Advance Care Planning
Right Document. Right Time. Right Patient.
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Create Advance Directives to
share your wishes

Document and share how you want to be
cared for If you cannot communicate for
yourself so no one is left guessing. This
Includes when you would or would not want
to receive [ife-sustaining measures and/or
treatment to extend your life

ADVANCE DIRECTIVE FORMS »

HOME

Understand your options to die
on your terms

Educate yourself on the end-of-life options
avallable that best align with your personal,
cultural, philosophical, or religious values
This includes Comfort Care only, options to
refuse treatment and hastening the dying
process If terminally Il or suffering,

MEDICAL AID IN DYING, VSED »

RESOURCES

WORKSHOPS & EVENTS

ABOUTUS CONTACTUS  REVIEWS

Organize your "affairs" as a gift to
those left behind

Give direction on how you'd like your body
cared for after you die, how you'd like 10 be
remembered, and the necessary legal and
Instructive documents that help others know
how to access and manage your digital
assets and affairs,

AFTER DEATH DOCUMENTS »

CONSULTANTS



Stages of Advance Care Planning

Complete Advance Directive

Goals of Care /
Serious lllness Conversations

Offer POLST
(if applicable)

Adapted from: lzumi S and Fromme EK,

‘ VITALtalk

—

Journal of Palliative Medicine. 0
SERIOUS ILLNESS CARE

March 2017, 20(3): 220-221.



Stages of Advance Care Planning

Early - patient has capacity

Middle - patient has limited capacity

Late - patient has lost decisional capacity




WSMA Advance Directive

PREPARING A HEALTH CARE AGENT

Consider sharing the following. Be specific. Add pages if needed. Cross out any sections you prefer not to complete. i
These translated forms are provided
What matters most to me?

This section helps you think about what matters most to you. This information can guide the people who matter to you
like your health care agent and loved ones—to make health care decisions for you if you cannot make them yourself.

English-language advance directive

your health care team if you have qu

« What do you love to do, mentally and physically, that you can’t imagine living without (e.g., being able to care for

ourself, staying in your own home, knowing who you are and who you are with, etc.)? .
y , stayinginy s g whoy y  etc.) Amharic

. Arabic

« What do you value most in your life?

Witnesses or notary requirement Chinese (Simplified)

. . R Rules for witnesses:
You must havg your signature either witnessed by two people or acknowledged by T e earS oo e ‘ N

What are my beliefs, preference: @ notary public. and competent. Chinese (Traditional)
It is important for the people who matter 1 Cann:t hlr:':elated to Y:’I;‘ ol::l .

i . : . . your health care agent by blood,
toknow about your beliefs, preferences, a yyiynags attestation: | declare | meet the rules for being a witness. marriage, or state-registered Korean
« What provides you support, comfort, a domestic partnership.

environment, who is in the room, etc.)i WITNESS #1 SIGNATURE: DATE:

Cannot be your home care

provider or a care provider at an Oromo
adult family home or long-term

care facility where you live. o
WITNESS #2 SIGNATURE: DATE: Cannot be your designated Punjabi
health care agent.

NAME PRINTED:

«+ Are there medical treatments you woul yaME PRINTED:

feeding, etc.)? Russian
STATE OF WASHINGTON ) Somali
)
« Do you have specific beliefs that you w« COUNTY OF )
Spanish
This record was acknowledged before me on this day of s
by (name of individual): Tagalog

Advance Care
Planning

: S m Washington State l
An Overview and Advance Directive —— =

Physician Driven, Patient Focused DATE OF BIRTH: ! /
(mmy/dd/yyyy)

Ukrainian

REV O



A tool to match goals for care with stages of
disease: dementiadirective.org

Mild

Moderate

Severe

Living with Dementia Mental Health Care

Directive
WashingtonLawHelp.org & N
| e e e E— |
S ameesChmstete et st 18 o o Your o [-)
Advance for Y f Eating and Drinking
(VSED Directive)




1IPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY

L/ MIDOLE NAME /INTTIAL

GEMOLN fogmanat| PRONOUNS (aprtunnad)

profesmsional. Completing a POLST is always voluntary.
Cxmepiety bt o

AGINCY IO £ TUORE I apgelicable

the Individual has NO pulse and s not breathing,

MENT In Sextidn i1 When mot in cardoptronary
Natural Death et e

has a pulse and/or is breathing.
Natucal Death above

i medically effective means, Use ntubution, advanced sy
inckcated. Inchides Care (escriben below

~ N

conditions while svoiding im
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7 fy 5N 0n behalf of a0 scdult who is not able 10 makeo & choace.
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What is a POLST: Portable Order for Life Sustaining Treatment

/ ; )

An “out of hospital” medical order
clarifying care for EMS providers/first responders.

’ For those with advanced illness, limited prognosis or frail medical condition I

‘ Sometimes called a “DNR Order” by community members (out of hospltal) I

Works with but does not replace, an Advance Directive

= Advance Directive and POLST forms do not expire.
= POLST does not identify a health care Agent/Representative



When should we consider a prioritizing ACP and POLST?

 Life expectancy or risk of harm

* “The surprise question” : Would you be surprised if
this individual died in the next 1-2 years?

« Would you be surprised if the person loses
capacity in the next in the next 1-2 years?

« Or would this person be potentially harmed by, or
their overall condition worsened by, aggressive,
invasive measures?

« Known personal goals, values, preferences



EARLY ACP discussion

Values-based Advance Directive (includes DPOAH)

Dementia Directives

POLST? (based on above)



Establish Surrogate and Complete DPOAH ASAP

N\
‘ Encourage choosing ONE spokesperson
\
‘ Able to make decision that reflects values of the individual

|

Capable of making difficult decisions: cognitively and
emotionally

[

‘ Location is not as important as availability

[

Ask again when you know life situation has changed

N

11



What if a person does not complete a DPOAH?
WA State hierarchy? s pere——

Washington State law lists who will make health care decisions for you if you cannot

The order for who will decide is:
A guardian appointed by a court

Named ! t oent in the durable power of
attorney for health care (DPOA-HC) advance directive

Your spouse or registered domestic partner
(even if separated)

Your adult children *

Your parents *

Your = 1gs *

Your =

Your adult nieces
& nephews *

Your adult aunts

*
& uncles * ‘Any group that has

more than one person:
all in the group must
agree to the care

A close friend

who meets

certain criteria
For more information about the

Washington State kvw, scan or go to
[ e

AR IRIYIATIVE € = Weshingson State m Foundmon
\ Hospinal Assocation




MIDDLE - very limited or loss of capacity

Focus on Power of Attorney/Trusted Decision Maker

Review any changes to patient preferences

POLST - based on above or previously stated wishes



Role of Health Care Agent/Surrogate

That person can:
* Observe/seek treatment for medical concerns
“* Oversee doctor visits and hospital stays

“» Re-orient the person to past decisions & stated preferences

“* Ensure that plan is followed

“*May sign a POLST to support changes in preferences for care



How to include surrogate decision maker

Invite them to join
the visit in advance

Encourage
Can be "called in" surrogate have
via phone or video access to portal to
read visit notes

Use already existing
ACP documents or
notes to facilitate
the conversation



LATE - loss of decisional capacity

Continue to support surrogate - what may be
ahead & options for care

Establish or update POLST (remember can be
signed by surrogate!)

Palliative Care or Hospice support when indicated




Palliative Care . Hospice

' e Symptom management
® Individualized care plan

® Wholistic care:
patient & family focused

® ACP support




Preparing for possible complications or end-of-life
issues with Parkinsons

» Swallowing Problems — dysphagia and aspiration
pheumonia

» Frequent Falls

» Reoccurring infections such as pneumonia and Urinary
tract infections

» Cognitive changes and/or hallucinations



End of Life Options in Washington State

e Comfort Care/Symptom Management — Hospice
* Voluntarily Stopping Eating & Drinking (VSED)
e Medical Aid In Dying (MAID)

e Stopping treatment at any time — You are in control



atient
tories

Bill
Bruce
Joan



Closing Reflection

* What you
about today?

 What are you still
about?

 What will you take




Hilary Walker, OTL
Stay Home Improvements, LLC
info@stayhomeimprovements.net

Known Wishes
info@knownwishes.com
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