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	Advance Directives


Definition/Purpose:
Advance Directives

Under the Patient Self-Determination Act of 1990, each individual has the right to determine the course of his/her medical care and treatment. Advance health care directives are documents enabling patients to declare their wishes about the care received in the event that the patient becomes unable to speak or to direct his/her own care. The use of the advance directive is the way to provide clear and convincing proof of an individual’s health care wishes.

All staff members should be aware of the types of advance directives and where to direct patients who have questions about them. All new patients should be asked if they have advanced directives, and the purpose of advanced directives should be explained to patients who are unfamiliar with them. If a patient has an advance directive, all clinical staff caring for the patient should know where a copy is located in the medical record, and read the directive so he/she may be aware of the wishes of the patient.

A. Living Will—The living will is a legal document that expresses wishes that in the event of prolonged and irreversible illness or injury, the party signing the document shall be allowed to die without the use of life-prolonging medical procedures. It is generally used to declare wishes to refuse life-sustaining treatment under certain circumstances. A lawyer is not needed to draw up a living will, but consultation may be advisable.

B. Durable Power of Attorney for Health Care—Under a durable power of attorney for health care, someone is appointed to make decisions about the signing individual’s medical care when that individual becomes unable to do so due to an incapacitating injury or illness. As long as you are able to make treatment decisions for yourself, you will have the right to do so. 
This is also referred to as Health Care Proxy, or the appointment of a health care agent. This document leaves treatment decisions more open to the proxy, and is not as specific as the living will. If an individual has special instructions for the agent, he or she should include them in the document. Also, if the individual wishes to limit his/her agent's authority in any way, it is done in this document. If the individual does not state any limitation, his/her agent will be allowed to make all health care decisions that the individual could have made, including the decision to consent to or refuse life-sustaining treatment. An attorney is not required to designate a durable power of attorney for health care.  However, two adult witnesses must sign the Durable Power of Attorney for Health Care form.

A health care proxy can be any adult (over 18), including a family member or close friend of the individual. If the physician is selected as the agent, the physician may have to choose between acting as the agent or as the attending doctor; a physician cannot do both at the same time. Also, if the individual becomes a resident of a hospital, nursing home, or mental health facility, there are special restrictions about naming someone who works for that facility as an agent.  

The individual and designated health care agent should have communication about the individual’s wishes prior to designating an agent. Health care wishes should be discussed and written. The healthcare agent should be provided a signed copy. All hospitals, doctors, and other health care facilities are legally required to obey decisions by the agent. If a hospital objects to some treatment options (such as removing a certain treatment) they must tell the individual or his/her agent IN ADVANCE. 

Even after the form has been signed, the individual has the right to make health care decisions for himself as long as he is able to do so, and treatment cannot be given or stopped if the individual objects. The individual can cancel the control given to an agent by telling him or her or the health care provider orally or in writing. 

If an individual completes a Health Care Proxy form, but also has a living will, the living will provides instructions for the health care agent and will guide his or her decisions.

C. Copies of all applicable documents are to be maintained in the patient’s medical record. The documents should be filed in a designated chart section for ready access by the health care team.

D. Documentation of discussions concerning advance directives and health care proxy designation are to be documented in the medical record.

E. The patient should be given the opportunity to prepare an advanced directive while still competent to make decisions, and/or before a crisis situation occurs.

Personnel Responsible:  All Clinical and Support Personnel

Equipment/Supplies Required:


· Advance Directive Status Form

· Chart Label and/or Tagging System
Policy: All competent adult patients should be educated about advance health care directives and encouraged to establish one at the time of admission to the practice.  

Procedural Steps:

A. Practice Administrator/Nurse Manager

1. Advance Directives will be filed in each patient’s medical record, in a designated location.

2. The practice has determined that the medical record of each patient providing advance directive documents will be identified by:

______________________________________________________

3.     The practice will identify at least one staff member who is knowledgeable and comfortable discussing advance directives, and refer patients and families to the designated staff when more information or education is needed.

B. Clinical Nursing Staff
1. Upon admission, the physician or nurse requests that the patient complete an advance directive status form. If needed, an explanation of advance directives is provided to the patient.

2. Patients who do not have information about advance directives and indicate a desire for more information and/or appropriate formats are to be referred to:

______________________________________________________

3. Request a copy of any documents that the patient may have that dictate their health care management in the event that the patient is unable to do so. The patient should also be instructed that this paperwork be copied and distributed to his/her other health care providers.

4. If the patient is unwilling or unable to discuss advance directives, document this in the medical record.

C. Medical Records Clerk

1. Place the identifying tag, as determined by the practice, on the medical record.

2. Ensure that the Advance Directive is filed in the ___________________​​​​​​​​​​​​​​​_____________________________ section of the medical record.


D. Physician

1. Review the patient’s advance directive and verify the documentation in the office visit note.

2. Answer any questions regarding medical procedures and treatment, as related to the advance directive.

Patient/Caregiver Instructions:

A. Complete the admission checklist.

B. Provide the name and contact method for any designated health care proxy.

C. Communicate changes, both verbal and written, in the advance directive status and/or proxy designee.

Documentation:

A. Advance directive questionnaire (sample attached)

B. Living will declaration (statutory sample attached)

C. Documentation that patient has received information regarding the above, and has been given the opportunity to speak to his/her health care provider regarding any procedures or treatment plans.

STAFF RESPONSIBILITIES

Clinical Nursing Staff

1. Upon admission, ask the patient to read the advance health care directive admission form or read it to him/her.

2. Ask the patient to complete/or complete for the patient the bottom part of the form indicating whether they have an advance directive.

3. If the patient has an advance directive or wishes more information on advance directives, call designated professional in practice and leave a message with patient’s name and whether they need information or have a directive.

4. File the advance health care directive admission form in the chart, behind the face sheet. Highlight any expiration date to prompt a renewal of the form, if necessary.

5. If the patient has an advance directive in his or her possession, place a copy in the medical record behind the advance health care directive form. The patient keeps the original.

6. Upon discharge, file the patient’s advance directive in the archive.

7. Document that the patient has received information about advanced directives.

Medical Records

If the patient has an advance health care directive:

1. Place a green “advance directive” sticker on the front of the chart, as well as in the progress notes section, to notify the physician more readily of the patient’s status.

2. Ensure that the advance directive is filed in the front of the patient’s chart behind the face sheet.

Social Worker/Designated Professional in Practice

1. Provide information about advance directives. Give patient a copy of the pamphlet “About Advance Medical Directives.”

2. Provide an opportunity for the patient to ask questions regarding advance directives.

3. Refer patient to a physician or an attorney when appropriate.

4. Assist patient in completing an advance directive if needed.

5. Encourage any patient who has an advance directive to provide a copy for the medical chart. If they bring it in after admission, copy it and file it in the chart behind the advance health care directive form.

Physician

1. If the patient has an advance directive, review it with the patient and verify the documentation with an order.  Answer the patient’s questions regarding medical procedures and treatment related to completion of an advance directive.

WHO CAN WITNESS ADVANCE DIRECTIVES?

Neither staff members nor minors may witness an advance directive.  Members of the patient’s family, including a spouse or partner, friends, clergy, or an attorney may act as a witness to an advance directive.

Source: ( Howard A. Rusk Rehabilitation Center, University of Missouri-Columbia Hospital & Clinics, Columbia, Missouri, 1996.

	TIPS FOR DOCUMENTING A PATIENT’S STANCE ON ADVANCE DIRECTIVES

	Ask if patient has an advance directive
	In some cases, you may have to explain what an advance directive is. Many patients may have a living will, but perhaps don’t know it by any other name. It is best to inquire about advance directives during pre-registration.

Patients are more at ease in their home setting and may be better equipped to deal with the issue of advance directives there.  Thus, written information may be provided for the patient to take home and discuss with his caregivers and family.

	Request a copy
	If a patient says that he has a living will, a durable power of attorney for health care, or other documents that might dictate his care when he cannot, ask him to bring a copy at the time of treatment. The copy should be included with the patent’s chart.  If no copy is available when the chart is created, be sure to follow up to gain a copy after the patient is established as an outpatient at your facility.

	Inquire about designed health care agent
	If a patient has an advance directive, chances are that he  has someone designated as an agent to make medical decisions on his behalf. Be sure to obtain the agent’s name, address, and telephone number.

	Code the chart
	Create some sort of coding system for patient charts to flag those with advance directives. This is important, especially if a copy is unavailable at the time the chart is created.

	Document
	Make certain you document not only that the topic of advance directives was discussed, but also the results of that discussion.  A sample form that can be used as a guideline follows.


Source: Reprinted from Laura J. Merisalo, ed., “Registration Risk Management,” Health Care Registration, Vol. 6, No. 9, ( June 1997, Aspen Publishers, Inc.

SAMPLE ADVANCE DIRECTIVE QUESTIONNAIRE

1. Do you have a living will?   
___ Yes   ___  No


2. Did you bring it with you?
___  Yes   ___ No
___  Copy in chart

___  Will provide a copy

___  Unable to provide a copy at this time (refer to social worker)


3. Have you designated a health care surrogate?
___  Yes   ___  No
Name of surrogate:


Address:


Phone:



4. Do you wish to speak to someone further about a living will or surrogate decision-maker?

___  Yes (refer to social worker)         ___  No 

___   I acknowledge receipt of the hospital’s advance directive information booklet.

	
	
	

	Patient/Family Representative
	
	Date


Source: Reprinted from Laura J. Merisalo, ed., “Registration Risk Management,” Health Care Registration, Vol. 6, No. 9, ( June 1997, Aspen Publishers, Inc.

SAMPLE ADVANCE DIRECTIVE ADMISSION FORM

Advance Health Care Directive (To Be Read To The Patient)

In compliance with the patient Self-Determination Act of 1990, {Practice Name} has written policies respecting the implementation of an individual’s rights under {state name} Law to make decisions concerning medical care including the right to accept or refuse medical or surgical treatment and the right to formulate advance health care directives. In the State of {state name}, any person 18 years of age or older who is legally competent has the right to make decisions in advance about his or her health care. These decisions can range from routine to life-sustaining treatment including the provision of food and water.  A written advance health care directive can include an “advance health care directive,” “living will,” or a “durable power of attorney for health care.” Advance health care directives instruct the health care provider regarding the individual’s wishes pertaining to medical care and treatment in the event a person cannot make decisions for himself or herself. No person can be discriminated against or have care conditioned on whether he or she has executed an advance directive. Advance health care directives are effective until the time of death or until they are revoked.

Advance Health Care Directive Decision Options

Check the appropriate boxes:

___ 
1.
I have an advance health care directive.




___ 
A current copy of my advance health care directive has been given to this health care facility.


___
A current copy of my advance health care directive has not been given to this health care facility. I understand that it is my responsibility to provide this facility with a copy of my care directive.

___ 
2.
I do not have an advance directive. I understand that I can ask for more help and information about advance directives.

___
I have received some informational material.

___
I prefer not to receive informational material at this time.

	
	
	

	Patient/Family Representative
	
	Date


STAFF USE ONLY

___ PATIENT WOULD NOT/UNABLE TO SIGN_____________________________________


Signature                                    Date

Source: ( Howard A. Rusk Rehabilitation Center, University of Missouri-Columbia Hospital & Clinics, Columbia, Missouri, 1996.

Statutory Sample Living Will Declaration 

(Check requirements of individual state statute)

This is an important legal document. This document directs the medical treatment you are to receive in the event you are unable to participate in your own medical decisions and you are in a terminal condition. This document may state what kind of treatment you want or do not want to receive.

This document can control whether you live or die. Prepare this document carefully. If you use this form, read it completely. You may want to seek professional help to make sure the form does what you intend and is completed without mistakes.

This document will remain valid and in effect until and unless you revoke it. Review this document periodically to make sure it continues to reflect your wishes. You may amend or revoke this document at any time by notifying your physician and other health care providers. You should give copies of this document to your physician and your family. This form is entirely optional. If you choose to use this form, please note that the form provides signature lines for you, the two witnesses whom you have selected and a notary public.

TO MY FAMILY, PHYSICIANS, AND ALL THOSE CONCERNED WITH MY CARE:

    I, _____________________, willfully and voluntarily make this declaration as a directive to be followed if I am in a terminal condition and become unable to participate in decisions regarding my medical care.

    With respect to any life-sustaining treatment, I direct the following:

    (Initial only one of the following optional directives if you agree. If you do not agree with any of the following directives, space is provided below for you to write your own directives).

_______ NO LIFE-SUSTAINING TREATMENT. I direct that no life-sustaining treatment be provided. If life-sustaining treatment is begun, terminate it.

_______ TREATMENT FOR RESTORATION. Provide life-sustaining treatment only if and for so long as you believe treatment offers a reasonable possibility of restoring to me the ability to think and act for myself.

_______ TREAT UNLESS PERMANENTLY UNCONSCIOUS. If you believe that I am permanently unconscious and are satisfied that this condition is irreversible, then do not provide me with life-sustaining treatment, and if life-sustaining treatment is being provided to me, terminate it. If and so long as you believe that treatment has a reasonable possibility of restoring consciousness to me, then provide life-sustaining treatment.

_______ MAXIMUM TREATMENT. Preserve my life as long as possible, but do not provide treatment that is not in accordance with accepted medical standards as then in effect.

(Artificial nutrition and hydration is food and water provided by means of a nasogastric tube or tubes inserted into the stomach, intestines, or veins. If you do not wish to receive this form of treatment, you must initial the statement below, which reads: "I intend to include this treatment, among the 'life-sustaining treatment' that may be withheld or withdrawn.")

    With respect to artificial nutrition and hydration, I wish to make clear that

    (Initial only one)

_______ I intend to include this treatment among the "life-sustaining treatment" that may be withheld or withdrawn.

_______ I do not intend to include this treatment among the "life-sustaining treatment" that may be withheld or withdrawn.

(If you do not agree with any of the printed directives and want to write your own, or if you want to write directives in addition to the printed provisions, or if you want to express some of your other thoughts, you can do so here.)

Statement of general beliefs and aspects of life that I value: ______________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Date: __________________

_____________________________________________

(Your signature)

______________________________ 

(Type or print your signature)

______________________________________

(Your address)

The declarant voluntarily signed this document in my presence.

    Witness __________________

    Address __________________

    Witness __________________

    Address __________________

    On this the __________ day of _____________, __________, the declarant, __________________, and witnesses __________________, and _____________ personally appeared before the undersigned officer and signed the foregoing instrument in my presence.  Dated this _____________ day of _____________, __________.

______________________________

Notary Public

My commission expires: __________________.

Insert Sample Living Will

from Oncology Services Adminsitration, Forms, Checklists & Guidelines
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