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Consider the Facts

* 80% say that they would want to talk to their MD about
end-of-life decisions.

* 7% have actually had that conversation.
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Consider the Facts

82% agree it's important to put their wishes in writing.
23% have actually done it.

90% say It’'s important to talk to their loved ones about
end-of-life decisions.

27% have actually done so.
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Consider the Facts

* 80% say they would want to die at home.
* 63% die In hospital or nursing home.




Imagine your last day on earth.......

« How do you get there?

« We start by talking ......
a conversation

; JOHN MUIR
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The Conversation...

|s about what is important to you.
Hopes, goals, and wishes for the future.

Addresses the realities facing us now and in the
future that affect our choices near the end of life.
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Steps include...

Questions to consider

Talk to your loved ones

Talk to your health care team
Put your wishes in writing

Let people know what you want
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Questions to consider

e What is most important to you?
* What are your beliefs?

 What concerns/fears do you have about your condition
or treatment?

* Are there medical treatments that might be too much?
 What is the state of your health?

« What supports and resources do you have to help you
as you near the end of life?

« What does quality of life mean to you?

. JOHN MUIR
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Questions to consider

« How do you value guantity vs. quality of life?
* If you had to choose, which would be more important?
* Is there a special occasion you don’t want to miss?

* Would you want to avoid pain at all costs even if you
might not be able to interact with others?

 How important is it for you to be at home when you die?

JOHN MUIR
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Talk to your Loved Ones

Perhaps pick a holiday gathering or get-together.
* Choose a calm and quiet place.

 No need to cover it all at one time, just establish the
“comfort zone.”

* No need to follow structure, “let it happen”, but make
sure you express what’s important to you.

 Make a video on your phone or iPad and let people know
It's there!

iy JOHN MUIR
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Talk to your Health Care Team

11

Life Prolonging Care (“Full Treatment”) — all options
open, including CPR and breathing machines.

Limited Medical Care (“Selective Treatment”) — most
options, short of Intensive Care. (No CPR)

Comfort Care (“Comfort-Focused Treatment”) — relieve
pain, airway care and oxygen . No hospitalization unless
comfort needs cannot be met where you are.(No CPR)
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Put Your Wishes in Writing

An Advance Health Care Directive Is the document
that states GENERAL decisions and instructions
for medical intervention and other forms of care as
one Is nearing the end of life.

An Advance Health Care Directive appoints an
agent to act as a power of attorney to carry out the
choices and instructions specified in the document.

o JOHN MUIR
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Consider wisely before appointing your
agent.

Talk to the person you are considering as your agent
before filling in the form.

The agent does not have to hold the same beliefs as
you, but the agent must put aside their beliefs and carry
out your wishes unconditionally.

The agent must follow your oral or written instructions

The agent should be available when needed.
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(FORM 3.1 |
ADVANCE HEAITH CARE DIRECTIVE

Part 1 of this form lets yon name another individual s: agent to maks health care dacisions for you if you
become meapable of making your own decisions, or if you want someons else to make those decisions fior
youl now even though you are sdll capable. You may also name an altemnats agent to act for you if vour
first chodcs is not willing, able, or reasonsbly available i make decisions for you

Tour apent ey not be an operator of employes of a comnumity care facility or a residential care Sacility
where you are receiving care, of your supervising health care provider o an employes of the health care
instmrion where you are receiving care. unless your agenf is ralated to you of is 2 coworker.

Unless you state otherwise m this form your agent will have the right to:

1. Consent or refuse consenf to aoy care, Testment, service, of procedume to meintaing disgnose, oT
otherwise affect a physical or mental condition

2 Salect or discharge health care providers and instimtons.

[FH]

Approve or disapprove diagnostic tests, surgical procedumes, and programs of medicaton

4. Drrect the provision, withholding, or withdrwal of ardficial oomidon and bydratgon and 211 other
forms of health care, mclheding candiopulmonary resuscitafion.

5. Dwomnate organs of Gssnes, suthorize an awiopsy, and direct disposition of remains.

However, your agent will not be able fo commit you to 8 mental health facility, or consent to commlsive
ireamment, psychosurzery, sterilization or shortion for you

Part 2 of this fiorm lets you give specific insimctions about any aspect of your health care, whether or
nof you appoind an agent. Chodces are provided for you fo express your wishes repsrding the provision,
withholding, or withdrawal of eatment to keep you alive, as well 2z the provizion of pain relief. Yo also
can add to the choices you have made or write down any addifonal wishes. If you are satsfied to allow
your agent to determine what is best for you in making end of life decisions, you need not fill out Part 2
of this form.

Give s copy of the signed and completed form to your physician. to any other health care providers you
may have, o any heslth care instineion at which youn are receiving care, snd to aoy bealth care agenis
you have named. You should talk to the person you have named s agent fo make sure that be or she
mderstands your wizhes and is willing to take the responsibility.

Yow have the right to revoke this advance health care directve or replace this form ar any fme.

ERL ]
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P 10 ddvascd Flealth Cos Dieecthet

FART 71— POWER OF ATTORNEY FOR HEALTH CARE

DESIGNATION OF AGENT:

I desimnate the following individnsl as oy apent to make health care decisions for me:
Mame of indiidnsl you choose as agent:
Address:

Telephone:

(home phonal (work phong) (el pager)

OPFTIONAL: If I revoke nry agent’s anthority or if ooy agent is not willing, able, or rezsonsbly available
to make 3 health care decision for me, [ desimnate 2 oy first altermate agent

Mame of indimidns] you choose as first sliemate apant:
Address:

T

' {home phonal fwork phongl (el pazer)

OPFTIONAL: If T revoke the awthonity of niy apent snd first alternate agent or if neither 1= willing, ahle,
or ressonably available to make 3 health care decision for me, I designate as ooy second aliemnate sgant:

Iame of individnzal you choose a5 second aliemats agent:
Address:

Telephons:

{home phonal fwork phongl (el pazer)

AGENT'S AUTHORITY:

My agent is suthorized to make all bealth care decisions for me including decisions to provide, withhold,
or withdraw artificial muridon and ydration and all other forms of health care oo kesp me alive, except
as I state here:

(ddd additional theets [ needed.)
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Fuorm 2T Adfvarce Realth Care [irective

WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE:

My agent’s authority becomes effective when my primary physician determines that I am unable 1o maks
nxy own health care decisions.

{Triftal hare)
OR
My agent’s anthority 1o maks health care decisions fior me mkes effect immediataly.

{Triftal hare)

AGENT'S OBLIGATION:

My spent shall make health care decisions for me i accordance with this power of aftomey for health
care, any instuctens I give in Part 2 of this form, and ooy other wishes to the extent knowm to oy agent
To the extent nry wishes are unknown, noy sgent shall mske health care decizions for me in accordance
with what nry agent determines 1o be in oy best interest. In determining ny best interest nry agent shall
consider ooy personal valies to the extent known to Dry 3genr

AGENT'S POSTDEATH AUTHORITY:
Wy azent iz auwthorized o maks anatomical gifie, authorize an swtopsy and direct dispesiton of my ramains,
except 3s I state hete or in Part 3 of this form:

{ddd addirona theets [ needed. )

NOMINATION OF CONSERVATOR:

If a comservator of my person needs to be appointed for me by & court, I nominate the agent desipnated
in thiz form. If that agent is not willing able or reasonsbly available to act as conservator, [ nominate the
altenate agents whom I have named  in the order dasignated.

R 7]
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Form 3] Advancd Health Cost Dot

PART 2 - INSTRUGTIONS FOR HEALTH CARE

If you fill o this part of the fiorm, you may swike any wording you do not want

END OF LIFE DECISIONS:
I direct that nry health care providers and others imeolved in my care provide, withhold or withdraw
reamment in accordance with the choice I have marked below:

Choice Not To Prolong Life:

(Initzal hera)

I do ot want my life to be prolonged if (1) I have an inoumable and imeversible condition

that will result in moy death within a relstively short tmes, (2} I becoms mopnscions md o3
rezzonzble degres of medical certainty, I will ot regzain conscionsness, of (3) the liksly rsks and
burdans of reatment wonld eutweigh the expected benefits,

OF

Choice To Prolong Life:

iInitual hewe)

I 'want oy life w be prolonged as long as possible within the limits of generally accepted healt
care standards

RELIEF FROM PAIN:

Except as I state in the following space, I direct that treatment for alleviation of pain or discomfor be
provided at all fmes, even if it hastens 1y deathe

{Add additional sheets [ needed. )

OTHER WISHES:
(If you do not agree with any of the optionsl choices aborve and wish fo wiite your own, or if you wish o
add to the instructions you have given above, you may do so bere ) I direct that:

(. Add additional sheets [ needed. )

Page 4 o 8 il Frospite 4 sSocianoe




Form 3-J A Health Cane Directie

PART 3 - DONATION OF ORGANS AT DEATH [OPTIONAL)

I. Upon oy death:

I zive aoy nesded orpans fisswes orparts
Imtial ere)

OR
I give the following orpans, tissuss, OF parts ondy:

(Tmnial herel
IT If you wish to donate organs dssues, of parts, you mmst complete 1T and T
Wiy gift is for the following purposes:

Transplant Flesearch
{Tmi il hara) (Initial hema)

Educatiom
(Initial heve) Intiteal harel

I Tunderstand that fissue banks work with both nonprofitand for-profit dome processors and disoibutors.
It iz possibls that donated skin may be used for cosmetic or reconsTuctve surgsry purposes. It is
possible that donated dssus may be used for mansplants outside of the United States.

1. My domated skin may be used for cosmelic surgery purposes.
Yes 00000 WMo
{Imitial hare) (il hemg)
2 Ay donated issue may be wsed for spplications outside of the United Stafes.
Yes 00000 [
{Tmi ] hare) (il heme)
3. My donated tissue may be used by for-profit fissue processors and distrbuiors.

Yeg Mo
{Initial hare) {Imitial hara)

{Heilh nd Safcny Code Sectasn TISEI)

g
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P 30 Advascd Health Cant Dbnactha

I dazipnate the following physician as ory primary physician:
IMame of Physician:
Telephome:
Address:

OPFTIONAL: If the physician I have desiznated above is not willing, able, or reasonably svailable o act
s moy primary physician, I desiznate the following physician as my primsary physician:

Iame of Physician:

Telephona:
Address:

PART 5 — SIGNATURE

The form must be signed by you and by two qualified wimesses, or acknowledzed bafore 3 notary public.

SIGNATURE:
Sizm and dare the form hers

Diate: Time: AN/ PN

Sizmamme:
(panen

Frint name:

(erient)
Address:

STATEMENT OF WITNESSES:

I declare mnder penalty of pegury under the Laws of Califomia (1) that the individnal who signed or
ackmowledged this advance health care directive is personally known to me or thar the mdividual’s
identify was proven to me by comincing evidence, (2) that the individus] signed or scknowledzed this
advance directive in oy presence, (3} that the individeal appesrs to be of sound mind snd under no duress,
framd, or undue influence, (4) that I am not & person sppointed as agent by this advance divective, and (5
that I am not the ndividual's bealih care provider, an employes of the individusl's health care provider,
the operator of 8 comnmmity care facility, sn employves of an operator of & comnumity care facility, the
operator of & residentisl care facility for the elderly, nor sn employee of an operator of & residentis] care
facility for the eldarly

FEGid]
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Form 2-1 Advance Health Care Directive

FIRST WITNESS
Name: Telephone:
Address:
Date: Time: AM /PM
Signature:

(witmess)
Print name:

{wimess)
SECOND WITNESS
Name: Telephone:
Address:
Date: Time: AM /FM
Signature:

(wimess)
Print name:

(witness)

ADDITIONAL STATEMENT OF WITNESSES:

At least one of the above witnesses must also sign the following declaration:

I further declare under penalty of perjury under the laws of California that I am not related to the individual
executing this advance health care directive by blood, marriage, or adoption, and to the best of my
knowledge, I am not entitled to any part of the mdividual's estate upon his or her death under a will now
existing or by operation of law.

Date: Time: AM /PM
Signature:
(wimess)
Print name:
(witness)
7308
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Form 3-1 ddvance Heaith Care Direcine

YOUMAY USE THIS CERTIFICATE OF ACENOWLEDGMENT BEFORE ANOTARY PUBLICINSTEAD
OF THE STATEMENT OF WITNESSES.

State of California )
County of )
)
On (dars) before me, (name and title of the gfficer)
personally
appeared (name(s) of signer(s)) who proved

to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to the
within instrument and acknowledged to me that he/she/they executed the same in his‘her/their authorized
capacity(ies), and that by lus’her/their signature(s) on the instrument the person(s), or the enfity upon
behalf of which the person(s) acted, executed the instrument.

I certify under PENAITY OF PERJURY under the laws of the State of Califormia that the foregoing
paragraph is true and correct.

WITNESS my hand and official seal. [Civil Code Section 1189]

Signature: [Seal]
{notary)

PART 6—SPECIAL WITNESS REQUIREMENT

If vou are a patient in a skilled nursing facility, the patient advocate or ombudsman must sign the following
statement:

STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN

I declare under penalty of perjury under the laws of California that I am a patient advocate or ombudsman
as designated by the State Department of Aging and that I am serving as a witness as required by Section
4675 of the Probate Code.

Date: Time: AM /BM
Signature:
{patient advocate or ombudsmarn)
Print name:
(patient advocate or ombudsman)
Address:
{308
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POLST- Physician Orders for Life-Sustaining Treatment

22

LOSURE OF POLST TO OTHER HEALTHCARE PROVIDERS AS NECESSARY

Physician Orders for Life-Sustaining Treatment (POLST)

Patiant Last Name: Date Form Prepared:
physician ordes. Any saction ﬂﬂmﬂ::':lw'!: Patient First Name: Patient Date of Birth:
full treatment for that section. POLST
an Advance Directive and is not intended to | Patient Middle Mame: Medical Record #: joptional)
[0 replace that document.
A CarpioPuLMoNARY Resuscriation (CPR): If patient has no pulse and is not breathing.
If patient is NOT in v arrest, follow orders in i B and C.|
"!.‘.‘;‘* [ Attempt Resuscitation/CPR  (Selecting CPR in Section A requires selecting Full Treatment in Section B)
[ Do Not Attempt Resuscitation/DNR {Allow Natural Death)
B MEDICAL INTERVENTIONS : I patient is found with & andlor is
Check —pnm-ygoalofpmlongng life by all medically effective means.
One In addition to in Seledive and Comfort Focused Treatment, use intubation,
sirway i flation, and ion as indicsted.
[ Trial Period of Full Treatment.
[ Selective Treatment — goal of treating medical jitions while a
In addition to treatment described in Comfort-Focused use medical IV antibiotics, and IV

fiuids as indicated. Do not intubate. May use non-invasive pesitve sinway pressure. Generally avoid intensive cane.
[ Request transfer to hospital only if comfort needs cannot be met in current location.
[ Comfort-Focused Treatment — primary goal of maximizing comfort.
Relieve pain and suffering with medicaion by any route as nesded; use oxygen, suctioning, and manual reatment
of airmay . Do not use listed in Full and Selective Ti uniess. with comfort
goal. Request fransfer to hospital only if comfort needs cannot be met in current location.
it Orders:

ArTiFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
O Long-term artficial nufrition, including feeding tubes.  Additional Orders:
O Trial pericd of artificial nuriton, including feeding tubes.
O Mo artificial means of nutrition, including fieeding tubes.

o| 50

INFORMATION AND SIGNATURES:

Discussed with: O Fatient (Patient Has Capacity) O Legally Recognized Decisionmaker

O Advance Directive dated available and reviewed +  Healthcare Agent if named in Advance Directive:

O Advance Directive not avaiable MName:

O Mo Advance Directive Phone:

- of Physici

My signature below Indicates to the best of my knowledge that pat

Print Physician Name: Phiysician Phone Number: Physician License Number.
Physician Signature: (required) Date:

of Patient or Legally Recognized Decisionmaker
| am aware nat s 5nmwa;\|gmmr|.meag-y 0 QECSIONMEKET SCKNOWISN0EE Mat this request
resuschative

measures |5 consistent with the known desires of, and with ihe bes: inferest of, the who s the of e form.
Print Name: Relationship: (write seif F patient)
Signature: {requied) Date:
Mailing Address (streeticity'state/zip Phone Number- Office Use Only:

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED

“Form versions wilh effecive dates of 1/1/2009 or 4172011 are aiso valld

John Muir Health — proprietary and confidential
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Choice Not To Prolong Life

| do not want my life prolonged if one or more
of the following situations occur:

| have an incurable and irreversible condition that will
result in my death within a relatively short time.

e | become unconscious and to a reasonable degree of
medical certainty, will not regain consciousness.

« The likely risks and burdens of treatment outweigh the
expected benefits.

JOHN MUIR
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Choice To Prolong Life

| want my lifeto be prolonged as long as possible
within the limits of generally accepted health care

standards.
e (This would include CPR and Intensive Care.)

24 John Muir Health — proprietary and confidential



Successful CPR depends on a few critical
things

e First is timeliness- it should start immediately after a
witnessed collapse. The first 6 minutes are critical.

¢ Second, the victim should have lungs, heart and blood
vessels that are in good shape.

« Thirdly, quick access to a defibrillator is essential. The
fibrillating heart needs to be shocked into normal rhythm
as quickly as possible.

25 John Muir Health — proprietary and confidential = &S HEALTH
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CPR Success Rates

IN HOSPITAL CPR — 12% initial success rate, but only 1
In 3 survive to discharge, meaning ultimate success rate
of 4%.

OUT OF HOSPITAL ARREST - Huge Japanese study of
400,000 people — 18% survived procedure, but fewer
than 2% survived 1 month with good or moderate
cerebral performance.

Likely not to survive if the patient has sepsis, metastatic
cancer, dementia, chronic kidney disease, or is in the
ICU.

John Muir Health — proprietary and confidential HEALTH



Feeding Tubes

e Usually a temporary measure.
« They do not prevent aspiration pneumonia.
 They do not improve healing of pressure sores.

* They do not prolong life in advanced stage
lIness.

21 John Muir Health — proprietary and confidential



More Considerations for End of Life Care

e Relief from pain
 Alzheimer’s and Dementia Care

e Quality of Life / Quantity of Life

28 John Muir Health — proprietary and confidential = &S HEALTH



Once Advance Directives are Completed....

29

Make copies for:

— agent

— primary physician

— hospital

— family and close friends

— for home, and to carry with you.

You may change advance directives at any time for any
reason.

It is likely that some of our choices will change as we
age and if so, have the conversation again.

JOHN MUIR

John Muir Health — proprietary and confidential HEALTH



Making this a Legal Document

e Have your document notarized by a notary licensed In
the state you live In.

OR

e Have your signature on the document witnessed by two
people who are not health care providers to you, any of
the agents, or beneficiaries of your estate.

JOHN MUIR
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Resources

The Conversation: A Revolutionary Plan for End of Life Care
By Angelo Volandes, M.D.
The Conversation- You Tube video

Being Mortal: Medicine and What Matters in the End
By Atul Gawande, M.D.

East Bay Advanced Care Planning
http://www.eastbayacp.orqg/

John Muir Health- health education, classes, support groups
http://www.johnmuirhealth.com/

" JOHN MUIR
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