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Objectives

• Understand the importance and benefits of advance care planning

• Describe and utilize various forms of advance directives

• Apply conversational techniques to assist patients with advance care
planning

• Identify legal and ethical implications and consider resources to 
address these



What happens when we can’t prevent 
everything?
…2 things are certain



But we can still prevent:

• STRESS:
• Goals of care discussion and advanced care directives have been found to increase 

patient satisfaction and decrease family stress. (Spoelhof, 2012)

• UNWANTED PROCEDURES:
• Study of Oregon POLST revealed in NH patients no one received unwanted 

procedures (Tolle 1998)

• ADDITIONAL DISCOMFORT IN DEATH AND DYING: 
• In 2019 study on Oregon where POLST is statewide, complete registry, and much 

effort on public education, there is a 2/3 rate of patients dying at home vs 39.6% rest 
of country. (Tolle 2017)



EVIDENCE

• They are most effective when done over multiple visits (Spoelhof, 2012)

• Specific conversation relevant to a patient’s stage in life improves completion rates (Spoelhof, 2012)

• In a systematic review, 70% of patients’ preferences as expressed in an advanced care planning conversation 
were stable over time. EOL preferences included CPR, artificial nutrition and hydration, mechanical 
ventilation, surgery, antibiotics, dialysis, transfusion, hospitalization, ICU admission, nursing home admission, 
will to live, attitudes toward euthanasia, attitudes toward physician-assisted suicide, and decision-making 
preferences (Auriemma 2014).

• Preference stability in this study was greater among inpatients, seriously ill outpatients, higher education, 
those who had already engaged in advanced care planning, and those choosing to forego therapy (as 
opposed to those choosing to receive therapy) (Auriemma 2014).

• A survey from patients with cancer revealed a desire to discuss ACP with family (85%) doctors (70%) and to 
formally document (73%). (Waller 2019)



What is it?

Advance Care Planning? Advance Directives?



What is the goal?

• Patient Autonomy!

• Make sure patients get the 
care they desire

• Legal and medical 
documentation



Types of 
Advance 
Directives:

• Living Will

• Durable Power of Attorney for Health 
Care/Medical POA/"Proxy"

• Physician Orders for Life-Sustaining 
Treatment (POLST)

• Combined Directives

• DNR/DNI/DNH

• Organ Tissue Donation

• An advance directive is a legal document that says how 
you want to be cared for if you are unable to make 
decisions.

• Only goes into effect once a patient loses decision making 
capacity



Living Will:

• A living will (LW) is a list of treatment 
preferences. 

• Summarizes patient preferences for future care.

• Used to indicate preference for CPR, tube 
feedings, intubation, dialysis, or certain 
medicines like antibiotics/blood 
products/chemo/pain control.

• Besides life-support and resuscitation, a 
LW is also used for preferences regarding 
hospitalization (DNH).



Medical POA:

• The "durable power of attorney for health care" 
(DPAHC) document identifies the person the 
patient wants to make his/her medical decisions. 
This person is also called a "proxy". The 
proxy should be familiar with patient's values and 
wishes.

• This only happens in the event the patient loses 
decisional capacity.

• Started in the 1990's when states started 
recognizing the long-term limitations of LW.



POLST:

A POLST form tells all health care providers during 
a medical emergency what your patient wants:

• “Take me to the hospital” or “I want to stay here” 
(DNH)

• “Yes, attempt CPR” or “No, don’t attempt CPR” 
(DNR)

• “These are the medical treatments I want”

• “This is the care plan I want provided to me”

A medical order that travels with the patient (called 
a POLST Form) - not institution or state specific!

POLST includes medical orders, signed by a doctor, 
effective immediately (not when the patient loses 
DMC) , so considered "portable".













Oklahoma's Living Will:



Downloads – okpolst

https://okpolst.org/downloads/


Barriers to 
Completion:

Doctors:

• Time

• Discomfort

Patients:

• Fear 

• Burden to others 

• Lack of knowledge (x2)

• Want/Expect the doctor to initiate



Barriers to 
Implementation:

1. Directive is too vague

2. Inaccessibility!



Facilitating ACP:

• Schedule a separate visit!

• (make sure the proxy is present)

• Obtain permission:

• Can be emotional, even if healthy

• Should be involved?

• Preferences/Proxy

• Establish a baseline:

• Assess the pt's knowledge.......?

• Provide specific information:

• Relevant to the patient

• Pose the questions:

• Introduce the dilemmas

• Explore values and beliefs:

• Goal: "Live well"/"quality of life

• Elicit ACP Preferences:

• Identify what they want – be specific!

• Revisit regularly:

• AD's are mailable and ongoing, they 
should change as pt's health changes



The 
Conversation-

Perspectives



Exercise-
Patient 
Perspective

70 yo male with mild dementia, memory loss

arthritis, CHF, difficulty hearing and seeing

*Functional status—difficulty walking, some 
incontinence, falls, diminished appetite, mild 
difficulty sleeping and dyspnea

• What is your most bothersome symptom?

• What are your hopes?

• What are your fears?

• What do you value?



Exercise-
Physician 
Perspective

70 yo male with mild dementia, memory loss

arthritis, CHF, difficulty hearing and seeing

*Functional status—difficulty walking, some 
incontinence, falls, diminished appetite, mild 
difficulty sleeping and dyspnea

• What do you think bothers your patient the 
most?

• What do you hope for his future?

• What is your biggest concern for his health?

• What would you want to know about your 
patient’s health values?



Exercise

70 yo male with mild dementia, memory loss

arthritis, CHF, difficulty hearing and seeing

*Functional status—difficulty walking, some 
incontinence, falls, diminished appetite, mild 
difficulty sleeping and dyspnea

• What did you learn that is similar or differs 
between the two perspectives?

• How can you phrase these questions to make 
them comfortable for your use as a clinician?

• Which questions are most pertinent to 
include in an advanced care directives 
conversation?

• How do these questions differ from our 
typical encounter?



What do patients need to understand 
beforehand?
• Condition

• Symptoms to expect

• Treatment options

• Progression of disease

• Prognosis



What do you say? Ask?

• Align patients hopes and value with medical care and express this is your 
interest.

• “Keeping in mind your hopes, I’d like to discuss with you some options or documents 
that can help ensure we keep your medical care in alignment with your values…”

• Draw analogy to insurance or back-up plan to ensure we treat them as they 
would like— identifies need for personalization and autonomy.

• “I would like to show you some documents that are like an “insurance” you would 
include in these documents your wishes and guide the decisions regarding your 
health care…”



How would 
you ask about 
resuscitation?



A 78 yo M with PMH of chronic smoking history and COPD on 
supplemental oxygen established care with you last month. 
During your initial visit, you brought up APC and agreed to 

bring the pt back for further discussion and documentation. 
You had briefly discussed the concept of a proxy and told the 
patient to bring a trusted family member or friend if he had 

anyone in mind. At today's visit, he presents to clinic alone and 
states he did not do any individual research, he "just want you 

to help him make the right decisions".









Considerations:

DECISION-MAKING
CAPACITY

ETHICAL ISSUES LEGAL ISSUES



Pt is a 70 yo FM with ARDS 2/2 COVID-19. She is intubated and 
unconscious in the intensive care unit complicated further by acute renal 
failure. Her advance directive, completed seven years ago when she was 
highly functional, indicates that she wants life-sustaining treatments. She 
has not updated her advance directive since that time. Members of the 
medical team are concerned that she has little chance of surviving this 
hospital stay, and if she were to survive, she is at high risk of significant 
cognitive deficits that would require long-term skilled nursing care. The 

patient’s husband is listed as her health care agent in her advance 
directive. He asks how he should proceed with decision making as he 

struggles to balance what he thinks would be in his wife’s best interest 
and what she has indicated in her advance directive.



WHEN PREVIOUSLY EXPRESSED WISHES CONFLICT WITH BEST INTERESTS

A five-question framework has been proposed to help clinicians determine whether to focus 
on the patient's previously expressed wishes or on the current best interest of the patient:

1. Does the urgency of the clinical situation require a time-sensitive decision, are the patient's previously 
expressed wishes clear, and are POLST documents completed and available?

2. Considering the patient's preferences and goals of care, are the burdens of the intervention likely to 
overshadow the benefits?

3. Is the advance directive appropriate in the current situation?

4. How much leeway does the surrogate have to interpret the patient's advance directive?

5. Is the surrogate acting in the patient's best interests?



AID TO CAPACITY EVALUATION (ACE)

Microsoft Word - Aid To Capacity Evaluation.doc (uiowa.edu)

https://www.healthcare.uiowa.edu/familymedicine/fpinfo/Docs/ACE.pdf
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