried to ‘Thum-jai’ to anticipate death by reflecting on the death of other
persons such as the significant persons in their families, the highest leader in the
country/ in their religion, even the child, and other older persons who had similar
diseases. Having experienced exposure to a death situation helped the participants
‘Thum-jai’. After the participants had tried to ‘Thum-jai’ on their death from seeing
the situation of the deaths of others and from reflecting on their own death in different
ways. It desensitized their fear of death and they were more able to accept the truth of
life and death. Having confronted the situation of the deaths of others helped the
participants to become more accepting of their own death, as well as reducing their
fear of death and becoming more accepting of the truth of life compared to when the

participants were first diagnosed.
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“Affirming impending death” was the transitional category between trying
to ‘Thum-jai’ and accepting their impending death. This category consists of 3 sub-
categories: mobilizing Buddhist faith, engaging in religious practices, and accepting
their own death. After the participants had realized that death was inescapable for
them, they now had meaning on their death through mobilizing religious resources
from their previous experiences of the Buddhist teachings. Understanding the law of
nature and Buddhist truths drove the participants to engage in religious teachings and
practices in daily living until they had a clear picture of their impending death and
accepted their death. In this category, the participants had to mobilize their Buddhist
faith to make sense of their life and death situation. Three main Buddhist teachings
were usually mentioned by the participants which had beneficial effects on their
understanding about death and dying. These three teachings consisted of the principle
of natural law (birth, aging, sickness, and death which are normal for human life), the
concept of anatta which helped the participants to see that death was certain, and the
principle of rebirth and the law of karma in that the participants believed that if they
performed good acts, they will receive good things in return, but if they performed
bad acts, they will then receive bad things later. The belief in rebirth and the law of
karma could decrease their fear of death. The Buddhist teachings helped the
participants to understand life and death.

The participants, however, stated that reflecting on learning about death was
not enough to enhance their understanding of their death. Considering or
contemplating was an important step for gaining understanding clearly about death.
After the participants had an understanding on the law of nature and the Buddhist

truths, the participants engaged in religious practices such as merit making, mediation,
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chanting or praying which they performed in their daily practice. The participants
mentioned that the benefit of these activities aimed not only to gain insight on death
and dying, but also to calm and comfort their minds. The application of the
participants’ understanding on death into their daily practice was not only an
important process for clearly understanding their impending death but also for
accepting their own death as the consequence of this category.

After the participants engaged in religious practices, they gained insight into
the truth of life and death and had a clearer picture of their own death. Engaging in
religious practices and contemplating Buddhist teachings led to a true understanding
of the truth of life and acceptance of the reality of death. Death acceptance was the
consequence of mobilizing religious beliefs and engaging in religious practices
consisting of understanding the truth of life “Thum-jai’ that one day the death will
come, living with no fear of death, and letting go of their death/ let it go with the

death.

“Transcending of death acceptance” was the final process in the journey of
death acceptance. This category consists of 4 sub-categories covering; having
mindfulness and being in a peaceful state of mind, preparing a peaceful death covered
preparing self (Making a treatment plan to die peacefully), and others (Talking over
death issues with family members?) and managing business tasks, funeral and death
rituals), and living-well and dying-well. In this category the participants focused their
mind on the present moment which was having mindfulness. Under the condition of

being in a peaceful state of mind, the participants had prepared or managed living and
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dying in the end stage of life in order to have a peaceful death. This was two
processes: 1) preparing self and 2) preparing others.

Preparing self is a process of managing the participants’ living and dying. The
participants had prepared their self by two actions - making merit and making a
treatment plan to die peacefully. Regarding Buddhism beliefs on collecting good-
Kamma or Boon in the present for the next life or next category, the participants
desired to do good things before passing. Doing good things were reflected in the
practices of helping and donating. The donation of the participants’ dead body organs
was viewed as a last making of merit in the present life for themselves as they would
like to do something that is useful for others before they die. In regards to making a
treatment plan to die peacefully, even though the participants accepted their death,
they were still fearful of dying with suffering. They perceived that getting some
treatment and extending life by receiving aggressive treatments such as treatments
that included many needle punctures, intubating an endotracheal tube, putting in a
stent, CPR (Cardio Pulmonary Resuscitation), having their body hooked up to
medical machines and dying from an accident caused them suffering. At the end of
life, they wished to die without suffering, like going to sleep. This condition led to the
idea of making a plan to die without aggressive treatments. They had informed a
family members about the treatments in the end-of-life stage that they wished not to
extend their lives by any aggressive treatments. Some participants had the idea of not
prolonging life when their symptoms got worse by writing a living will and informing
their family to let them die without prolonging their life.

Preparing others, according to the wish to die without burdening family

members, the participants had prepared others by often talking about death issues to
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their family members, and managing business tasks and their funeral and death rituals.
The participants had been talking about their death with their family because they
wished their family members to familiar with their death situation. This could prepare
the family members to accept the loss. The participants always joked about their death
with children because they hoped to see them can accept and prepare their mind to
confronting with his death happening. After the participants died away, they hoped
that their family members would be strong being by themselves and not mourn. In
addition, the participants had managed business tasks, their funeral and death rituals
aimed to reduce their family’s burden due to their death. The participants had
prepared many things such as number of rituals, money for their rituals, and some
extra money. They thought that preparing in advance was not wrong, it was not only
being with readiness but also without putting any burden on their families after they
passed away. In addition, preparing could settle their mind and reduce their worrying
especially about their children.

Transcending of death acceptance has the consequences of the participants’
preparing themselves and others contributed to their living-well and dying-well or the
quality of living and dying at the end stage of life. The participants were living-well
by they could be living with harmonious body and mind, had a purpose in life, and a
desire to continuous living while being ready to die any moment. Participants
perceived that body-mind were connected. Being in positive felling could affect to
physical functions such as sleeping and eating well. If he had the positive emotion
from death in term of be happy, feel comfortable, no worries, no stress, not anxious,
and not afraid, the physical would be in healthy in term of being able to eat and sleep

well. In addition, living with purpose and desiring to continuous living was also a sign
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of living-well. The participants engaged more activities that made them be in
happiness. They still had hope to see growing up of grandchild and successful of their
children. Finally, participants in this category could result in dying-well which can be
inferred as being ready to die at any moment and being able to communicate about
death as normal and not auspicious. The participants had positive emotion when they
heard on death issues and they were interesting in communication on death. After the
participants could accept their death, they did not fear and worry on their own death.
They were ready to die in this moment. The details of each categories are described in

the figure 2 as following;
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Category 1: Negotiating of their own death

Recognizing their own
death but not ready to die

Encountered the life
threatening situation

- Informed by their medical
doctors their disease reached
the end stage and was not
reversible.

- Experienced life threatening
situation with worsening
symptoms.

- Facing near death
experience

- More concerning both their
children and their families.

Taking Action to maintain
their health

- Adhering the medical
treatments

- Trying to do everything to
get better

- Modifying health behaviors

- Learning more about their
illnesses

- Leaning from fiends who had
similar diseases.

- Searching for health

information and reading books.
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Consequence

Hope for
longer live

Negotiating of their own death was identified as the initial of death acceptance

process. This category consisted of 3 sub-categories; recognizing their own death but

not ready to die; taking actions to maintain health; hoping for longer life. It reflected

that when participants encountered the life threatening situations where they had

recognized their life time became limited. This situation led them to feel fear of their

own death. Participants did not accept the truth that they were going to die soon. Most

of them stated that they were not ready to let go life because there were many things

in their life wait for them to accomplish. They were concerned about their family.

Consequently, they had action attempted to do their best to maintain their health well

with the hope to live longer.
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Conditions

Recognizing their life time is limited but not ready

Participants have been sick with chronic conditions for several years. As the
disease progressed, they were informed by their medical doctors that their disease
reached the end stage and was not reversible. Apart from that, they experienced with
life threatening situations with worsening symptoms from time to time. Some
participants reported their near death experiences. All these conditions made them
aware of their own death. Their life time became relatively short and limited. It can

show as followed;

Informing by medical doctors that their illness reached the end stage
and was not reversible

Kumpet (P11) recalled her experiences when being informed by her
doctor that she was in terminal stage of kidney disease and the current medications
could not cure. She had to receive renal replacement therapy. It was the first time that

she recognized her own death and that her life time was limited. She stated that;

“The doctor told me that I needed urgent hemodialysis. He said that I
had a very severe renal failure that even medicines cannot help and
cure it. At that time, I thought of my own death and feared for my life.
I never thought about death before. When I was diagnosed with
hypertension, I did not think about death. But with this diagnosis, 1 feel
my life was threatened. The doctor said that if I came to the hospital

late, I would not stand a chance to survive.” (P11)
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Similarly to Sit (P12) who instantly thought that he could not live longer when

he was told by the doctor that his disease could not be cured. He described that;

“When the doctor told me that my kidney did not function, I knew that
renal disease could be not cured. At that time, I was shocked for a
while. I felt stress and fear because I thought I could not live longer. I

felt nervous” (P12)

Experiencing life threatening situation with worsening symptoms

In addition, participant with Chronic Obstructive Pulmonary Disease
(COPD) and Congestive Heart Failure (CHF) experienced worsening distressful
symptoms such as very tired and fatigue. They couldn't eat although they want to eat.
Some participants suffered from nausea and severe vomiting. They had loss their
weight and too tired to do things. These participants perceived that they had severe
symptoms. The participants thought that if theses symptom could not have relieved, it
can be the cause of death for them.

Roen (P1) shared his experiences of acute exacerbation from asthmatic
attack. Due to the severity of symptoms, he was hospitalized. This situation led him to

recognize his own death. He said;

“I had been diagnosed with chronic lung disease for 30 years. That was

about 6-7 years ago, I did not take any bronchodilators for a month, so,
I developed severe symptoms of asthma. I could not breathe. My son
took me to the hospital to receive oxygen therapy. At that time, I
thought about death. To me, those who were hospitalized was about

50/50 chance to life and death. So I thought if I was hospitalized, it
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would mean that my health become worsen... meaning that I have

more chance to die” (P1)

Facing near death experience
Another illness situation that triggered some participants to recognize
their own death was when facing near death experience. Due to serious illness,
participants developed unconscious and stopped breathing.
Pra (P8) mentioned that admission to the hospital due to worsening of
symptom such as short of breathing led him to think about the possible death. He

thought that if he could not breathe, he could not survive. He said;

“When I was diagnosed with congestive heart failure, it started with
chest pain symptoms and I had high fat in my blood. I got a heart
disease and was diagnosed with chronic lung disease five years ago. It
went worse, with dyspnea, which made me go to the hospital from time
to time. At that time, I thought that I would not survive because I

couldn’t breathe.” (P8)

More concerning both their children and their families

Experiencing life threatening situations led participants to know that
their life was to the end. Fear of their own death was commonly reported by
participants. However, they did not prepare to face that end yet. Most of participants
had more concerned that if they died, who will be take care for their families and their
children because they were head of the family. The participants were afraid that their

children might not be able to complete their studies. It can show as followed;
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To (P2) accepted that he was fear of death and not ready to die because he
was the head of the family. He afraid that if he died, his family’s member could not

go on living, especially their children could not the chance to study. He states that;

“At that time, I was still working. I felt stressed and feared because I
thought that I could not live any longer. I felt stress because of my two
children were studying and did not graduate yet. I was a breadwinner
of the family. I was worried that my wife alone cannot support my
children. An income from rubber plantation was not enough to support
our children to complete their studies. I felt stress that if I died, they
would not graduate, and they would have no future. I didn’t want to die

at that time” (P2)

Similarly, Supa (P6) said that when she had near death experience, she was
not ready to die. She felt afraid of death because she was very concerned about her
children. She was concerned that if she died at that time, her children could not live.
She stated that;

“At that time, I was afraid that I would die and I did not want to die
yet because 1 was very concerned about my children. They are my
heart. I had been worried how my children could live if I died,. They
were just 6 and 7 years old” (P6.)

Similarity with P2, he decided to continuous hemodialysis because he could
not die. The treatments could help them both get better and prolong their life as long

as possible. He perceived that he was a head of his families. He states that;
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“After I knew I would probably live not longer than 6 months. I
decided to have a hemodialysis because I couldn't afford to die. I have

a responsibility. I am a head of family” (P2)

Actions

Taking actions to maintain health

Fear of death and not ready to die motivated participants to take actions to
extend their lifetimes and delay death. The participants took action to maintain their
health by adhering to medical treatments as long as possible, modifying health
behaviors or trying to do everything to get better, learning more about their illnesses
by searching for health information and reading books regarding how to manage their
illnesses They tried to maintain their health as much as possible because they hoped to

live as long as possible as followed;

Adhering to medical treatment
Participants understood that if they had withdrawn their treatments,
they would have die. The participant decided to continue their treatment because it
could help them for get better and enhance their live longer.
Like a P14, even he known that the treatments could not cured his disease, he
still continuous his treatments. In addition, he tried to do everything for being with his

disease because he hopes to survive. He states that;
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“I think that if I have an illness, I need to be cured. I think everyone
needs a treatment that could cure their illnesses and recovers from

their illnesses. I tried to do everything to cure my illness.” (P14)

Like a P11, she already knows that her treatments could not cure her disease.
However, she still has received her treatments as long as possible because she
believed that getting her treatments could prevent both relapse of symptom and severe

of symptoms. She states that;

“I knew that it (my disease) cannot be cured but I always go for the
hemodialysis because it prevents me from having worsening
symptoms. The doctor already told me since the start that it could not

be cured.” (P11)

Similarity with a P3, he states that although he known that the treatments
could not cure his disease, he still had gotten his treatments. He known that if he had

stooped treatment, he will die as soon as. He states that;

“I don’t think whether it could be cured or not. What I know is that if [
got sick, I should take medicines. If I stopped taking them for only two
days, I would die.” (P3)

Like a PS5, she perceived that whenever she had stopped to receive her

treatments, she will suddenly die. She states that;

“Currently, I go on hemodialysis every Monday and Thursday. I hope

that it is temporary treatment. I already know that this disease cannot
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be cured. Treatment is only to alleviate my symptom. If I was not on

hemodialysis at that time, I would have died already.” (P5)

Trying to do everything to get better
Participants had tried to do everything that would help them live
longer. The participants perceived that complying to treatments together with

modified their behaviors was important keys for their longer life.

Modifying health behaviors

Like a P2, He mentioned that he need to do something to make
him strong. He believes that if he was healthy, he would have live longer. He states
that;

“I believed that someone who is weak will die, while the stronger one
will survive. I thought that I had to do everything to make me strong. I
started walking and then running. Anything that helps make me strong,
I doitall.” (P2)

Like P9, he thought that being in feared state, it is important factor that

contribute him to take better care himself. He states that;

“I think that complying with the treatments and strictly following the
medical professional’s suggestion will help me to survive. Sometimes,

fear of death is useful, it makes me take better care of myself.” (P9)

Similarity with P15, she mentioned that she tried to take care herself because

she would like to live life longer for see her grandchild growing up. She states that;
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“I try to take care myself well. I want to see my grandchildren grow

up.” (P15)

Learning more about their illnesses

The participants had learning about their illnesses and their treatment
from their primary doctor and nurses and other older persons who had same diseases.
They also searched health information and read books regarding how to manage their

illness.

Leaning from fiends who had similar diseases

A P4 described that she had learned about ESRD and its
treatments from friends who had the same disease. The participants mentioned that
having the chance to talk with older persons with ESRD made her decide to receive
the renal replacement therapy, CAPD. This treatment was her hope to live longer and

well. It can show as followed;

“My neighbors both male and female also had end-stage kidney

disease. Initially, they refused dialysis treatment. They said that they
preferred to die, but finally they turned to the dialysis treatment. They
visited me and advised me to receive dialysis. They said if I didn’t
accept this treatments, I would go west. I also saw my sister-in-law
who was also diagnosed with the end-stage kidney disease. She has
been doing well with dialysis for a long time. She looks just like a

healthy person. I then decided to receive treatment.” (P4)
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Searching for health information and reading books

In addition, some participants, particularly older persons with
ESRD had searched health information regarding medical treatments. This health
information helps them make a decision on their treatments. They would like to live
as long as possible. A P2, He mentioned that information from his reading could

confirm the information that he got from the healthcare provider. He states that;

“I looked for books related to my diseases to read. I have learned a lot
from reading. Since starting receiving dialysis, 1 read many books
about my illness, reading about every medication that I take, drug
names, and side effects. Firstly, I could not follow what the doctors
and nurses told or explained to me. I thought that the information was
too complicated and not important. ...I think reading is important
because it is easier to understand and helps me understand what the
doctor said to me previously. It has helped me accept my health

conditions.” (P2)

Consequence

Hope for living longer

Stories of hope for living longer were frequently told by participants. It was
the main reason to make decisions to receive treatments which one they refused.
Participants also modified their life style in order to restore their health as they felt
fear of death and not ready to die. They wish to continue their life for being with their

families as long as possible.
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Like P4, she tried to go to continuing receive hemodialysis because she hoped
that the hemodialysis could be maintaining her life. She hopes to survive each year

because she would like to be with her children. She states that;

“I was getting confident no matter how long I can live. I decided to do
continuous abdominal peritoneal dialysis. I think that it will help me
prevent and relieve my symptoms. I try to go for dialysis as it can give

me a better life for another year. It makes me live with my children. I

would like to see them around. Now, I have had dialysis treatment for

about 5 years.” (P5)”

Like a P15, she hopes to live longer for looking her grandchild. She mentioned

that she still continuous her treatment and tried to do everything to her getting better.

“I came to hemodialysis 3 days a week. I think I will receive treatment
until the disease die with me. I try to take better care of myself to still

live. I hoped to live longer to look after my grandchild” (P15)

Similarity with P12, he mentioned that exchanging experience with older
persons who had similar disease could lead him to know that he could not die in
years. Knowing that he did not die as soon, it could support his mind comfortable
because he did not ready and afraid to die. In addition, talking with friends could

support and cheer up him. He states that;

“I had a chance to talk with those who had the same disease as me.
They have been on dialysis for several years. Some said that they can

survive 5 years, the others can survive about 7 years. After I heard
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from them, I hope that I too can live longer for another 4-5 years. I feel

happy.” (P12)

Category 2: Neutralizing fear of death

Realizing that death is
inevitable

- Repeating experienced life
threatening symptoms and near
death experiences.
- Getting older and their health
became deteriorated due to the
progression of their disease(s)
- Confronting with experienced
seeing death sense of others

both their family members and
friends who had similar
disease.

Thum-jai: Reflecting on
their own death

- Even the king/Buddha
of Thailand still died

- Even person who being

well still die.
- Even children still die

;

Consequence

Accept the truth
of life and death

Neutralizing fear of death, this category reflected times when participants got

older and their health became deteriorated due to the progression of their disease(s).

They experienced life-threatening situations and had been hospitalized several times.

These conditions led them to realize that their time is relatively short and death is

inevitable. Participants tried to Thum-jai to anticipated death by reflecting on the

death of others person. Having experience to expose with death situation both death of

friends with similar disease and of their relatives or significant persons help

participants Thum-jai, reduce the fear of their own death and accept the truth of life.
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Condition

Realizing that death is inevitable

Although participants have attempted to stay healthy and keep restoring their
health as well as possible, their health gradually deteriorated due to the progression of
their disease and older age. They repeatedly life-threatening situations from time to
time and were hospitalized due to the acute exacerbate symptoms. Some participants
experienced near death experiences. These experiences desensitized and lessen their
fear of death and became aware that their life was getting closer to the end and death

was evitable.

Repeating experienced life threatening symptoms and near death
experiences

Like the P2 and P12, they mentioned that between they living with
their disease from 8 to 12 years, they had been confronted with repeated life
threatening symptom until they had repeating both admit to the hospital and need the
emergency room. Having experiences of both life-threatening and being hospitalized

for several times reduced the feeling fear of death.

“After being on hemodialysis for about 8 years, I have had heart
arrhythmia symptom. When I knew that I had heart arrhythmia, it
made me think about death again. I often experienced of being sent to
emergency room with heart arrhythmia symptom. The feelings when I
knew I was in the end stage of renal disease and when I was diagnosed
with heart-arrhythmias were similar. But the feelings fear of death

were less intense at the second time” (P2)
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Another participant with .....also shared his experiences.

“Then I had infection in the blood stream during hemodialysis twice. |

thought that I would certainly die.” (P12)

Similarity with P7, and P6, they mentioned that they could more accept their
death than the first diagnosed. They mentioned that being with their disease could
lead them to confronting with many various difficult symptoms to deal with. It could
lead him both more familiar and more easily accept his own death. It can show as

follow;

“Being often confronted with difficult exacerbating symptoms made

me more familiar with and accepting of my own death. (P7)

“As I have encountered with various bad health situations, these

situations make me okay and accept the death” (P6)

Getting older
Furthermore, getting older led participant’s idea of getting closer to the
end of their lives. To them, older age was associated with experience of physical
deterioration.
Like a P3 and a P2, they perceived that life of human like a life of plants. It

can show as follow;

“In my opinion, old people will die. The elders are like banana

trees...when it grows older, it will die. Like all human being, if their
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physical body stop functioning, people will finally die. Even our soul
cannot hold our body to survive because the body is not real anymore.
Our life can still belong as long as the body still function. If the body
can still work properly, our life still keeps being. If our body stop

working, we will die” (P3.)

“I think that an old man is more ready to die because his body
gradually deteriorates. Older age makes me think of death without

being afraid of it” (P2)

Similarity with P7, He thought that getting older could lead him to be in

illness stage due to the body decline and could not hold functioning. He explained;

“When we are 40 or 50 years old, we must deal with illnesses. I grow
older, my body function is declining. I was 60 years old when I was
diagnosed with chronic lung disease. At that time, I was well. I didn’t
suffer from any illness, so I was still able to take care of myself. Now I
am 70 years old and my deteriorated condition makes me think my

own death. The body of older people will break sooner or later.” (P7)

Confronting with experienced seeing death sense of others

Not only their own experiences of being in life-threatening situation,
but also witnessing death scenes of other persons such as relatives or older persons
with same diseases brought participants to be familiar with the death and dying
situation. This made them reduce level of fearing on death realize that the death will

be happened to them sooner or later.
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Experienced to confront death of family’s member

Like a P11 and a P14, they mentioned that whenever they had
experienced to confront death of family’s member such as their husband, their
housewife, their sister or brother, their parents, and grandparents, these situations of
death will lead them to recognize that one day the death will come to them like this.
Every time the participants had confronting with death situation is always made the
participant saw the real life that all people need to confronting with death include
them. It made the participant both had more familiar and had more easy to accept their

death. It can show as follow;

“My husband died from lung cancer when he was 71 years old. Three
years later, my mother-in-law died. I thought about my death too.
When my mother got sick, I took her to live with me. After that, my
mother died at home. Seeing the death of others makes me familiar
with the death and did not fear death. I think that one day I will die
too.” (P11)

“Every time I saw another person dying like grandparents, I always
think about my death. When my father died, and my wife died, I
thought that at the end of my life, I will be like this.” (P14)

Death of others older persons who had similar diseases

In addition, some participants stated that seeing death of others
older persons who had similar diseases and joining the funerals of others person
reminded them that one day they would face with their death. The participants

perceived that they could not escape from their own death.
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Like a P2 and P12, they mentioned that when they had having often seeing
situation death of others led them more easy to accept and decrease the level fear on

their death. If can show as follow;

“My fear of death decreased because in a hemodialysis room, I often

see other older persons die” (P2.)

“Almost 10 years that my health got better. This made me think that I
could have a longer life. Later, I saw a friend who underwent
hemodialysis like myself died. From this experience, I think that death
just came close to me. Seeing someone die makes me think that one
day, it must be ours. Seeing a death of a friend makes me accept my

death easier.” (P12)

In the same way a P8, he mentioned that often seeing people died away from

joining the funerals, it made him thought on his death every time. It can show as

followed;
“I went to many funerals. I saw many people pass away. Going to so
many funerals, I started to have more and more thoughts on my own
death.” (P8)
Action

Thum-jai: Reflecting on their own death
After the participants had experienced witnessing the death situation of others,
the participants had been trying to Thum-jai to accept their own death. The strategies

to Thum-jai included reflecting on the death of others such as the significant persons.
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These reflections made the participants accept their inevitably death and live without

fearing on their death.

Even the king of Thailand and Buddha of Thailand
Like a P15, she perceived that even the king of Thailand who had the
chance to buy exceptional medicine and to be cured himself. It was differences from

her who is not rich which she need to confront with death only. It can show as follow;

“In my mind thought that even the highest of Thailand still die, he
could not buy his life. When he walked, all people in Thailand will see
him. He still got illnesses too. Even rich people die. I am like a little

ant and I cannot afford to buy expensive medicines” (P15)

Similarity with P7, he thought that even Buddha of Thailand who highest
leader in the religion still died. Therefore, he thought that all organisms need to

confront with death even he could not escape from death too. It can show as follow;

“Humans are living things. Even the Buddha died. As even the king of
Thailand is dead, it makes realize that I will definitely die, too” (P7)

Even who had been being well still die
In addition, some participants tried to make up their mind to accept the
truth of life. They reminded themselves that death can be occurred for everyone even

who had been being well.
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Like a PS5 and P4, they perceived that they had been being with end stage of
their illnesses that they having the chance to die more than people who being well. It

can show as follow;

“I was at the ending stage of renal disease. I was not panic, not
confused, and not stressed. I knew people could be well and then

suddenly died.”(P5)

“I think death is natural. Either healthy or sick people must prepare to
die.” (P4)

Similarity with a P7, seeing situation of people die even people being in sleep
stage, it could lead him had firming that death is certainly for him. While he had more

the chance to die because he had been being in illnesses stage.

“While I am getting treatments, some people may die in their sleep.
Even the people who are better than us die before us. This is because

(the time of) death is uncertain” (P7)

Even children still die
In addition, seeing death of children situation is important factor that
contribute the participants easy to Thum-jai their death. The participants thought that
they had more the chance to die than children because they were older.
Like a P10 and a P4, seeing the situation death of children were important
factor led the participants both did not suffer and did not worries on their death. They
thought that even the child still died while they were older that had more the chance to

die than children. It can show as follow;



138

“Recently, a very young child died during hemodialysis. The nurse told
me that the child already died. I think that even the kid still died. While
I get older, I do not suffer from death because I will certainly die.”

(P10)

“I had a direct experience about my grandson. He is still young but he
has also got diagnosed with end-stage kidney disease. At the hospital, I
saw many children waiting in a row for follow-up visits. It makes me
think that I was not the only person diagnosed with the disease. I get

sick when I get older. I think I am not nervous about death.”(P4)

Consequence

Accept the truth of life and death

After the participants had tried to Thum-jai on their death from seeing
situation of others death and reflecting their own death in difference ways. It
desensitized their fear of death and accept the truth of life.

A P15 and a P10, they mentioned that confronting with situation of others
death, it made them both more acceptable their own death and more decrease fear of

their own death because it made them to see the truth of life. It can show as follow;

“Seeing more people confronting with death makes me see the truth of
life. All people were born to die, it is natural. Everyone must one day

die.” (P15)

“Seeing a friend die makes me more accepting and not afraid, and not

nervous with my death” (P10)



Category 3: Affirming impending death

Mobilizing Buddhist
faith
- Anatta

- The principle of natural
law (Born, old, sick, and
death which are normal
things for human life.

- The principle of rebirth
and the law of Kamma
(cause-effect).
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Engaging in
Buddhist
practices

- Making merit

- Meditation

- Chanting

- Reading Dhama
books.

Accepting death their own
death
- Understand the truth of life/

accept the reality of life

- Reassuring (Tamjai) that
one day the death will come
- Being with not fearing
death.

- Letting go of their death/
let it go

Affirming impending death was the transitional category between trying to

Thum-jai and accepting their impending death. In this category consist of 3 sub-

categories consist of mobilizing Buddhist faith, engaging in religious practices, and

accepting their own death. After the participants had realizing, that death was

inescapable for them. They had made meaning on their death through mobilizing

religion resources from their previous experience exposing to Buddhist teaching.

Understanding on law of nature and Buddhist truths drove them to engage in religious

teaching and practices in daily living until they get a clear picture of their impending

death and accept death.




140

Conditions

Mobilizing Buddhist faith

Buddhist faith plays a key role as a condition to help participants move
forward to accepting death. Participants mobilized their faith in Buddhist teachings to
make sense of their life and death situation. Several participants stated that these
Buddhist teachings help them understand life and death.

Like a p13 and P6, both of them mentioned that they did not known about

death before until she met the religion. It could show as follows;

“Initially, I never paid attention to the Dharma. After retirement, I perform
the Buddhist chanting every day. The Buddhist prayer and script is about
considering a body of human being. The details of script teach about birth,
ageing, ailment, and death. After praying and chanting for one year, I thought
of my death and realized that one day I would face death. The Buddhist lesson

makes me understand life, and put down about life.” (P13)

“Studying about religious teaching makes me understanding about death and

understands the life.” (P6)

However, the participants reflecting that learning about death did not enough
to enhancing their understanding on their death. Considering or contemplating was an
important step for gaining understanding clearly about death. It could show as

follows;



141

“People need to consider the truth of life by studying and considering it by
themselves. Like a death, if we don't understand about our impermanent body
and we did not study, we may not accept it (death). Although we had scientific
knowledge about death, we do not accept about Anitata, Dukkata, Anattata,
and still think that death is not real. In this case, it means you still do not

understand the truth of death.” (P1)

“Buddhist teaching is about understanding about life and death. If only seeing
or knowing, it is not enough. We need to have wisdom, in order to gain insight

into the reality of dying and death” (P14)

“The religion helps me to let go of the death. I was about to die several times.
If I can let it go, it will not makes me suffer any more. Religion makes me to
see the light ...to find a new world... to see the truth of the problem, nothing
obscuring. This makes me see everything clearer. I can see the Truth and can
accept the reality of many things. The religious teachings by Buddha taught us
to know about death before we will die. When we see the death in its reality,
we will not be afraid to die. The religion taught everyone from birth to death.
Some people don't understand the religion, and never think of the death that

one day their death will come true.” (P6)

“Religion helps me to cope with death, and allows me to accept death more
easily. Religion can help a lot. The principles of Anitata, Dukkata, and Anatta
make me not holding on. They make me see the truth in reality, like a death is

the truth of everyone, do not go unbowed” (P8)

“Religion or Buddha taught me about uncertainty of our body. Everyone will
go through a cycle of birth, ageing, ailment, and death. The religion makes me

not fear of death and I can accept death easily” (P1)
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It was appeared that three main Buddhist teaching were usually mentioned by

participants.

The natural law
Participants commonly mentioned the natural law. The principle of
natural law is that born, aging, sick, and death is normal for human life. This principle

led the participants to realize that no one can escaped from death. As a P9 said,

“From my experience of Dhamma reading and reciting the Dhamma religion
belief, I have come to have no fear of death anymore. I believe in Buddha. 1
understand that at some point all people must die. I'm a Buddhist, I have faith
in Buddhism. I know that all people will die. The religion helps me to
understand the natural cycle of life, it is to say being born, growing old,

getting sick and dying” (P9.)

The principle of natural law demonstrates that death was one-step in the

natural cycle of their life. It was explained by one participant as follows;

“To be born, then old, then sick, and die is common. One day or another, all
people have to confront with death, and no one can escape from it. Even
younger and older people cannot escape from death. Humans are organisms.
The body of people will break down sooner or later. Birth, ageing, sickness,

and death are simply steps in the natural cycle of life.” (P7)
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Anatta

The concept of Anatta is another Buddhist teaching that participants
applied to make sense of their life situation. It helps them realize the uncertainty in
life. Like a P1, he mentioned that the principle of Anatta make him had seen that

death was certain. It could show as follow;

“Religion or Buddha taught me about uncertainty of our body. Everyone will
have to go through a natural life cycle of birth, ageing, illness, and death. In
religious term of Anatta, it means that birth, ageing, illness, and death are
common things for everyone. Everybody must eventually die. Because death

is natural. We should sit or sleep well because we will certainly die” (P1)

Rebirth and the law of karma

Some participants mentioned the principle of rebirth or their belief in
the next life which will depend on the law of karma. The law of karma reflects the law
of cause and effects. Participants explained that if they conduct good acts, they will
receive good things in return, but if they conduct bad acts, they will then receive bad

things later. The belief in rebirth and the law of karma decreases their fear of death.

“I believe that after death we will be born again. What will happen after
people die depends on cause and effect, good acts will receive good things,

and bad acts will receive bad things” (P7)

“I believe that after our death, we can be born again. And since we can be born
again, I am not afraid to die. In the past I believed that after death, there was

nothing. So it was the cause of my fear of death. (P2)
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Another participant shared her belief in boon - or good deeds or good karma -

and the consequences. She said that

“I thought that it is the law of Karma. Whatever will be, will be. We need to
accept it. We need to let go of everything. I can accept everything that will

happen because we cannot defy everything. We need to accept it. I thought that

if I still have boon (good karma) I will not die but if I have no boon, I will die.

Living or dying depends on Karma.” (P15)

Like a P6, she believed in the next life. She explained if they do bad things,
they will receive bad things in return. The participants believed that if they do good
things, they will be born in a good place in the next life. This is shown in the

following;

“I think that death of all creatures depends on their Kamma. If we have done
good acts or deeds, we will not suffer like this and we may go to a better
peaceful place for the next life. I believe that if I act well and spread good
karma, this karma will be accumulated or driving good force for me. If I do
not accumulate goodness or I have no good driving force or power of good
merit, Kamma will choose the way how my spirit goes during dying. Where
and how the spirit will go to the next state depends on Kamma. Boon and
Karmma that we commit will be the driving force to push our mind or our soul

to be born in a good place in next life.” (P6)
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Actions

Engaging religious practices

The firm faith in Buddha’s teachings had beneficial effects on the participants’
understanding about death and dying. It motivated the participants to engage more in
religious practices. Several religious practices or activities such as merit making,
mediation, chanting or praying were performed. These activities aimed not only to

gain insight on death and dying, but also to calm and comfort their minds.

“Buddhist teaching helps me consider what's good or bad and apply it to the
daily practice. ... The religious ritual is to learn, to understand, and leads to

daily practice.” (P1)

“I think that every religion teaches about death, like Buddhism. Buddhism
teaches us to apply knowledge from Buddha to practice.” (P15)

“Religion helps me to think about my death, makes me see the truth of life.
Religion guides my practice. When we see someone close to death, we can

guide them in the right way instead of regretting it.” (P13)

Like a P3 and P7, both of them mentioned that applying their understand on
death into daily practicing had important process for clearly understanding on their

death. It can show as followed;

‘The most important thing which makes me think that death is a nature is the
experience from my own learning. When we directly experience it, it makes
me understand. If we do not practice it, it is useless although we know a lot by

studying.” (P3)



146

“Although I had knowledge about death because I had experience leaning
about this, this knowing was still unclear because it did not occur from my real
insight. Knowing from remembering cannot much help me understand the
reality. There are various kinds of knowing - knowing from memory or
knowing what dead people look like. Knowing from the real practice will

make me clearly understand about death” (P7)

Several religious practices were performed to accumulate good deeds and to

comfort the participants’ minds.

Making merit

Merit making was a common religious practice that most of the
participants performed. They mentioned that merit making practices provided comfort
for their mind. Participants stated that it had mental effect. It settled and calmed their

minds. It could be shown as in the following;

“I believe that making merit makes us mentally comfortable.” (P3)

“I always make merit, and prepare food for the monks in the morning. I have
been making merit for about 10 years. After doing this, our mind is settled as

if we have received a blessing”. (P15)

“I always go to the temple. Going to the temple and practicing and following
the religious teachings comforts us. Gain strength. Making merit is a good
thing, it makes me feel calm and settled. After coming back from the temple, I
fall asleep easily. While I am in the temple, my mind is so settled, and the

feeling is without Dukka (suffering), I do not think about my illness” (P10)
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One participant believed that making merit could compensate for bad deeds.

“I go to the temple on weekdays. I offer food for the monks every morning. I
think that there is nothing much about human life. I think that going to the
temple and performing good acts is enough. I believe that making merit makes
me settled. I do not think too much, and I can accept this truth (about my own
death). Beside that, making merit for whoever has already passed away can
devote to the past nemesis. After I make this merit, it provides me with

comfort.” (P4)

Moreover, making merit could have an effect on their next life. For example,
P5 and P11 believed that making more merit in the present could have an influence on
their next life (rebirth). They tried to do good things because they believed that this
will have a good effect on them. They hoped that by making more merit in the present
this would help them not suffer with illnesses in next life or in their rebirth they will

not get disease like this. This is illustrated by the following;

“I respect Buddha, and I believe in Buddhism. .... I believe that if I do more
merit making during this life,....I will not get this disease again in the next life

(laugh).” (P5)

“I do more merit making, I always go to the temple for making merit. I hope
that by making merit in this world, we will not have a disease like this in the
new world, we will have comfort and not experience difficulty from my
illnesses. I believe that if I make merit in this world, in the next world I will

not have this disease.” (P11)
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Meditation

Practicing the meditation could help the participants being mindful,
living in the present, and seeing the real situation of their death. Mentally comfort was
another effect of meditation practice. Like a P15, and P6, both of them mentioned
that meditation could help them being with both mind comfort, being in the present

and seeing the real situation. It could show as follows;

“I practice the meditation since I got illnesses. Every time when I cannot sleep
and when my mind was unrest, I always practice defining my breathing. It
stops me from thinking about other matters; it stops me from getting distressed

and makes me comfortable.” (P15)

“Meditate until your mind is still, I can know the present truth and see the
actual truth wisdom. Most people just hold on with something until do not see
what the real truth is. Seeing the real with your intellect is the understanding
throughout our soul. Understanding with my wisdom enlighten me from the
inside. Knowledge and understanding were the result from wisdom. It will

hold on to us forever without learning new ones” (P6)

Chanting
Chanting was aimed at forgiveness. This could help the participants
being peaceful in mind, considering and put down on their death, and enhancing

peaceful mind in dying Category. It can show as followed;

“Every time when I feel unrest, I pray. I did not fear what will happen. It
makes me let go of things. Not a lot of things was in my mind and this makes

me peaceful” (P15)
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“I sometimes concentrate on acoustic prayer until I forget my illness because

my mind cannot be distracted” (P13)

“Since I had dialysis, I have prayed a chapter of litipiso every night. On the
day, if I have free time I always pray. I thought that it is for forgiveness”
(P11).

In addition, participants believed that listening chanting or praying would lead

to the peaceful mind and peaceful death later. As one participant shared,

“When my mother was about dying, [ went to pick up my mom from the
hospital back to home. I opened prayer by telephone to her all night. I believe
that the sound of the prayer would guide her to the good direction, not the bad
way. About 2 nights, she suddenly passed away peacefully with no
restlessness before her death. I think that she passed away peacefully, and did

not suffer. I believe that she went with a peaceful death.” (P15)

Reading Dhamma books

Reading Dharma books helps participants understand and accept more
about their own death. It expelled their fear of death away and comfort their mind.
Similarity with a P12 and P4, they stated that reading the dharma could help them
understand on their death, could put down on their death, and be in mind comfortable.

It can show as follows;

“I started reading the Dharma books since I was diagnosed with the disease. I
never read them before. Reading the Dharma books helps me let go of things.

...and If I die, I will live without worry about anything. When we learn to



150

understand the truth of life, it lead to acceptance. When we bring the

knowledge to practice, it made us know how to let go” (P12)

“I will pick up the Dhama book to read when I have time. It makes me

comfortable. I do not think too much, and I can accept this truth.” (P4)

“From the knowledge I have got by studying Buddhist religion, I know that
before people die... the Dhama words need to be recited near their ears or

listen to Dhamma talk. It can help them go to peaceful death.” (P2)

Consequence

Accepting their own death
Accepting their own death was a consequence of this phase. After the
participants engaged in religious practices, they gained insight into the truth of life

and death and get clearer picture on their own death.

Understanding the truth of life

Engaging in religious practices and contemplating Buddhist teaching
led to understand truly the truth of life and accept the reality of life. Like a P14, and
P16, both of them stated that accepting death need to understand about death that
born, older, sickness, and dies as the natural law of human life. Whenever they saw
the people birth, they could already know that they need to confront with death. It can

show as follow;
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“Death acceptance means understanding that all things rely on the rule of
natural law of birthing and passing. Just only knowing not enough to accept

death, acceptance death needs understanding” (P14)
“Death acceptance is living with not attachments with death. Someone only

knows about this, but cannot accept it. Many people only know about this but

do not put down about death.” (P16)

Similarity with a P6 mentioned that accepting death as accepting the reality of

life that all people need to confront with born, older, sickness, and dies. The

participants stated that acceptance death as accept the natural thing. It can show as

followed;

“In the past, I didn't understand about death, I felt the same as others people
that I don't want to talk about death because it is not a good thing to talk about.
Now, I can accept that death is the truth. I can accept the truth of life that this
is real. Acceptance of death is an acceptance of the reality of life. People are
born, and will die. We need to let go quickly on what is nonsense or useless.

Don't keep it like trash.” (P6)

Thum-jai that one day the death will come

In addition, accepting death is an ability to Thum-jai that one day the

death will come to them. Like a P9, and P10, both of them mentioned acceptance

death as trying to Thum-jai or reassuring that everyone need to confront with death

situation. Thum-jai is admitting that death will be happened certainly. It can show as

follow;
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“Now, I can reassure myself about death. I acknowledge that I can die
whenever because I saw so many friends who were diagnosed the same illness
who passed away. I try to reassure myself about my own death, since every

one need to confront it at the end.” (P9)

“I could reassure myself that all people need to face with being born, then old,
then sick and then dead. To be born, then old, then sick, and to die is common.
One day or another, all people have to face with death, and cannot escape from
it. Even younger and older people cannot escape from death. Death is the only

certainty we have.” (P7)

Similarity with a P10, and P11, respectively, they mentioned acceptance death

Thum-jai to accepting that death will be happened for all human. They stated that;

“Acceptance of death is Thum-jai about death that death will happen certainly,

no one cannot escape from death” (P10)

“Acceptance of death is (Thum-jai) or accepting that everyone will die” (P11)

Living with no fear of death

Moreover, accepting death is being with not fear of death. People who
could accepting their death, they will not fear whatever will be happened. Like a P7, a
P10, P3, and P8, they mentioned accepting death was being with not afraid of death.
Which people who being with not fearing of death, they can have more activity that
related to death will be happened such as driving trucking road, have dominated their

body, and not get frightened when they being lonely. They perceived that people who
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could accept death will be being with happiness and without worries about their death

that will be happed. It can show as follow;

“People who can accept death are people who do not fear death. I have seen
people who are afraid of death. When their children go away, they get
frightened. Their children need to rotate for taking care of them.” (P7)

“Acceptance of death is being with not afraid of death, and do not be afraid
whatever will happen” (P10)

“I think that the acceptance of death is not afraid of death. I am not fearful of
death, and I look at death as natural, everything is natural. I think that people
who are afraid of death are those who cannot think or have no idea. They
remind me of the people who stopped me from preparing for the funeral for

my parents” (P3)

“Now, I do not fear of my own death. And I accept death that death must

happen to me sooner or later.” (P8)

Letting go with their death/ let it go

Moreover, accepting death is let it go the death and being with ready to
die. The participants mentioned that accepting death is admitting or let go that we will
die and must to die. Let it go with the death is being with not attachments with their
own death. Like a P6, P4, and a P12, they stated that accepting death in term of let it
go was not hold on their life and every people need to confront and could not escape

from death. It can show as followed;



154

“The religion helps me to let go the death. I was about to die several times,
and experienced syncope several times. I can let it go if this situation like this

will happen again. It makes me free from suffering.” (P6)

“If I die, I can admit that one day the death will come to me. Acceptance of

death is admitting it. Admitting is to let go that we will die and must die” (P4)

“Acceptance of death is to let go the death and ready to go. Although, I have
something of concern, we cannot hold on to these things. Acceptance of death

is let go the things that it is not ours” (P12)

Similarity with two participants consist of P16, and P13, both of them
mentioned that let it go on death was non—attachments or put down that one day

people need to confront with on their death. It can show as followed;

“Acceptance of death is being with not attachments with death, or must
understand about the cycle of birth, ageing, sickness, and death. Someone only
knows about this, but cannot accept it. Many people only know about this but
do not let go of death. Like a retirement we need to let go at the beginning,
someone knew that they would retire but when that time arrived, they could

not admit it” (P16)

“Acceptance of death is letting go of birth, ageing, sickness and death, that one
day we must come to this point, we don't have to worry. If we have prepared,

it makes us free from worrying” (P13)
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Category 4: Transcending of death acceptance

Preparing a peaceful death

Living well

Havi Preparing self - Harmony stage both
aving . : : .
- Making merit (Doing good body and mind
mindfulness .
o thing before death) - Living with purpose.
and being in a . .. .
. - Making a treatment plan to - Desiring continuous
peace of mind die i .. . )
1€ 1n peace. living while being ready

Being mindful

and have peace to die any moments.

‘ Preparing others Dying well
of mind . :
- Talking over death issues - Ready to die any
within family members. moments.
- Managing business task, - Communication on
funeral and death rituals. death as normal.

Transcending of death acceptance is a major process in the journey of death
acceptance. This process consists of 4 sub-categories covering; having mindfulness
and being in a peaceful state of mind, preparing a peaceful death covered preparing
self (Making a treatment plan to die peacefully), and others (Talking over death issues
with family members) and managing business tasks, funeral and death rituals), and

living-well and dying-well.

Condition

Having mindfulness and being in a peaceful state of mind
This category is about the self-actualization and the management of living and
dying in the end stage of life in order to have a peaceful death. After the participants

realized that they could not escape from the reality of their own death and discovered
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the meanings of death and death acceptance, they transformed their mind from fear
and anxiety into a peaceful mind. The participants focused the mind with the present
moment which was being mindfulness. This stage of mind made them to have more
potential and encourage for genuine living and dying.

Like a P8, and P14, both of the participants stated that having mindfulness
could help them being without fear and worries about their own death. Having

mindfulness enhanced them have consciousness.

“...I thought that death is common because I had mindfulness. It made

me never fear about death.” (P8)

Another participant explained,

“I didn't panic, and not stress. I am usually mindful, not distracted, and
not anxious about whatever will happen. Being mindful and not being
anxious makes me not distract, and not worry. Anxiety will diminish

feelings, make me afraid and be without confidence” (P14)

Actions

Preparing a peaceful death
Under the condition of being in a peace of mind, the participants had
prepared a peaceful death which included of two processes: 1) preparing self and 2)

preparing others.
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Preparing self

Preparing self is a process of managing the participants’ living
and dying. The participants were aware their deaths happening in doubt time. Hence,
they prepared self with two actions-making merits and making treatment plan to die

peacefully.

Making merits.

Regarding Buddhism belief on collecting good-Kamma
or Boon in the present for the next life or next stage, the participants desired in doing
good things before passing. Doing good things were reflected in the practices of
helping and donating.

For example, a P6, she understood that her life was defined by Kamma that
would accumulate her next life. She wished to do good things until she died away
because she had planning her next life that if she had good action, it might result in

rebirth in good place.

“Before this, I have pursued to do good things. I believed that if [
act well, I will have good karma. This karma will be accumulated
or driving good force to me. Our soul will fall in good way after I
died. After I have a clear understanding about death, the only thing
I can do is to make only good merits. I have only my body and my
life. If I still have the value, donating my body is the last good
merit that I can do. I decided to donate my body to the hospital
which will be helpful to others” (P6)

Another example affirmed,

P13, she hoped to go to the temple until she died away. She needed to do
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something for increasing her goodness in next stage.

“I think that I go to the temple every day until I died. At the time
my friend died, a friend helped arrange her funeral. I think that I
have come the right way. If one day I die, I hope my friends will
help arrange a funeral like this. I think that we must have
connection with their temple because it is easy to contact when we

need to organize the funeral” (P13)

Donation of the participants’ dead body organ was viewed as a last merit in
the present life for themselves and the others’ lives. Some participants had decided to
donate their body to the hospitals. For example, a P1 would like to do something that
useful for others before he dies. He had been preparing for donating his body to the

hospital.

“I have travelled to many places and I like to talk with leaders of
religion such as Pra (the monk) or the leaders of other religions.
They expressed that when people died, they become useless like a
piece of decayed wooden log. After that, I always thought that if I
can do something useful, it will be good. I thought if I died, I can
donate my body for medical students to study, and become useful
for their future treatment to take care other people. I think that it is
good if we have a chance to help others like that. 4-5 years ago, I
thought that before retirement, I will donate my body to be useful
for others. Then, I decided to donate my body because I thought
and believed that this is a merit making and a good thing. In turn,

the good thing will come to me without praying for anything.” (P1)
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While a P8 having idea to dominate his body to the hospital. He concerned

about both making useful for others and doing the merit for himself.

“I thought that the donation of my body would be a benefit for
others and a merit for myself” (P8)

Making treatment plan to die peacefully.

Valuing on death without sufferings was employed in preparing
self for a peaceful death. Even though, the participants accepted their death, they were
still fear dying with suffering. They perceived that getting some treatments such as
puncturing the needle, intubating endotracheal tube, putting the stent and dying from
accident were the causes of pain for them. At the end of life, they wished to die
without suffering, like sleeping. This condition led to the idea of making plan to die
without aggressive treatments.

Like a P1 and a P10, they had been having order to family’s member about
the treatments in end-of-life stage that they wished not to extend their lives by any
aggressive treatments. They perceived that extending life by receiving aggressive
treatments such as CPR (Cardio Pulmonary Resuscitation) and intubating

endotracheal tube caused them suffering.

“Now if I am dying, I want to tell my doctor to let me die. I think that
having an airway tube in cannot make me become like a normal person
again. For me, I think that there is no need. My children should go to
consult with a monk and prepare my funeral. I think that the life of
people depends on Kamma. Our life is not that long. If we get sick and

we will die, we should not extend by any aggressive treatments. I
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always order the children that if I have severe illnesses and I have low
percentage to survive, do not extend my life, and should not insert the
breathing tube. I thought that it will cause me more suffering than

curing me” (P1)

Another excerpt supported,

“About 6 last years, I was put on a breathing tube because I was
comatose from the infection of my shunt. At that time, I never thought
about death, I had only feeling of pain at my throat. I thought I could
recover. If I did not recover, I would just die. The tube made me suffer
a lot. If I got worse again, I did not want the breathing tube anymore
because I could not eat, and my mouth cannot move. I already talked
with my daughter and told her that I do not want it even if it is needed
it again. Although I will die, I do not worry. I only wish to be free from
suffering. Because after they pulled out the tube, I continued to suffer

about 2-3 days” (P10)

Some participants had not discussed about the treatments with their families’
members but they had had the idea of not prolonging life when their symptoms got
worsening.

For example, P12, he experienced of witnessing the other older persons
receiving intubated endotracheal, CPR, and put full equipment into body. This led
him understanding that it caused suffering. He planned to write a living will and

inform his family to let him die without prolonging life.

“I have prepared only one in my mind. I wish to have it written in the
document for them to explain my feeling. I witnessed other older

persons being put on full equipment. I just could not accept it. If I had
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worsening of my symptoms again, I don’t want to deal with any more
stress. I do not fear of death but I fear to die with suffering. I ask for
comfort during my passing, and not wailing. If already know that I
have a zero chance to survive, don’t prolong my life, and just let me
go. I want to tell my wife as well. I plan to have this happen within a

year” (P12)

Preparing others
According to the wish to die without burdening family members, the
participants had preparing others by often talking death issues to their family

members, and managing business task and their funeral and death rituals.

Talking death issues with family members

The participants had been talking on their death with family
because they wished their family’s member to familiar with their death situation. This
could prepare the family member’s mind to accept the loss. After the participants died
away, they hoped that their family members were strong being by themselves and not
mourning.

For example, a P10, she always talked about her own death with her children.

She thought that it was useful for preparing the mind of their children and their

funeral.

“I always talk about my funeral plans. When I die, all of you don't
cry. I talk with my children about this 12 years ago. I always speak

with my children, until my children complain that I only talk about
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death. I always joke, and prepare for the funeral with my children.”

(P10)

Similarly, a P8 mentioned that he always jokes talking on his death with
children because he hoped to see them can accept and prepare their mind to

confronting with his death happening.

“Now, I prepare to die by talking with my children. I tell them to
work hard because I will not forever be with them. I always talk
with them, I expect that they will be prepared when I pass away”
(P8)

Managing business task, funeral and death rituals

This process aimed to reduce family’s burden from the
participants’ death. The participants perceived that everyone need to confront and
manage own death. They had concerned that if they died while not preparing
everything, it would be burdened for their families who left behind. This can effect to
the participants’ readiness to die and their peaceful death. The participants had
prepared many things such as number of ritual, money for their ritual, and some
reminder.

Like a P3, and P12, they thought that preparing had nothing wrong but it was

not only being with readiness but also being without burden to their families after they
pass away. In addition, preparing could enhance their mind without worrying

especially about their children.
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“Like my father and mother, I have already prepared everything
such as a funeral, the coffin, cloth-bound car, and maps to the
funeral place. When that day comes, just give them a call. Within
seconds, my funeral ceremony will be ready. I used to experience
that no one is ready for this ceremony and family was so busy
organizing it. So, I decided to prepare for all for my father. I don't
think that it is a curse and there is nothing wrong about this
preparation. It was a good thing that everything was already

prepared” (P3)

Another quote,

“I have already prepared for the money and insurance for them
(children). At that time, I prepared money for them after I had
retired. Now, I prepared the expenses for them. Although, I had to
die in this time, I do not fear death, and no stress. Now, I am ready

to die.” (P12)

Consequence

Transcending of accepting death by preparing self and others was an

anticipating for a peaceful death, which is an optimal wish for all Thai Buddhists.

However, the consequences of the participants’ preparing self and others contributed

to their living-well and dying-well or the quality of living and dying at the end stage

of life.
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Living-well

The participants were living with harmonious body and mind. They had a
purpose in life and a desire to continuous living while being ready to die any moment.
They took care of both physical and mental under their understanding of body-mind
were connected. Being in positive felling could affect to physical functions such as
sleeping and eating well. Like a P1 perceived that his body and mind was related. If
he had the positive emotion from death in term of be happy, feel comfortable, no
worries, no stress, not anxious, and not afraid, the physical would be in healthy in

term of being able to eat and sleep well.

“Thinking that death is natural and we will eventually die helps clear
my mind, and I live with no worries. I think that worries affect my
health. If our mind is well prepared, our physical health will be good
too. If we have a good mind, we can eat. When we want to sleep, we
can sleep. I think that mental health is more important to live longer”

(P1)

Living with purpose and desiring to continuous living

Living with purpose and desiring to continuous living was also a sign
of living- well. The participants engaged more activities that made them be in
happiness. They still had hope to see growing up of grandchild and successful of their

children.
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“Now, I can reassure myself about death. I acknowledge that I can die
whenever because I saw so many friends who were diagnosed the same
illness who passed away. If I could choose I’d rather not to. I would
like to see my children’s success and having job security. Now, all of
my children already got married, but I still would like to be around to

see my grandchildren growing up” (P12)

Dying-well

This consequence can be inferred as being ready to die at any moment and
being able to communicate about death as normal and not auspicious. After the
participants could accept their death, they did not fear and worry on their own death.

They were ready to die in this moment. As a participant said,

“Even if I have to die now, I do not fear death, and not stressed. I
admit and let go of death. Now, I am ready to die. I am always ready to
die. This feeling just came to my mind and I just accepted about 1 year

ago.” (P12)

In addition, it will result in attitude to communicate on death. The participants
had positive emotion when they heard on death issues and they were interesting in

communication on death.

“Now, talking about death, it does not affect me. Someone came to talk about
death. I felt calm because it is a normal part of life. It did not make me suffer,
and not cause me stress. I think that I already accepted my death. Before that,
though, thinking about death made me feel stress. I still don't want anyone to

talk about death to me. People in general get upset after hearing about the
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death. Some people don't want to talk about death because of feeling
discomfort. Some don’t want to talk about it because it is not a good thing to

talk about.” (P6)

“In my family, we experienced and witnessed the death of two older people.
One of our elder is now over 100 years old. Talking about death in my home
will happen every day. All of my children are comfortable talking about death.
I always talk about death with my husband. We talk about how to manage the
funeral if one dies before the other. Everyone in my family can let go about
death, and they can talk about death. We frequently talk about death together.”
(P15)

Discussion

The results show that the death acceptance journey in Thai Buddhist older
persons with advanced chronic organ failure consist of four categories; 1) the
negotiating of their own death,2) neutralizing the fear of death, 3) affirming
impending death, and 4) transcending of death acceptance. Each category can be

explained as follows;

Category 1: negotiating of their own death was identified as the initial
category of the journey to death acceptance in Thai Buddhist older persons with
advanced chronic organ failure. This category consisted of 3 sub-categories;
recognizing their own death but not ready to die; taking actions to maintain their
health, and hoping for a longer life.

Recognizing their own death but not ready to die, this category reflected the
psychosocial process when participants encountered the life threatening situations

from when they were informed by their medical doctors that their disease had reached
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the end stage and was not reversible, had experienced life threatening situations with
worsening symptoms, and these conditions led the participants to recognize that their
life time was limited because their disease would be the cause of death for them. This
result supports that when an older person's symptoms were uncontrolled by a
previously adopted regimen this resulted in symptoms gradually getting worse which
led to the progressive deterioration of the older person’s body. Older persons with
advanced chronic organ failure had thoughts and responses on death that death is
approaching (Axelsson et al., 2012; John & Thomas, 2013; Nguyen et al., 2013;
Molzahn et al., 2012). This result is congruent with the older persons in advanced
stage of congestive heart failure when they had been withdrawn from treatment and
they had to face their thoughts on death and dying (John & Thomas, 2013).

In addition, the results show that some participants recognized their own death
when facing near death experience due to becoming unconscious and having stopped
breathing because of the severity of their illnesses. Experiencing life threatening
situations led the participants to know that their life was close to the end and this
made them aware of their own death. In addition, the result is congruent with the
study about older persons’ experiences with chronic organ failure by Joen, Kraus,
Jowsey and Glasgow (2010), which found that when older person’s diseases were in
an advance stage this led the older persons to recognize they were visiting death’s
door, and they had worries about dying while asleep.

Concern for both their children and their families, Because of the awareness
and fear of their own impending death due to the aforementioned situations, the
participants recognized that their life time was limited and this added to their feeling

of the fear of their own death because they were not ready to die. Most of them stated
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that they were not ready to let go of life because most of the participants were more
concerned about their family when they died as to who would take care of their
families and their children because the participants were the head of the family. This
result could support that when having experienced a high symptom burden, older
persons had a fear of dying as the cause of stress because they were concerned with
loss, their loved ones and meaning in life (Yodchai et al., 2011). In addition, the older
persons had higher concern about death because of the recognition of personal death
associated with grief and impending losses. This result is congruent with the older
persons with advanced congestive heart failure who were not ready to die because
they had some things they still needed to do, and they had considered the negative
consequences on loved ones such as leaving families, not seeing grandchildren grow
up, and the effect their death may have on their families (Waterworth & Jorgensen,
2010). Moreover, the result could support that unfinished tasks was a significant
factor that was negatively related to death acceptance of advanced cancer older
persons While some older persons who had a readiness to die because they could
accept living with multiple losses such as the loss of their relationships and social
networks, loss of friends and hobbies. (Krapo et al., 2018).

Taking actions to maintain their health, and hoping for a longer life, the results
showed that not being ready to die led the participants to try to take actions to
maintain their health and their life and this covered learning about their illnesses and
treatments from their primary doctor and nurses and other older persons who had the
same diseases. Some participants learned more about their illnesses by searching for
health information and reading books regarding how to manage their illness and to

help them make decisions on treatments which they hopes could help them live longer
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and well. Moreover, some participants had taken action to maintain their health by
adhering to medical treatments, trying to do everything to get better, and keeping up
their spirits and seeking support from others. Although the participants already knew
that their treatments could not cure their diseases, they still received treatment as long
as possible because they believed that this could prevent both a relapse of their
symptoms and less severe symptoms. Being in a feared state was an important factor
that contributed to the participants taking better care of themselves. However, the
participants had keeping up their spirits and sought emotional support from others for
support and motivation to live life longer. Talking with friends, and their family
members provided support and motivated them to fight to live. The results showed
that the participants believed the actions outlined above could help them to
maintaining their life for being with their families as long as possible. They hoped to
survive each year because they would like to live life longer to see their grandchildren
grow up.

The results are congruent with knowing about impending death for older
persons living with advanced heart failure and COPD which can promote an older
person’s fight to prevent exacerbation which can create a new normality for the older
persons by adapting to his/her illnesses and the symptoms that go with the illness
(Lowey, Norton, & Quill, 2013). Thinking about loved ones can contribute to those
older persons wanting to extend their life, having a plan for death, and having hope
for their loved ones before death will come upon them. This result can be supported
by the experiences of adult older persons on ventilators, they perceived that
confronting endotracheal tubes indicate a critical illness and as near death experience

for them. Although some adult older persons had thoughts on the fear of death and
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their future, they wished to recover from their illness and get well because they have
worries about their children, their families, and business tasks (Chaiweradet, Ua-Kit,
& Oumtanee, 2013). This result is related to the study conducted by Manasurakarn et
al. (2008) about the underlying end-of-life decision of Thai Buddhist older persons
and their families which reported that most of the participants were middle aged
adults and 19.5% of the Thai Buddhists decided to continue the treatments because
they needed to survive for various reasons or because life was important for them.
This result is related with to the studies on thoughts about death in older persons with
congestive heart failure of Stromberg and Jaarsma (2008). They found that younger
aged people had always been afraid of dying both of their own death and of their
loved ones. Concern for their loved ones was an important reason for them. The result
is similar to older persons in advanced stage of congestive heart failure and cancer
older persons as they tried to improve their health by changing their life style,
adhering to treatments, and increasing self-care activities because they hope they can
extend their life to see their grandchildren grow up, and to support their families

(Lehto & Therrien, 2010; Stromberg & Taarsma, 2008).

Category 2: neutralizing the fear of death, this category consisted of 3 sub-
categories; 1) realizing that death is inevitable, 2) Thum-jai: reflecting on their own
death, and 3) accepting the truth of life and death. This category reflected times when
participants got older and their health deteriorated due to the progression of their
disease(s). They experienced life-threatening situations and had been hospitalized
several times. Although the participants have attempted to stay healthy and tried to

restore their health as well as possible, their health gradually deteriorated due to the
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progression of their disease. While they living with their disease, the participants were
confronted with many difficult symptoms that they had to deal with. They had been
confronted with repeated life threatening symptoms until they had to be admitted to
the hospital or the emergency room due to acute exacerbate symptoms. In addition,
some participants had repeated of near death experiences. These conditions led to the
participant realizing that their time was relatively short and death was inevitable and
this contributed to the participants accepting more their own death.

This result could be supported by older persons who were living with
maintenance hemodialysis whenever they were severely ill as their bodies were
deteriorating body, and their conditions were worsening conditions. These older
persons had an awareness that death may be near, and as they prepared to face death,
they thoughts of death and dying (Axelsson, Randers, Hagelin, Jacobson and Klang,
2012). Moreover, this result is related with the study about awareness of dying: it
needs words of Lokker et al. (2012), they found that symptoms most prevalent during
the last 3 days of life were related to lack of energy (need for rest, fatigue, and
weakness), lack of appetite, and difficulty concentrating and shortness of breath.
Older persons who were aware of dying more often experienced a lack of appetite and
less often experienced tenseness compared to older persons not aware of dying.
Importantly when symptoms gradually get worse this leads to the progressive
deterioration of the older person’s body. They have an awareness of the certainty of
death (Buranaruch, 2013).

In addition, having both life-threatening experiences and being hospitalized
for several times reduced the feeling fear of death. The participants could more accept

their death than when first diagnosed. It is interesting to note that deterioration in
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disease and a worsening generic health status is a facilitating factor in the acceptance
of death in these older persons because the older persons had a change in the level of
their fear of dying to accepting, death is not fearful, they had adapted to their
condition, had made a will and planned their funeral (Stromberg & Jaarsma, 2008).
When the older persons approached end of life, older persons were aware of their
approaching death, and lived with the uncertainty about death happening. Increasing
uncertainty from the deterioration of their conditions were factors contributing to
these older persons having an awareness of their diagnosis. An older persons tries to
find out more information which is important in managing the uncertainty of the
future (Warterworth & Jorgensen, 2010).

Furthermore, older persons getting older and their health gradually
deteriorating due to the progression of their disease and older age could lead them to
becoming both more familiar with and more easily accepting of their own death.
Getting older led to the participants’ realization of getting closer to the end of their
lives. Older age was associated with the experience of physical deterioration.
Participants had perceived that the life of a human was like the life of plants. Getting
older could lead result in an illness stage due to the decline of the body and not being
able to function properly. The result can be supported by the awareness of death or
death acceptance in people which was related to demographic data, individualized
nature and the development of their ego integrity (Parker, 2013; Stromberg, &
Jaarsma, 2008). This result can be supported by the study to determine the
relationship of perception of aging, and a group of demographic factors, with death
anxiety in the older persons living in Gonabad which found that the perception of

aging perfects by age and there is a more realistic view of the acceptance of aging
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conditions. The older persons who are aware of the natural aging process and have
accepted their physical and mental status at this category of life reported less anxiety
even though they had poor physical and mental conditions. In addition, the perception
of aging can contribute to improving the older person’s satisfaction with aging and
their adaptation to age-related changes (Mohammadpour, Sadeghmoghadam,
Shareinia, Jahani, & Amiri, 2018). In addition, this result congruently matched with
the older persons who had a progressive deterioration of their body, strong
impairments in ADL, and worsening conditions and prognosis due to an advanced
stage of disease, all of which resulted in the mental and emotional health of the older
persons in having to be aware that his/her death is near and to strongly accept their
own death (Axelsson et al., 2012; Nguyen et al., 2013).

These experiences desensitized and lessened their fear of death as they became
aware that their life was getting closer to the end and death was evitable. Participants
in this category tried to Thum-jai to anticipate their own death by reflecting on the
death of other persons. Between the participants living with their disease, the
participants had experiences of being confronted with or seeing the deaths of others.
Some participants stated that watching the death of other older persons who had
similar diseases and going to the funerals of other persons reminded them that one day
they would face their death. They also had experience in confronting the deaths of
family members such as their husband, their wife, their sister or brother, their parents,
and grandparents, these situations of death will lead them to recognize that one day
death will come to them like this and they could not escape from their own death.

After the participants had experienced witnessing the deaths of others, some

participants tried to make up their mind to accept the truth of life. Whenever they had
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witnessed the death of others this led them to more easily accept and decrease the
level of their fear of their own death. Every time the participants had confronted a
death situation, it always made the participants see the reality of life in that all people
need to confront death including them. This made the participants both be more
familiar with and more easily accept their own death. This result related to a study
conducted by Parker (2013) who found that the ability to accept the past experience
was a significant predictor of the attitude toward death in the older person’s
population. The ability to accept the past experience was a significant factor of the
fear of death, death avoidance, and neutral acceptance while acceptance in the past
was not a significant predictor of approaching acceptance or escaping acceptance. The
result indicated that the greater one’s ability to accept his/her past lived experience in
life as being a necessary and meaningfully whole despite the failure and regrets.
While the older persons who have been able to accept the fact of their life, they will
also accept the fact of their impending death rather than feeling fear and anxiety about
their death. This result is congruent with exploring the advance care planning needs of
moderately to severely ill people with COPD by Nguyen et al. (2013), they found that
having experiences confronting a death situation, witnessing others dealing with end
of life situations can emphasize to older persons to accept their own death because
seeing other older persons pass away encourages those older persons to reflect or
think about a plan for themselves. In addition, the result can support that older
persons’ experiences when confronted with periods of grief several times are a
contributing factor to accept death as a natural part of life (Glass & Nahapetyan,
2008). From conducted thoughts on death in advanced heart failure older persons of

Stromberg and Jaarsma (2008), they found that the older persons with advanced
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chronic organ failure can accept death as a natural part of life because they had
experiences of being confronted with death during periods of grief several times from
friends and family members who had already died.

Having experience of being exposed to the death of both friends with similar
diseases and of their relatives or significant persons help the participants Thum-jai,
reduce the fear of their own death and accept the truth of life. Seeing the situation of
people die could lead to confirming that death is certainly for them. All organisms
need to confront death. Witnessing the death of others is an important factor that led
the participants both to not suffer and to not worry about their impending death. This
result was related with the concept analysis to explore the usage of the term Thum-jai
in research studies and clarify its conceptual meaning of Mills, Anuchit, and Poogpan
(2017) found that Thum-jai is a coping strategy embedded in the culture of Thailand
and used by people when facing an adverse situation or circumstance for which there
seems to be no escape. Which the attributes of Thum-jai are accepting and letting go
of the negative situation, forgetting the bad feeling, calming or steadying the mind,
and developing patience and understanding. Thum-jai may be understood within
either the Buddhist religious context. It is typically practiced during the life cycle of
birth, aging, sickness, and death. The religious/spiritual context produces a sense of
obligation to respond in a manner consistent with the teachings of faith and personal
integrity. Moreover, this result can be supported by the study to explore how terminal
cancer older persons who have not clearly expressed a depressed mood or intense
grief manage their feelings associated with anxiety and depression. Kyota and Kanda
(2019) found that the terminally ill older persons with cancer tried to accept their

situation by having to accept that they have developed cancer, the development of the
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cancer disease, having worsening symptoms, and accepting the undeniable approach
of their own death because they thought that they could not change their situation.
Even though they felt that their symptoms were worsening and their physical power
was deteriorating, they were afraid of death and the process of death and earnestly
desired to live but they had to accept what was happening because they already knew
that death was imminent.

After the participants had tried to Thum-jai on their death from witnessing the
death of others and reflecting on their own death in different ways, it desensitized
their fear of death and helped them to accept the truth of life and death. Confronting
the situation of the death of others made them both more acceptable their own death,
reduced the feeling of the fear of death and become more accepting of the truth of life
than the first diagnosis because it made them to see the truth of life. Their own
experiences of being in life-threatening situations, and also witnessing the death of
other persons such as relatives or older persons with the same diseases helped the
participants to be familiar with the death and dying situation. This reduced the
participants’ level of fear on death and helped them to realize that death will happen
to them sooner or later. This result is also related with the consequence of the concept
analysis to explore the usage of the term Thum-jai in research studies and clarify its
conceptual meaning of Mills et al. (2017) found that the consequences of Thum-jai

were peace of mind, emotional stability, positive thoughts, and productive change.

Category 3: affirming impending death was the transitional category
between trying to Thum-jai and accepting their impending death. This category

consists of 3 sub-categories consisting of mobilizing Buddhist faith, engaging in
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religious practices, and accepting their own death. After the participants had realized
that death was inescapable for them, they made meaning on their death through
mobilizing religious resources from their previous experiences exposed to Buddhist
teachings. In this category, the participants had mobilized their Buddhist faith, which
played a key role as a condition to help the participants move forward to death
acceptance. Participants mobilized their faith in Buddhist teachings to make sense of
their life and the situation of death. Buddhist teachings helped the participants
understand life and death. Previous experience exposed to Buddhist teachings helped
the participants to clearly understand that all animals must to die and one day their
own death will come. The participants had leant about death by learning or
approaching religion by themselves. Wanting to learn and know about death from
religious beliefs or Buddhist teachings on death could help the participants to see the
truth of life and death.

This result is congruent with the study on the discussions of elders and adult
children about end of life preparation and preferences by Glass and Nahapetyan
(2008). They found that the older persons who had religious faith and spirituality
were important factors to facilitate their preparedness leading to an acceptance of their
death. The study related to the administering of the Death Attitude Profile-Revised
(DAP-R) of Wong et al. (1988) in age groups such as the young, middle-aged, and
older females which found that the older persons had positive attitude on death related
with the religious beliefs or a greater belief in the afterlife than the younger and
middle-aged groups. In addition, the older persons have positive attitude on death
related to approaching death acceptance more than other groups. In addition, this is

supported by the findings from another study in which older persons that had a lot of
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experience in religious coping and spirituality, both through themselves and through
spiritual support by chaplain services resulted in accepting their own death in terms of
experienced less aggressive treatment, reduced medical care, and high intent to
hospice care in end of life and at near death (Balbini et al., 2013). This is similar to
the investigation on the factors related to the death acceptance of Thai advanced
cancer older persons, which found that Buddhist beliefs about death were significantly
positive correlated with death acceptance of advanced cancer older persons (Krapo et
al., 2018). Moreover, older persons had been willing to discuss issues surrounding
their terminal condition because their religion could help them to find meaning at the
end of life and to accept the end of their lives. The application of the Buddhist
religion through religious activities made them feel more peaceful and they came to
accept the truth that death is universal (Kwankhao & Boonmongkol, 2013).

Moreover, the result found that three main Buddhist teachings were usually
mentioned by participants consisting of the principle of natural law, the concept of
anatta, and the principle of rebirth and the law of karma. The principle of natural law
is that birth, aging, sickness, and death are normal for human life and this
demonstrates that death was one-step in the natural cycle of their life. This principle
led the participants to realize that no one can escape from death. This result can be
supported by Buddha’s teaching about the truth regarding life and death that everyone
is born, then gets old, sick, and finally dies, which is a natural law of life
(Dhammananda, 1987; Payutto, 1995). All people need to confront the experience of
death because death is certain for everyone and is an integral part of life. This result
can be supported by the Buddhist teachings in terms of the four noble truths that led

the older persons to have an understanding of what the true problems that people face
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are, and then, to be in the present, to always be aware and conscious of death, as no
one can live forever (Chiaranai, 2014). Although, the situations of death can lead to
suffering for all humans, suffering from a death sentence can be released by following
the Buddhist principle in considering that death is a natural part of life (Masel et al.,
2012). A relevant study in Thai Buddhist older persons with chronic illness who can
accept death also viewed death as natural and a part of human life (Rukchart et al.,
2014). Congruently, a study in older persons with end stage renal failure who can
accept death had thoughts on death as the inevitable part of everybody’s life, which is
natural for the old and ill (Axelsson et al., 2012).

Next, the concept of anatta is another Buddhist teaching that participants
applied to make sense of their life situation. It helped them to realize the uncertainty
in life. The principle of anatta helped the participants to see that death was certain.
This result can be supported by the nature of existence in Buddhism which views all
things exist in a constant flow or flux. The Buddha has explained the three
characteristics of existence as the universal characteristic of all things and consists of
1) aniccata means impermanence, instability, and uncertainty. All things can occur
and can be extinguished, 2) dukkhata is a state of suffering, the cause of dukkha for
persons are desiring things with attachment, 3) anattata (anatta) means all phenomena
are not the self, no real essence (Payutto, 1995). Buddhism states that all things in the
world cannot remain and can pass away, searching for permanence in the Buddhist
view is argued (Prayut, 1995; Khado, 2003). Teaching about impermanence of life is
important in Buddhist Philosophy (Chan et al., 2011; Masel et al., 2012). Death is
viewed as the impermanence of life, which is undeniable, inescapable, unavoidable,

and a natural part of life. All humans will certainly die because death is a natural part
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of existence but time of death is not certain (Dhammnanda, 1987; Masel, 2012).
Buddhism teach about understanding the reality of human life can decrease the
illusion of a permanent self, attachment to any mental or material state in a person
(Dhammnanda, 1987). This result could support that understanding the natural
existence can influence both the acceptance of death and decisions in the end of life in
older persons with chronic illnesses. Thai Buddhists with chronic illnesses who made
the decision to forgo life sustaining treatment when their illnesses are diagnosed to be
terminal find the Buddhist teachings can emphasize for them that prolonging death is
impossible (Manasurakarn et al., 2008; Rukchart et al., 2014).

Moreover, the principle of rebirth and the law of karma reflects the law of
cause and effects. Participants explained that if they conduct good acts, they will
receive good things in return, but if they conduct bad acts, they will then receive bad
things later. The result can be supported by the Buddhism principle which states that a
human being is related to kamma. Buddhism believes that everything is a result of
acts in previous lives. Kamma refers to acting or doing and if whoever is acting in a
good way, the consequence will result in a good outcome (Boon). In addition, in the
language of science, the belief is that kamma is the law of cause and effect. Kamma is
the result of our action as one of the factors which is responsible for the success and
the failure of our life (Dhammananda, 1987). The participants also believed that the
effects of ‘Boon’ and ‘Kamma’ in the past and present will result after death or in the
next life. Participants believed that after our dying, we could be born again and this
depends on cause and effect. The participants believed that if they have performed
good things, they will be born in a good place in next life. This result can support the

belief in rebirth and the law of karma to decrease the fear of death for the participants.
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Buddhists also believe in life after death which will guide Buddhists to prepare a good
death in order to have a good rebirth (Khadro, 2013). This knowledge can influence
the participants’ perception on death and they viewed death as a passage of ‘Boon’
and ‘Kamma’ to the next life.” The Buddhist perspective on karma provides the hope
that even when facing death, one still has the opportunity to make positive,
benevolent causes through one's words and actions for a better future (Choudhury,
2017). In addition, Buddhists believe in rebirth and that they will be reborn again and
a person’s state of mind as they die is very important so they can find a happy state of
rebirth when they pass away. In addition, death and the dying period are important in
the life process that relate to a good death which will be dying with consciousness,
being sensible and not forgetting, and having a peaceful mind with no regrets. At the
time of dying the mind must be alert so as to allow humans to be continuously reborn
(Chan et al., 2011). Having a peaceful mind and the acceptance of death can lead to a
good death. Buddhists believe living with the understanding that death is the reality of
life, the impermanence of life, and acceptance of death are important teachings in
Buddhism because these can lead to a good death (Kunaporn, 2011).

The result is congruent with the application of Buddhist beliefs in nursing
practice such as performing good acts and thoughts (Kongsuwan & Locsin, 2009),
caring with merit, caring based on the belief of kamma, being caring for sati or
consciousness, and being spiritual and faithful in the Dharma for older persons in the
end of life stage can enhance those older persons to non-attachment, to find peace of
mind, feel that they are going to go to a good place, and have a peaceful death
(Kongsuwan & Locsin, 2009; Somanusorn, 2015). In addition, the result related with

Thai older persons, they believed that dying without worry and attachment will lead
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them to die in peace and to have a good rebirth (Rodpal et al., 2007). Moreover, older
persons with a strong religious belief in an afterlife and had a negative relationship
with fear of death, death anxiety and a positive relationship with death acceptance,
and level of personal meaning and well-being (Wong et al., 1988). Similarly with
older persons who had high religiosity had positive correlations with death acceptance
because these older persons were religiously serviced and believed in a happy afterlife
(Lehto & Therrien, 2010; Pinquart, Frohlich, Silbereisen, & Wedding, 2006).
However, the participants reflected that learning about death was not enough
to enhance their understanding of their death. Considering or contemplating was an
important step for gaining understanding clearly about death. The participants
mentioned that having a clear understanding about death needed to be arrived at
through a process of critical thinking, and consideration. This result was related with
the highlights of Buddhism that the human being will not suffer if humans can
understand the nature of the reality of life and death. Understanding about the reality
of human life can decrease the illusion of a permanent self, and the attachment to any
mental or material state in a person (Dhammnanda, 1987). The understanding about
the reality of human life and death in Buddhism consists of the four noble truths, the
law of kamma or Karma, the nature of existence or tri-lukkhana, and the five
aggregates of life (Dhammananda, 1987; Payutto, 1995). The four noble truths are the
core essence to emphasize the true nature of life in Buddhism which consists of; 1)
suffering (Duhkha), 2) the cause of suffering (Samudaya) can begin from ignorance,
anger, and attachment., 3) the cessation of suffering (Nirodha:Nirvana), is eliminating
the root of suffering by non-attachment or to understand and realize the truth of life,

and it a state of being free from all delusions, defilements, and suffering, and lastly, 4)
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the path way to the cessation of suffering (Marga) is the ways to achieving freedom
from suffering which is called the noble eightfold path. (Dhammananda, 1987;
Payutto, 1995). The noble eightfold path can be separated into three categories; moral
conduct, concentration, and wisdom. Persons who can achieve the release of suffering
will follow these elements. Firstly, moral conduct (shila) or morality consists of right
speech, right action, and right livelihood. Secondly, concentration (Samadhi) or
meditation consists of right effort, right mindfulness, and right concentration. Lastly,
wisdom (panna) consists of right view or right understanding, and right thought or
right aspiration (Dhammnanda, 1987; Masel, 2012).

The result can support that understanding the reality of life and death or
accepting death as the life process of an older person’s life can be a useful time for
learning and gaining insight into the true nature surrounding us. Buddhism is strongly
influenced by traditional beliefs regarding the faith Thai people have in Buddha and
in following his teachings. Buddhism influences many aspects of Thai culture and not
only plays an important role in the ways of thinking and living for Thai people but
also plays an important role in shaping many aspects of perception on health,
illnesses, and death. The literature shows that Buddhism is used for trying to
understand that no living thing can escape from death and provides reflection to help
one prepare for impeding death (Nguyen et al., 2013). Buddhist principles can lead
older persons to gain an understanding of the nature of life, of non-attachment,
acceptance of death, a peaceful death in the dying stage (Kongsuwan et al., 2010;
Somanusorn, 2009). In older persons with advanced cancer, the older persons
perceived that Buddhism could help them to understand the reality around them, and

transcend the stresses and suffering in their life (Miccinesi et al., 2012). This was
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similar with Thai older person’s older persons who usually do not want to follow
aggressive treatments, and want to plan an advanced directive or make a living will by
themselves because the older persons understand that death is a natural part of life
(Sriyodchat & Hutterat, 2014). Thai Buddhists with chronic illnesses who make the
decision to forgo life sustaining treatment when their illnesses are diagnosed to be
terminal find the Buddhist teachings can emphasize for them an understanding that
death is a natural part of life, and prolonging death is impossible (Manasurakarn et al.,
2008; Rukchart et al., 2014).

Engaging in religious practices, the firm faith in Buddha’s teaching had
beneficial effects on the participants’ understanding about death and dying. It led the
participants to engage more in religious practices. The participants had mentioned that
applying their understanding on death into daily practice was an important process for
clearly understanding their death. Several religious practices or activities such as
merit making, mediation, chanting or praying were performed. These activities aimed
not only to gain insight on death and dying, but also to calm and comfort their minds.
Several religious practices were performed to accumulate good deeds and to comfort
their minds. The majority of older persons had expressed the Buddhist way by
depending on their religious beliefs to confront their illnesses and their death. This
result can support that Buddhism has vital factors for decision making in daily life in
Thai older persons with chronic illnesses such as making merit or boon kama, going
to the temple, following the middle path, offering food to the monks, praying,
following sila and good moral conduct and practicing meditation (Manasurakarn et
al., 2008). Thai Buddhist older persons perceived that religious practice can release

distressing symptoms and calm the mind, release stress, and help in managing body
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control (Supoken et al., 2009; Temtap & Nilmanat, 2011). From the application of
Buddhist beliefs in nursing practice such as performing good acts and thoughts
(Kongsuwan & Locsin, 2009), caring with merit, caring based on the belief of
kamma, being caring for Sati or consciousness, and being spiritual and faithful in the
Dharma for older persons in the end of life stage can enhance those older persons to
non-attachment, to find peace of mind, feel that they are going to go to a good place,
and have a peaceful death (Kongsuwan & Locsin, 2009; Somanusorn, 2015). This
result related to the study about defining a good death (successful dying): a literature
review and a call for research and public dialogue of Meier, Gallegos, Montross-
Thomas, Depp, Irwin, and Jeste (2016), they found that nearly two-thirds of older
persons (65%) in the articles reviewed expressed a desire to have religious or spiritual
practices fulfilled as a theme of a good death. Indicating that the role of
religiosity/spirituality is important for result in the good death of the older persons
concerned.

The result found that merit making was common religious practices that most
of participants performed. They mentioned that this merit making practice comforted
their mind and they felt calm. Moreover, making merit could have an effect on their
next life. The participants had believed that making more merit in the present could
have an influence on their next life (rebirth). They tried to do good things because
they believed that they will receive the good effect. They hoped that making more
merit in the present would help them to not have illnesses in the next life or in their
rebirth they will not get diseases like these. This result congruently fits with the
application of Buddhist beliefs in nursing practice such as performing good acts and

thoughts (Kongsuwan & Locsin, 2009), caring with merit, caring based on the belief
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of kamma, and for older persons in the end of life stage this can enhance those older
persons to non-attachment, to find peace of mind, feel that they are going to go to a
good place, and have a peaceful death (Kongsuwan & Locsin 2009; Somanusorn,
2015). Moreover, the result is similar with Thai older persons with heart disease
which showed that initially the older persons perceived treatment as a terrifying and
life-threatening experience for them. Older persons had spent more time and effort in
religious activities such as merit-making, offering food to the monks in the morning,
visiting temples because they believed that these activities would be rewarded in their
next life. (Kwankhao & Boonmongkol, 2013).

In addition, meditation practice could help the participants to be mindful, live
in the present, and see the real situation of their death. Mental comfort was another
effect of meditation practice. The result can support that meditation practice can
enhance the balancing agent of the body and mind, promote self-healing, and help
older persons to develop the wisdom to understand the reality of life in cancer older
persons (Baehr, 2009; Sungsing, Hatthakit, & Aphichato, 2007). Older persons in
advanced stage of cancer have settled their consciousness and considered the truth of
life to overcome suffering for an acceptance of their illness and death through
meditating practice (Khaw et al., 2013). From the application of Buddhist beliefs in
nursing practice such as being caring for Sati or consciousness, and being spiritual
and faithful in the Dharma for older persons in the end of life stage can enhance those
older persons to non-attachment, to find peace of mind (Kongsuwan & Locsin, 2009;
Somanusorn, 2015). In addition, the result congruently fitted with Thai older persons
with end stage renal failure in that they could deal with their living by following

Buddhist practices by meditating. They mentioned that initially they had depression,
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stress, and suicidal ideas as dominant psychological problems between the
hemodialysis processes. They had a fear of dying as the cause of stress. The
application of Buddhist beliefs by meditating practice could help them to understand
the value of life and to reflect that suicide is not the right path in their life. (Yodchai et
al., 2011).

Chanting was aimed at forgiveness. This could help the participants be
peaceful in mind, consider and on their death, and enhance a peaceful mind in the
dying stage. In addition, participants believed that listening to chanting or praying
would lead to a peaceful mind and a peaceful death later. Finally, reading Dhamma
books could help them understand their death, on their death, and be in a comfortable
frame of mind. The result can support that Thai older persons had prepared for their
death by reading religious books related to their beliefs for preparing their mind to
accept their death, that death was imminent and it was not uncertain (Rodpal et al.,
2007). Similarly in the older persons with heart failure, they used the four noble truths
of the Buddha to understand their conditioned reality throughout reading Dharma
books. Reading Dhamma books could help them to realize and understand the reality
of their sickness.

It is interesting to note that accepting their own death was a consequence of
this phase. After the participants had an understanding on the law of nature, the
Buddhist truths drove them to engage in religious teachings and practices in daily
living until they got a clear picture of their impending death and accepted their death.
Moreover, the result showed that the participants who accepted their death had
demonstrated accepting death that covered understanding the truth of life or an

acceptance of the reality of life, reassurance (Thum-jai) that one day death will come



188

to them, were not fearing death, and had let go/resigned to death/let it go. The result
from this was similar with the preliminary study to deeply understand death
acceptance among older persons with terminal cancer of Upasen and Thanasilp
(2018), they found that there were six major themes of death acceptance consisting of
perceiving death as a natural part of life, thinking that death can come up at any time,
letting everything go before dying, designing an advance care plan before dying, and
perceiving that death cannot be controlled.

For understanding the truth of life, the participants stated that for death
acceptance, one needed to understand about death that being born, getting older,
sickness, and death were the natural law of human life. The participants stated that the
acceptance of death was both accepting the natural things and as accepting the reality
of life that all people need to confront birth, getting older, sickness, and death.
Buddhism views that all humans will certainly die because death is a natural part of
existence but the time of death is not certain (Khadro, 2013; Willkins, Mailoo, &
Kularate, 2010). The teaching of the four noble truths lead older persons to have an
understanding of what the true problems that people face are, and then, to be in the
present, to always be aware and conscious of death, as no one can live forever
(Chiaranai, 2014).

This result congruently fits with older persons with advanced cancer who
perceived that Buddhism could help them to understand the reality around them
(Miccinesi et al., 2012). Thai Buddhist older persons with chronic illness who could
accept their own death viewed death as a natural part of life, death is part of human
life, and prolonging death is impossible. Similarly with the study about focusing on

end-of-life decisions among Thai Buddhist adults with chronic illness of Rukchart et
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al. (2014), they found that in most Thai Buddhist adults who had made the decision to
forgo life sustaining treatment was because they believed that birth, aging, pain, and
dying are a normal part of life. It is useless to prolong life. Similarly, Thai older
persons older persons usually do not want to follow aggressive treatments because
they understand that death is a natural part of life (Sriyodchat & Hutterat, 2014).Thai
Buddhists with chronic illnesses who make the decision to forgo life sustaining
treatment when their illnesses are diagnosed to be terminal find the Buddhist
teachings can emphasize for them an understanding that death is a natural part of life,
and prolonging death is impossible (Manasurakarn et al., 2008; Rukchart et al., 2014).
In addition, the Buddhist’s view the attribute of accepting death is
understanding that death as a natural part of life, to which one should not have
attachment to (Keown, 2005). In addition, Gesser and Reker (1988) view one
characteristic of acceptance of death in terms of neutral death acceptance as a decision
to face death because of the belief that death is unchangeable or inevitable in the end
of every life such as death is simply a part of the process of life, death is a natural
aspect of life, death should be viewed as a natural, undesirable, and unavoidable
event, death is neither good nor bad, and one should neither fear death nor welcome it.
Buddhism is used for trying to understand that no living thing can escape from death
and provides reflection to help one prepare for impeding death (Nguyen et al., 2013).
In addition, accepting death is an ability to Thum-jai that one day the death
will come to them. The participants mentioned acceptance of death as trying to Thum-
jai or reassuring that everyone needs to confront the death situation. Thum-jai is
admitting that death will happen certainly for all humans. Older persons views Thum-

jai which is similar to reassuring as setting aside negative feelings and making up
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their minds to accept the hardships. This result can support that Thum-jai is a
cognitive and emotional system from drawing psychological strength when
confronted with an adverse, verifiable truth experiential or evidential that they cannot
change (Mills et al., 2017). In regards to the characteristics of acceptance of death in
older persons with end stage renal failure who can accept death, they have thoughts
on death as the inevitable part of everybody’s life, it is natural for the old and ill, and
a knowing that death is imminent (Axelsson et al., 2012). Like cancer older persons
who were receiving symptom-relieving treatment in Japan, although, they were afraid
of death and the process of death and earnestly desired to live when they were facing
death, they had feelings to accept the undeniable approach of their own death because
they perceived that death was imminent (Kyota & Kanda, 2019). Similarity with the
older persons with advanced congestive heart failure who have an acceptance of death
and having thoughts on death is a certainty, more of a reality, or a sure thing that it
will happen in their life. However, they perceived that the time for death is not a
certainty or they do not know when death will occur (Stromberg & Jaarsma, 2008).
Moreover, accepting death is being without the fear of death. People who can
accept their death will not fear whatever will happen. People who without the fear of
death, all time they can have activities that related to death situations. The participants
perceived that people who could accept death will be with happiness and without
worries about when their death will happen. The teachings about the four noble truths
led the older persons to have an understanding of what the true problems that people
face are, and then, to be in the present, to always be aware and conscious of death, as
no one can live forever (Chiaranai, 2014). The application of the Buddhist religion

through religious activities made them feel more peaceful and they came to accept the
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truth that death is universal (Kwankhao & Boonmongkol, 2013). Kubler-Ross (1969)
mentioned that acceptance of death is the final Category of grief and loss which a
person who has accepted death can understand in inevitable death, being peaceful and
calm, and this is opposite to the person who has a denial of death. Acceptance of
death is viewed as a successful outcome of coping with traumatic events or death in
human beings. This result could support that older persons who accept the dying
process and understand that death is one part of nature in their life will express less
fear of dying. It means that a neutral acceptance has a significant relationship with
death fear and anxiety (Neimeyer, Wittkowski, & Moser, 2004). Similarity with older
persons with a strong religious belief in an afterlife and had a negative relationship
with fear of death, death anxiety and a positive relationship with death acceptance
(Wong et al., 1988). Moreover, the older persons who hold the view of accepting
death not only perceived that death is a natural part of life, certainly they perceived
that acceptance of death is not fearing death and being aware of death (Rodpal et al.,
2007). For some older persons who decide to forgo life sustaining treatments it is
because they did not fear their own death (Rukchart et al., 2014).

Finally, the participants mentioned that death acceptance is letting go of death
and being ready to die. Letting go of death is being without attachments to their own
death or that one day people need to confront their own death. Accepting death in
terms of letting it go was not holding on to their life and every person needs to
confront that as they cannot escape from death. The Buddha has explained the three
characteristics of existence as the universal characteristics of all things and this
consists of 1) aniccata which means impermanence, instability, and uncertainty. All

things can occur and can be extinguished, 2) dukkhata is a state of suffering, cause of
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dukkha for persons are desiring things with attachment, 3) anattata means all
phenomena are not the self, no real essence (anatta) (Payutto, 1995). All humans will
certainly die because death is a natural part of existence but time of death is not
certain (Khadro, 2013; Willkins et al., 2010). Buddhism views death as the
impermanence of life, which is undeniable, inescapable, unavoidable, and a natural
part of life (Chan et al, 2011; Masel et al., 2012; Shubha, 2007). The key principles of
impermanence of all things in Buddhism are the interdependence of all phenomena,
an understanding of these principles assists Buddhists on their spiritual path.
Impermanence refers to the process of change or anything created must eventually
dissolve, including this body and mind (Futen & Wangmo, 2014). Buddhism can lead
older persons to gain an understanding of the nature of life, of non-attachment, and
acceptance of death in the dying stage (Kongsuwan et al., 2010; Somanusorn, 2009).
Letting go is like a Thum-jai which is responses on negative situations. Letting go is
forgetting the bad feelings, calming or steadying the mind, and developing patience
and understanding. The consequences of letting go or Thum-jai are peace of mind,
emotional stability, positive thoughts, and productive change (Mills et al., 2017). This
result congruently fits with the study that explored the phenomenon of spirituality and
spiritual care among 15 terminally ill Chinese by Mok et al. (2010), they found that
the participants had mentioned that letting go is one dimension of the acceptance of
death which leads to serenity and peace of mind. The attribute of letting go is similar
with having to accept it as the illness cannot be cured, and not thinking so much. The
older persons stated that it is useless to think too much because the outcome is still the
same. In addition, the older persons who had accepted death and that death is

imminent and it is not uncertain, they made the decision to forgo life sustaining
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treatment for a natural death because they thought that they could not avoid death

(Rodpal et al., 2007).

Category 4: transcending of death acceptance is the final process in the
journey of death acceptance. This process is about the self-actualization and the
management of living and dying in the end stage of life in order to have a peaceful
death. This process consists of 3 sub-categories covering 1) having mindfulness and
being in a peaceful state of mind, 2) preparing for a peaceful death covered preparing
self and others, and 3) living-well and dying-well.

Being in a peaceful state of mind, after the participants realized that they could
not escape from the reality of their own death and had accepted their own death, they
transformed their mind from fear and anxiety to a peaceful state of mind. The
participants focused their mind with the present moment which is having mindfulness.
Having mindfulness enhanced their consciousness. Similarly with the study about the
application of the Buddhist religion through religious activities made Thai older
persons feel more peaceful and they came to accept the truth that death is universal
(Kwankhao & Boonmongkol, 2013). This result can support that death acceptance
was the final stage of grief and loss which a person who has accepted death can
understand in inevitable death, being peaceful and calm, and this is opposite to the
person who has a denial of death (Kubler-Ross, 1969). In addition, this result can
support that death acceptance in Buddhism principle stated that death acceptance can
enable people to be free from the suffering, and have a peaceful state of mind
(Dhammananda, 1987; Payutto, 1995). In addition, this result related with the older

persons with advanced stage cancers who had concerned and understood that death is
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imminent and cannot change it, they could be in peace, leading to serenity, and
harmony with self and nature (Mok et al., 2009).

Under the condition of being in a peace of mind, the participants had preparing
or management of living and dying in the end stage of life in order to have a peaceful
death both preparing self and preparing others. This result could support that death
acceptance, death preparation, understanding about death, and awareness of dying
were attributes that are closely related (Black, 2011; Lokker et al., 2012; McLeod-
Sordjan, 2013). The result is congruent with accepting that death is imminent could
increase awareness and prepare them for dying in the end of life stage, and led to a
readiness for death (Lokker et al., 2012; McLeod-Sordjan, 2013). The result is
congruent with a previous study that found that the older persons who accepted death
or had recognized that death is a natural part of life or death is certain did not fear
death, were aware of death, learned how to deal with death, and prepared for their
death (Rodpal et al., 2007). This is similar with the study about discussions by elders
and adult children about end of life preparation and preferences by Glass and
Nahapetyan (2008), they found that older persons who have an acceptance of death or
awareness about death will relate to preparing for their death. In the same way older
persons could accept death from what they have seen of other older persons dying
around them, they usually have a plan or prepared for their death (Stajduhar &
Makaroff, 2012).

The result found that the participants who had preparing self-used two actions
consisting of making merit and making a treatment plan to die peacefully. Regarding
Buddhism beliefs on collecting good-Kamma or Boon in the present for the next stage

of life, the participants desired in doing good things before passing. Doing good
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things were reflected in the practices of helping and donating. The donation of the
participants’ dead body organs was viewed as a last merit in the present life for
themselves and they would like to do something that was useful for others before they
died. The result related to how older persons people living in the community
perceived issues around death, dying, and the end of life, and the results showed that
some of the participants wished to donate their body after they died. They thought of
the importance of being able to give something back even after they had gone (Lloyd-
Williams, Kennedy, & Sixsmith, 2007).

Furthermore, the result show that the participants prepared their selves by
making a treatment plan to die peacefully. Even though, the participants accepted
their death, they were still fearful of dying with suffering. They perceived that getting
some treatments and extending their life by receiving aggressive treatments such as
many needle punctures, intubating endotracheal tube, putting in a stent, CPR (Cardio
Pulmonary Resuscitation), put full equipment into body, and dying from an accident
could cause them suffering. At the end of life, they wished to die without suffering,
like going to sleep. This condition led to the idea of making a plan to die without
aggressive treatments by had informed a family members about the treatments in the
end-of-life stage that they wished not to extend their, had the idea of not prolonging
life that when their symptoms got worsen and they wished not to extend their lives by
any aggressive treatments and of informing the family to let them die without
prolonging life. This result was related to Thai adults and older persons who have an
understanding that death and dying is a natural part of life and their death is
inevitable, they usually decide to forgo life-sustaining treatments and their decision

depended on the important value that was freedom from suffering (Manasurakarn et


javascript:void(0);
javascript:void(0);
javascript:void(0);

196

al., 2008; Rukchart et al., 2014). This result is congruent with a previous study that
stated that Thai older persons who understand that death is a natural part of life
usually do not want to follow aggressive treatment because it causes suffering for
them (Sriyodchat & Hutterat, 2014). Similarly, Thai older persons wish to die with
dignity or without any life supporting systems, and be well-prepared which were the
highlights of a good death from Thai Buddhist older person’s perspectives (Rodpal et
al., 2007). In addition, from the concept analysis about death preparedness of
McLeod-Sordjan (2014), they found that the older persons who are ready for death
and have an understanding have an incomplete care plan.

In addition, the result shows that the participants had prepared others.
According to the wish to die without burdening family members, the participants had
prepared others by often talking about death issues to their family members,
managing business task and their funeral and death rituals. The participants always
joked when talking about their death with children because they hoped to see them
accept and prepare their minds to confront death. They wished their family members
to be familiar with their death situation. This could prepare the family members’
minds to accept the loss. Moreover, the participants had to manage business task-
unfinished business funeral and death rituals aimed to reduce their family’s burden as
a result of their death. They thought that preparing was not wrong but was only being
with readiness and also without creating burden for their families after they passed
away. In addition, preparing could enhance their mind without worry especially about
their children. The result related to exploring how older persons people living in the
community perceive issues around death, dying, and the end of life, and the results

show that the participants were wanting to prepare for and have a choice with regard
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to where and when they die, and issues relating to assisted dying because the older
persons were afraid that their death will have a burden impact on their families. They
had been preparing for their death because they would like to minimize the burden on
their families in the event of their death such as making a will, funeral arrangements,
and sorting out belongings (Lloyd-Williams et al., 2007). Like the older persons with
heart failure who had accept their death and had prepared for death cover with a living
will, financial issues, and planning for their funeral, their partner and children because
these older person were concerned about their loved ones (Lehto & Therrien, 2010;
Waterworth & Jorgensen, 2012; Stromberg & Taarsma, 2008).

Living-well, transcending of death acceptance has the consequences of the
participants preparing their selves and others which contributed to their living-well
and dying-well or the quality of living and dying at the end stage of life. The
participants were living-well by living with harmonious body and mind, they had a
purpose in life, and a desire to continuously live while being ready to die at any
moment. Participants perceived that the body-mind were connected. Being in a
positive frame of mind from death in terms of being happy, feeling comfortable,
having no worries, no stress, not feeling anxious, and not being afraid, meant that
physically the participants would be in healthy state in terms of being able to eat and
sleep well. This result can explained Buddhists believing that life is temporarily
combined of matter and mind. Life is the co-existence of the physical body and mind
that are related in which two things will only separate when the person dies
(Dhammnanda, 1987; Masel, 2012). Like a review found that death acceptance not
only improved dying with dignity and autonomy but also reduced stress and burden

(Lokker et al., 2012; McLeod-Sordjan, 2013; Zimmerman, 2012). It has been reported
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among cancer older personss who could accept both their sickness and their death
they had been fighting to balance their body and mind, and to have presence of mind
and body. An older person’s awareness of emotional suffering and stress will have an
effect on their body and illness. If an older persons perceived that if he/she has
positive emotions, then he/she will have better health during his/her chronic illness
(Khaw et al., 2013). This result related with study about defining a good death
(successful dying): literature review and a call for research and the public dialogue of
Meier et al. (2016) which indicates that majority of older persons had viewed
emotional well-being as a critical component of a successful death for them.

In addition, living purposefully and desiring to continuously live was also a
sign of living-well. The participants engaged more in activities that made them happy.
They still had hope to see their grandchildren grow up and to see the success of their
children. The result, related to how older people living in the community perceive
issues around death, dying, and the end of life, showed that some participants wished
to continue their life because they had great joy in life even before they knew that
death was not far away from them (Lloyd-Williams et al.,2007). This result is
congruent with finding meaning in their life which is related to levels of psychosocial
development, if people have less ability to accept their own past lived experiences in
life or feel that their life is not meaningful, those older persons will have high levels
of fear or avoidant attitudes to their impending death (Parker, 2013). Meaning of life
and attitude toward life was significantly related to a person’s attitudes on death. If
people cannot find meaning in their life, they unable to accept and death will cause
them to be full of fear (Wong, 2000; Erickson, 1982; Parker, 2013). The result can

support the older persons’ feelings of hopelessness because they were going to die
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negatively correlated with the level of acceptance of death but positively correlated
with the thought that they could escape from dying or escape death acceptance
(Gresser et al., 1988). Like the existing literature awareness of dying of Lokker et al.
(2012) they found that older persons who were aware of the imminence of death were
more often in peace with dying and felt more often that life had been worth living
compared to older persons who were not aware. This is similar with the benefits for
older persons who have accepted their death which results in awareness of the
imminence of death, and living life with value (Zimmermann, 2012). In addition, this
result is similar with the study that describes death attitudes and the associated factors
in institutionalized older persons in North Eastern Delta, Egypt which found that the
older persons who had been perceived of having satisfaction and meaning in their life
were able to confront the reality of their death without extreme anxiety and fear. The
older persons who had the ability to find meaning of life and accept the past life, had
less amount of avoidant and fearful attitudes toward death (Fadila, Ebeid, & EI-
Gilany, 2018).

Dying-well, finally the result of the participants in this category was dying-
well which can be inferred as being ready to die at any moment and being able to
communicate about death as normal. After the participants could accept their death,
they did not have fear and worry of their own death and they were ready to die in this
moment. Existing literature showed that the older persons with advanced chronic
organ failure who can accept their impending death or death as a natural part of life
will result in many positive outcomes for them not only an awareness of dying,
preparing for their death, advanced care plan discussion but also having a readiness

for death, increased competence to cope, and an acceptance of dying in the end of life
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stage (Lokker et al., 2012; McLeod-Sordjan, 2013). In addition, death acceptance
could improve the quality of death such as having a good death by dying with dignity
and autonomy, and reduce stress and burden (Lokker et al., 2012; McLeod-Sordjan,
2013; Zimmerman, 2012).

In addition, death acceptance will result in an attitude to communicate on
death. The participants had positive emotions when they heard about any death issues
and they were interested in communication on death. This is congruent with the
literature found that showed the benefits for older persons who have accepted their
death will result in older persons being able to communicate about death
(Zimmermann, 2012). Moreover, at least two studies reported that older persons who
lived with the denial of death or the fear of death were a major barrier in the
discussion of an advanced care plan (Curtis, 2008; Glass & Nahapetyan, 2008).There
are reports that the acceptance of death is an important factor for the starting point for
the discussion of an advance directive care plan in older persons with chronic organ
failure (Nguyen et al., 2013). Furthermore, older persons who can accept death will
have the competence to communicate on death issues. There are reports that older
persons with advanced chronic organ failure who can accept their death would like to
talk about their death with their families and healthcare providers (Axelson et al.,
2012; Stajaduhar & Makaroff, 2012). From the study about awareness of dying by
Lokker et al. (2012) and the study about the acceptance of dying: a discourse analysis
of palliative care literature by Zimmerman (2012), they found older persons who had
been living with no awareness of death and did not openly communicate about their
wishes in the dying stage. This is similar with existing literature that showed that the

older persons with advanced chronic organ failure who can accept their impending
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death will result in many positive outcomes for them including increased opened
advanced care plan communication (McLeod-Sordjan, 2013). Furthermore, this result
relayed to a study on the end-of-life preferences in older persons with advanced
cancer by Miccinesi et al. (2012), they found that the older persons perceived that
Buddhism could help them to understand the reality around them and to accept the
end of their lives, they were willing to discuss issues surrounding their terminal
condition.

However, four categories death acceptance theory from Thai Buddhist older
persons with advanced chronic organ failure there were both the similar and the
difference with five stage of grief of Kubler-Ross (1969). Firstly, the negotiating of
their own death was first categories of death acceptance theory in Thai Buddhist older
persons with advanced chronic organ failure similar with denial stage of grief model.
In this category stated that after older persons encountered the life threatening
situations from were informed by their medical doctors, they experienced with life
threatening situations with worsening symptoms, and had facing near death
experiences. All these situations made older persons aware of their own death and
they had recognized their life time was limited. Older persons with advanced chronic
organ failure had psychosocial response such as shock, denial, and feel fear of their
own death because they had concerning grief form their families and their children.
Like a denial stage of grief that people in this stage being with shock and denial. They
were become meaningless and overwhelming. However, both of feeling help people
to cope and make survival possible. People try to handle with grief, tried to accept the
reality of the loss and beginning to the healing process, becoming stronger (Kessler,

2019).
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Moreover, negotiating of their own death in the initial of the journey to death
acceptance in Thai Buddhist older persons with advanced chronic organ failure
similar with the third stage of grief model is bargaining that involves the hope that
the individual had postpone or delay death. People had showed the negotiation for an
extended life is made with a higher power in exchange for a reformed lifestyle. The
individual is saying, "I understand I will die, but if I could just have more time..".
Like a first category of death acceptance in Thai older persons, after they tried to
make understanding until they could accept their illnesses situation. Older persons had
handle with their illnesses situation in differences way to maintain their health by
adhering to medical treatments as long as possible, modifying health behaviors or
tried to do everything to get better, learning more about their illnesses because they
believed these actions could help to maintain their life for being with their families as
long as possible.

Furthermore, the third category of death acceptance is affirming their
impending death was the transitional between trying to Thum-jai and accepting their
impending death. In this stage older persons being understanding the truth of life,
Thum-jai that one day death will come, living with no fear of death, and letting go of
their death/ let it go with the death. Including the fourth category is transcending of
death acceptance that was the final category in the journey of death acceptance in
Thai Buddhist older persons with advanced chronic organ failure. Under the condition
of having peace of mind, the participants had prepared or managed living and dying in

the end stage of life in order to have a peaceful death both preparing self and
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preparing others. Both third and fourth categories of death acceptance in Thai
Buddhist older persons are similar with the final stage of grief model state that the
individual begins to come to terms with their mortality. "It's going to be okay."; "I
can't fight it, I may as well prepare for it.". The characteristic of older persons in this
stage being with preparing (Kessler, 2019; Kubler-Ross, 1969). Kubler-Ross claimed
that the reached stage of grief is acceptance.

However, death acceptance theory that covering from Thai Buddhist older
persons with advanced chronic organ failure is difference from grief model. In the
second stage of grief people will have anger. This is a common in this stage to think
that “why me?” and “life’s not fair!” .People had response on grief by redirect their
anger to others persons such as close friends, god, doctor, and family. Including the
fourth stage of grief is depression , in this stage dying person begins to understand
the certainty of death, the individual may become silent, refuse visitors and spend
much of the time crying and grieving. This process allows the dying person to
disconnect oneself from things of love and affection. It is not recommended to attempt
to cheer up an individual who is in this stage. It is an important time for grieving that
must be processed. However, both anger and depression are not appeared in death
acceptance theory of Thai Buddhist older persons with advanced chronic organ
failure.

In addition, the second category of death acceptance theory is neutralizing fear
of death is action led the older person in this category tried to Thum-jai to anticipate
death by reflecting on the death of other persons. From having repeated life-
threatening situations from time to time and were hospitalized due to the acute

exacerbate symptoms, and some older persons had repeated experiences of near death
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and having experienced seeing others die while they were living with their disease led
the participants to realize that their time was relatively short and death was inevitable
and this contributed to the participants accepting more their own death. These
experiences desensitized their fear of death and they were able to accept more the
truth of life and death. The characteristic of Thum-jai is specified for Thai older
persons, it was not show in grief model.

Finally, Kubler-Ross claimed the five steps of grief do not necessarily come in
the order noted above, all steps experienced were not the general step for all persons,
though she stated a person will always experience at least two by switching between
two or more stages, returning to one or more several times before working through it
(Kubler-Ross, 1969). While death acceptance theory in Thai Buddhist older persons
is direct stage by starting from first category to completing death acceptance and did
not returning or backward. The final outcome of death acceptance led the participants
were living-well in that they were living with a harmonious body and mind, had a
purpose in life, and a desire to continuously live while being ready to die any moment
and dying-well which can be inferred as being ready to die at any moment and being

able to communicate about death as normal.



205

CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

In this chapter, the study findings are concluded. Then the recommendations
for nursing practice, nursing education, further research, and improving the healthcare

policy are presented.

Conclusions of the study

A qualitative grounded theory was conducted to discover the process of death
acceptance among Thai Buddhist older persons with advanced chronic organ failure.
The research questions that were covered in this study are; 1) what are the conditions
related to death acceptance, 2) how the Thai older persons with advanced chronic
organ failure confronted their death/overcome fear to accept their death, and 3) what
are the consequences of their life after accepting death among Thai Buddhist older
persons with advanced chronic organ failure. Researchers have constructed the death
acceptance theory through the multiple interpretations of the meanings of symbolic
interactions of among Thai Buddhist older persons with advanced chronic organ
failure or investigation on how among Thai Buddhist older persons interact from the
context of being with advanced chronic organ failure. Therefore, this chapter shows
the conclusions. The death acceptance process have been outlined in chapter 4
showed the theory of death acceptance among Thai Buddhist older persons with

advanced chronic organ failure and the symbolic interaction under the study between
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the older persons, health care provider, and their family members which were
contained in these results.

The study findings show that the core category of death acceptance theory in
Thai Buddhist older persons with advanced chronic organ failure consists of four
categories which are 1) negotiating of their own death, 2) neutralizing the fear of
death, 3) affirming their impending death, and 4) transcending the acceptance of

death. This can be summarized as follows;

Category 1: negotiating of their own death was identified as the initial of
the journey to death acceptance in Thai Buddhist older persons with advanced chronic
organ failure and consisted of 3 sub-categories; recognizing their own death but not
ready to die; taking actions to maintain their health; hoping for a longer life. This
category reflected that when participants encountered the life threatening situations
from were informed by their medical doctors, they experienced with life threatening
situations with worsening symptoms, and had facing near death experiences. All these
situations made the participants aware of their own death and they had recognized
their life time was limited. This situation led them to feel fear of their own death
because they did not ready to die. Most of them stated that they were not ready to let
go life because most of participants had more concerned that if they died, who will be
take care for their families and their children they were concerned about their family.
Consequently, they tried to maintain their health as much as possible because they
hope to live as long as possible. The participants had taking action to maintain their
health by adhering to medical treatments as long as possible, modifying health

behaviors or tried to do everything to get better, learning more about their illnesses



207

because they believed these actions could help to maintain their life for being with
their families as long as possible. This also included seeking the emotional support

from others were important for supporting and motivating them to live life longer.

Category 2: neutralizing fear of death, this category consisted of 3 sub-
categories; realizing that death is inevitable, Thum-jai: reflecting on their own death,
and accepting the truth of life and death. Because of the older persons’ health
gradually deteriorating due to the progression of their disease and older age they
repeatedly faced life-threatening situations from time to time and were hospitalized
due to the acute exacerbate symptoms, and some older persons had repeated
experiences of near death. Being confronted with various difficult symptoms to deal
with and having experienced seeing others die while they were living with their
disease led the participants to realize that their time was relatively short and death was
inevitable and this contributed to the participants accepting more their own death.
Participants in this category tried to Thum-jai to anticipate death by reflecting on the
death of other persons such as the significant persons in their families, the highest
leader in country/ the religion, even the death of children, and others older person who
had similar diseases. These experiences desensitized and lessen their fear of death and
they became aware that their life was getting closer to the end and death was evitable.
It desensitized their fear of death and they were able to accept more the truth of life

and death.
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Category 3 affirming impending death was the transitional between trying

to Thum-jai and accepting their impending death and this consisted of the 3
sub-categories of mobilizing Buddhist faith, engaging in religious practices, and
accepting their own death. After the participants had realized that death was
inescapable for them, they made meaning of their death through mobilizing religious
resources from their previous experiences of being exposed to Buddhist teachings.
The result shows that three main Buddhist teachings were usually mentioned by the
participants that had beneficial effects on their understanding about death and dying.
These consisted of the principle of natural law (birth, aging, sickness, and death which
are normal for human life), the concept of anatta, and the principle of rebirth and the
law of karma. However, the participants reflected that learning about death was not
enough to enhance their understanding of their death. Considering or contemplating
was an important step for gaining understanding clearly about death. After the
participants had an understanding on the law of nature and Buddhist truths, the
participants had engaged in religious practices such as merit making, mediation,
chanting or praying which were performed in their daily practices. The participants
mentioned that the benefit of these activities not only gave them an insight on death
and dying, but also calmed and comforted their minds. After the participants had
engaged in religious practices and contemplation of the Buddhist teachings, this led to
understand truly the truth of life and accepting the reality of death. Death acceptance
was the consequence of mobilizing religious beliefs and engaging in religious
practices consisting of understanding the truth of life, Thum-jai that one day death
will come, living with no fear of death, and letting go of their death/ let it go with the

death.
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Category 4: transcending of death acceptance was the final category in the
journey of death acceptance and consists of 3 sub-categories covering; having
mindfulness and having peace of mind, preparing for a peaceful death covered
preparing self and others, and living-well and dying-well. In this category the
participants focused their mind on the present moment which was having
mindfulness. Under the condition of having peace of mind, the participants had
prepared or managed living and dying in the end stage of life in order to have a
peaceful death. This consisted of two processes: 1) preparing self with two actions-
making merit and making a treatment plan to die peacefully. Even though, the
participants accepted their death, they were still fearful of dying with suffering. They
perceived that getting some treatments and extending their life by receiving
aggressive treatments such as many needle punctures, intubating an endotracheal tube,
putting in a stent, CPR (Cardio Pulmonary Resuscitation), having their body hooked
up to medical machines and dying from an accident caused them suffering. At the end
of life, they wished to die without suffering, like sleeping. This condition led to the
idea of making a plan to die without aggressive treatments. They had told family
members of their wishes about the treatment in the end-of-life stage and that they did
not want to extend their lives by any aggressive treatments, and 2) preparing others,
according to the wish to die without burdening family members, the participants had
prepared others by often talking about issues surrounding death with their family
members, the participants had prepared others by often talking about death issues to
their family members, and managing business tasks and their funeral and death rituals.
The consequences of transcending the acceptance of death for the participants led to

preparing self and others to contribute to their living-well and dying-well or the
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quality of living and dying at the end stage of life. The participants were living-well in
that they were living with a harmonious body and mind, had a purpose in life, and a
desire to continuously live while being ready to die any moment. Finally, the result
for the participants in this category was dying-well which can be inferred as being

ready to die at any moment and being able to communicate about death as normal.

Recommendations of the Study

The results of the study have highlighted the following recommendations for
nursing practices, nursing education, nursing research, and the health policy. The

study recommendations are as follows;

Nursing practice

The result can be useful both for older persons, their family members, and
health care providers especially nurses as demonstrated in the following;

The conditions of first category shows the situations the participants were in
which were; being informed by the doctors that they were facing life threatening
situations and that their disease had reached the end stage and was not reversible, the
older persons had been experiencing life threatening situations with worsening
symptoms, and the older persons had faced near death experiences. These situations
made the older persons aware of their own death and they had recognized their life
time was limited. This category showed that providing information at this category is
not important because older persons would like to learn about their illnesses and about

their death by themselves. Moreover, talking and sharing between older persons who
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had similar diseases was important for their understanding and for their acceptance of
their illnesses. In addition, having emotional support from other persons such as
friends, family members, nurses, and doctors was important for supporting and
cheering up the older persons in this category and for continuing their life as best as
they could.

However, after older persons had make their understanding until they could
accept their illnesses most of older persons hope for longer life is the consequence in
the first category. They had tried to maintain their health by seriously taking action to
maintain their health by adhering to medical treatments, modifying their health
behaviors, and doing anything to aid their recovery. This included learning more
about their illnesses by searching for health information and reading books regarding
how to manage their illness. Therefore, healthcare providers especially nurses can
provide information that is appropriate in self-care for the older persons.

The results show that the attributes of older persons who accepted their death
consisted of having prepared for a peaceful death which covered preparing self
(making treatment plan to die peacefully and making more merit or doing good thing
such as donate their body because they hope to useful for others after they died away),
and preparing others (talking about death issues with family members and managing
business tasks, their funeral and death rituals), living-well by living a live harmonious
with their body and mind, having a purpose in life, and a desire to continuously live
while being ready to die at any moment, and being positive about death in terms of
being happy, feeling comfortable, having no worries, no stress, not feeling anxious,
and not being afraid, being ready to die at any moment, being able to communicate

about death as a normal part of life, having positive emotions when they heard about
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death issues, interest in communicating about death, and being physical healthy in
terms of being able to eat and sleep well. Usefulness of the attributes of older persons
who could accept their impending death were mentioned above can be a guideline for
nurses to know the appropriate time for discussion on older person’s death. Death
acceptance attribute useful for nurses to assess the readiness to death acceptance in
older persons with advanced chronic organ failure before starting any discuss about an
older person’s death. Moreover, the results are useful in that they can be a step or
provide ideas for health care providers in approaching older persons for discussing the
topic of death.

Furthermore, the results also show that the participants’ health gradually
deteriorated due to the progression of their disease and older age. The deterioration
included repeated life-threatening situations from time to time and hospitalization due
to the acute exacerbate symptoms and repeated near death experiences in some. These
conditions led the participants to realize that their time is relatively short and death is
inevitable and this contributed to the participants better accepting their own death.
Importantly, the results show that after the older persons had recognized their own
death they were not ready to die because most of the older persons were more
concerned about their family and their unfinished tasks. The older persons who did
not have family to be concerned about and who had no unfinished business in their
life had a high chance of recognizing that death was imminent and were open to
discussions about their impending death. Therefore, having no one need to be
concerned about is a vital turning point to death acceptance for the older persons.
Therefore, in a health care provider’s initial discussion of an advanced care plan with

an older persons, the healthcare provider needs to concern ascertain whether the older
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persons is what they have prepared such as they has prepared his/her children in
regards to his/her death’ or ‘has made preparations for his/her children. Knowing
about the death trajectory in older persons with chronic organ failure leads to knowing
the appropriate time for any discussion on death.

The results can explain how older persons reach the stage of death acceptance
under the conditions of Buddhism methodology or depends on the principles of the
Buddhist teachings. There were three main Buddhist teachings that were usually
mentioned by the participants as having beneficial effects on their understanding
about death and dying consisted of the principle of natural law (birth, aging, sickness,
and death are normal for human life), the concept of anatta which helps participants to
see that death was certain, and the principle of rebirth and the law of karma. Buddhist
teachings helped the participants understand life and death. In addition, after the older
persons had mobilized their religious beliefs and had been engaging in religious
teaching practices such as merit making, mediation, chanting or praying in their daily
practice, this led older persons to understand truly the truth of life and accept the
reality of death. Including older persons had mentioned that consideration or
contemplation was an important step for gaining a clear understanding about death.
Therefore, training their mind was important for older persons to be with their
impending death, Meditation should be applied in a nursing program because it allows
the older persons to have a peaceful in mind and as a way have to a peaceful death in
the end of life stage. Therefore, the results will be useful for healthcare providers to
develop palliative care programs to enhance death acceptance for both older persons
and their families based on Buddhist teachings. Importantly, the result useful to

develop a culturally sensitive care intervention.
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Nursing education

The results from this study can be a guideline for assessment and
communicate on death issues with older persons and families for nurses and nursing
students. In addition, the benefits from this study can be knowledge based for training

palliative care for nurses and nursing students.

Nursing research

New knowledge from this study can fill the gap of knowledge in the part of the
death acceptance process depending on Buddhist teaching especially in the older
persons group. Moreover, the process of the acceptance of death in the context of the
Thai Buddhist older persons with advanced chronic organ failure can show the
relationship of conditions, actions, and the consequences of death acceptance.
Including the attribute of death and death acceptance from clearing understanding
their own death in Thai older persons. The conditions of death acceptance consist of
being informed by their medical doctors that their disease had reached the end stage
and was not reversible, older persons had experienced life threatening situations with
worsening symptoms, and had facing near death experiences, and their health was
gradually deteriorating due to the progression of their disease and older age. This also
included repeated life-threatening situations from time to time and hospitalization due
to acute exacerbate symptoms as well as repeated near death experiences in some. The
action of this study consisting of taking action to maintain health, Thum-jai: reflecting
on their own death, engaging in religious practice, and preparing a peaceful death. For
the attributes of death acceptance in terms of understanding the truth of life, this

consisted of Thum-jai that one day death will come, living with no fear of death, and
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letting go of their death/ let it go with the death. In addition, conditions that
contributed to death acceptance consisted of concern for loved ones, Buddhist
teachings, and witnessing the death of others. The consequences of death acceptance
consisted of living well (living with a harmonious body and mind, having a purpose in
life, and a desire to continuously live while being ready to die at any moment, and
dying-well (being ready to die at any moment and being able to communicate about
death as normal). Therefore, the results of this study can be knowledge based to test
the hypothesis, test relationships among concept, and develop instruments for

screening death acceptance in Thai older persons in the future.

Health policy

The results from the study show that older persons who transcending to accept
their death could be being ready to die at any moment and being able to communicate
about death as normal. In addition, older persons had the idea of not prolonging life
when their symptoms got worsen by writing a living will and informing their family
to let them die without prolonging their life. The participants had positive emotions
when they heard on death communication. And they were interested in
communication on death. The result will be a useful contribution to the health care
palliative policy in Thailand in the part of the movement of discussion of advanced
directive care plans as well as enhancing a peaceful death in older persons. This study
use to promote the success of living wills or promote the older persons Self
Determination Act (PSDA) while older persons have the capacity to communicate in

regards to their values and religious beliefs. To assist the dying older persons in
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fulfilling their wishes at the end of their life and to decrease the conflicts in regards to
the preferences of others when families and doctors make decisions for them.

The results show that older persons who could accept their death had been
preparing themselves by making a treatment plan to die peacefully. Older persons
perceived that getting some treatments and extending life by receiving aggressive
treatments such as many needle punctures, intubating endotracheal tubes, putting in a
stent, CPR (Cardio Pulmonary Resuscitation), being put onto machines to be kept
alive and dying from an accident caused them suffering. Older persons had a verbal
plan in place with their family members that they wished not to extend their lives by
any aggressive treatments by avoiding aggressive treatments using modern medical
technology to extend their life. In the future, preparing oneself to die peacefully can
result in decreased costs in regards to hospital stays for older person’s families and the
government insurance companies from the sustaining treatment selected part of

preparing oneself to die peacefully.

Limitation of the study

The limitation of the study lack of variation of the participants, most of them
were end stage renal disease (ESRD) and only one participants received continuous
ambulatory peritoneal dialysis (CAPD). Further research should be extended to varies
illnesses and others illnesses trajectories. In addition, the results present only the
process of death acceptance in Thai Buddhist older persons. They cannot be
generalized to the other age groups and older persons who had other religions. In
future research discovering knowledge of death acceptance process should be

gathered from Muslims and Christians.
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APPENDIX B

INTERVIEW GUIDE

These interview guides are designed to gather the process of accepting
death in Thai Buddhist elderly with chronic organ failure patients after providing

informed consent.

Research questions
The interview guide before exploring beliefs and ideas about death as follows;
- How do you feel about your illness such as the stage of your disease,
treatments and goal of treatments?
- How do you know you are in the end stage of your disease?
- How do you feel when you know you are in the end stage of your
disease?
- How do you deal with your feelings?
For the main questions about perception about life and death;
1.1)  Have you thought about death, for example?
- When you think about death?
- What are the factors that lead you to think about death?
- How do feel when you heard about your given death sentence at
the first time, from whom?
- What is the meaning of death in your perception?
1.2)  What is your meaning of accepting death?

- How do you feel about accepting death?
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1.3) How do you confront with their death/overcome to accept your
death?
- What is the way that you use to accept death?,
- Why do you choose that way in preparing to accept your death?
- How are you preparing for your death?
- Have you discussed your death with any other persons?, who?
- How have you discussed your death?
1.4) What are the factors that influence you to accept their death?
- What are the barriers that make you feel the difficult to accept the
death?
1.5) What are consequences of your life after you can accept death?

- How does the acceptance of death affect your life?
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APPENDIX C

INFORMED CONSENT FORM

Research Title: Life Journey to Death Acceptance in Thai Buddhist Older

Persons with Advanced Chronic Organ Failure

Dear Participants

My name is Tusanee Khaw. I am a Ph.D. student in Doctor of Philosophy in
the Nursing Programm, Faculty of Nursing, Prince of Songkla University, Hatyai,
Thailand. I am conducting a research study titled “Life Journey to Accept Death in
Thai Buddhist Elderly with Chronic Organ Failure”

The objectives of this study are to discover the process of accepting death in
Thai Buddhist elderly patients with advanced chronic organ failure. You are an
important person who has experienced the journey to accepting death through
Buddhism ways. Although the participants do not directly benefit for these results,
they are useful to health care providers to assess in accepting death, to guide
methodology for discussion about advanced care plans, and to provide programs to
enhance accepting death to other elderly patients who are in advanced stages of their
illnesses to improve quality of life, enhance dignity, and die in their wish in the future.

In this study the researcher will ask you about you attitude to death, methods
for accepting your death, the process of accepting your death, factors that influence
accepting death, and the outcomes after you accept death by using open-ended
questions to interview. The interview will spend about 45-60 minutes at least two

times. Importantly, if some questions upset you or negative effect to you, the
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researcher will support for your felling. In addition, if you do not appreciate to join
with study, any time of this study you can withdraw by it has not any result to your
nursing service or medical treatment.

All data will be analyzed and used in only academic reports. Your personal
information will be kept confidential by the use of coded numbers. If you have any
questions or suggestions about this study, you can directly contact the researcher on
my mobile phone 088-7827073 and major advisor on her mobile phone 088-7336006.
Finally, if you agree to participate in this research study please sign your name on the
consent form.

I agree to participate in the study.

SIgNATUTE. ...t Date.......c.coooviiiinin,

Thank you for your kind cooperation

(Miss Tusanee Khaw)

Researcher

(Assoc.Prof.Dr.Kittikorn Nilmanat)

Major advisor
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Objectives of the Research

To discover the process of death acceptance among Thai Buddhist older persons with chronic organ failure
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APPENDIX E

CONSTANT COMPARATIVE AND THEORETICAL SAMPLING

Constant comparative and theoretical sampling

No | Gender | Age | Marita | Educat | Occupation Type Time Type of Theoretical Remarked
s | I status ion al status of period | treatments sampling
level diagnosis of
diagnos
ed
(years)
1 Male 73 | Married | High retired COPD 30 Inhaler Preparing for | Accepted their death
school their death before he had been
(donated diagnosed with end
their body stage of disease (near
before death experienced)
retilement)
2 | Male 62 | Married | High retired ESRD 15 H/D Difference Accepted their death
school disease, Male | after he had various
with low near death experiences
ages
3 | Male 67 | Married | Primary | unemployed | CHF, 17 medications | Who had Accepted their death
school COPD experienced | when he had near
of near death, | death experienced
Difference
disease,
4 | Female | 65 | Widow | Primary | unemployed | HT, 5 CAPD Time of Accepted their death
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Constant comparative and theoretical sampling

No | Gender | Age | Marita | Educat | Occupation Type Time Type of Theoretical Remarked
s | |l status ion al status of period | treatments sampling
level diagnosis of
diagnos
ed
(years)
school DM,ESR diagnosed after their children had
D lower, graduated and had
difference their own family.
gender
5 Female | 60 | Widow | Primary | unemployed | HT, 4 H/D Female , Accepted their death
school ESRD Difference of | after their children had
treatment graduated and had
their family.
6 | Female | 66 | widow | Primary | unemployed | Thyroid, 30 Medications | female, Accepted their death
school CHF difference of | after she had no one in
disease, long | their life.
time of
diagnosed
7 | Male 81 | Married | Primary | employed COPD 19 Medications | Male with Accepted their death
school high age after he had several
near death
experiences.
8 | Male 65 | Widow | Primary | unemployed | COPD, 5,10 | Medications | Male with Accepted their death
school CHF lower aged, | when their wife died.
short time of
diagnosed
9. | Male 62 | Married | Primary | unemployed | HT, 14 H/D Male, low Accepted their death
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Constant comparative and theoretical sampling

No | Gender | Age | Marita | Educat | Occupation Type Time Type of Theoretical Remarked
s | |l status ion al status of period | treatments sampling
level diagnosis of
diagnos
ed
(years)
school ESRD age, long after he had many near
time of death experiences.
diagnosed
10 | Female |81 | widow | Primary | unemployed | HT, 12 H/D Female, High | Accepted their death
school ESRD ages, long before being
time of diagnosed with ESRD,
diagnosed no need someone need
to concerned, and she
had reached a good
age.
11 | Female | 84 | widow | Primary | unemployed | HT, 9 H/D Female, High | Accepted their death
school ESRD age, long after diagnosed with
time of ESRD and she had
diagnosed been seeing the death
experiences of other.
12 | Male 61 Married | High retiled HT, 12 H/D Male, low Accepted their death
school ESRD age, long after their children had
time of graduated and
period families..
13 | Female | 67 Married | High retiled DM, HT, 1 Medication | Female, Accepted their death
school MI, CHF difference of | after her children had
disease , graduated and she had
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Constant comparative and theoretical sampling

No | Gender | Age | Marita | Educat | Occupation Type Time Type of Theoretical Remarked
s | |l status ion al status of period | treatments sampling
level diagnosis of
diagnos
ed
(years)
married learned about death
from Buddhist
practicing..
14 | Male 65 | widow | Primary | unemployed | MI, CHF 4 Medication | Male, Accepted their death
school Widow, from having
same disease | expeiences seeing
and same age | death of others.
15 | Female | 60 | Married | Primary | unemployed | DM, 3 H/D Female, Accepted their death
school ESRD married, Low | in initial of diagnosed
age, short with ESRD.
period of
time
diagnosed
16 | Male 64 Married | High retiled HT, 4 Medication | Male, low Accepted their death
school STEMI, age, after their children had
CHF difference of | graduated.
disease
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CODES, CONCEPTS, SUB-CATEGORIES, AND CATEGORIES

Category 1: Negotiating of their own death

Recognizing their own

Taking action to maintain

Hoping for a longer

death but not ready to die health life.
- Learning more about their
Encountered the life illnesses and treatments by
threatening situation searching for health
- Informed by their medical doctors | information and reading
their disease reachf':d the end stage books regarding how to
and was not reversible. ..
- Experienced life th . manage their illnesses.
perienced life threatening >
situation with worsening ) MOd_lfymg hea.lth
symptoms. behaviors or trying to do
- Facing near death experience everything to get better.
Feel fear of their own death |- Adhering to medical
because they were more treatments as long as
concerning both their possible.
children and their families |- Seeking emotion support/
Holding the spirit
Category 2: Neutralizing fear of death
Realizing that death is Thum-jai: reflecting on | Accept the truth of
inevitable their own death. life and death.

- Repeating experienced life-
threatening situations and
were hospitalized due to acute
exacerbated symptoms.

- Repeated experiences of
near death.

- Getting older and their
health became deteriorated
due to the progression of their
disease(s)

- Confronting with
experienced seeing death
sense of others. (Friends
with similar disease, their
relative and significant
persons.
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Category 3: Affirming impending death

Mobilizing Buddhist faith.
Their previous experiences
of the Buddhist teachings.

- Anatta

- The principle of natural law
(Born, old, sick, and death
which are normal things for
human life.

- The principle of rebirth and
the law of Kamma (cause-
effect).

Engaging in religious
practice.

- Making merit makes our
mind comforting

- Meditation for being
with conscious and mind
comforting.

- Chanting or praying for
forgiveness and peaceful
in mind

- Dhamma reading make a
comforting

Accepting their own
death.

- Understand the truth of
life/ accept the reality of
life

- Reassuring (Thum-jai)
that one day the death
will come

- Being with not fearing
on death.

- Letting go with their
death/ let it go

Category 4: Transcending of death acceptance

Having mindfulness and
being in a peaceful state of
mind

Preparing a peaceful
death

Preparing self

- Making merit (Doing
good thing before death)
-Making a treatment plan

to die peacefully.

Preparing others

- Talking over death
issues within family
members.

- Managing business task,
funeral and death rituals.

Living well

- Harmonious stage both
body and mind

- had a purpose in life.
-a desire to continuous
living while being ready
to die any moments.

Dying well

- Being ready to die at
any moments.

- Being able to
communicate about
death as normal and
auspicious.
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