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What is an Advance Directive?

Advance Directives are instructions for your future medical care

The State of NH recognizes Advance Directives
as legal documents with 2 parts:

a Durable Power of Attorney for Healthcare (DPOAH) & a Living Will
Both pieces are important:

The DPOAH answers who can make your medical decisions

The Living Will answers how you want the medical decisions to be 
made



What is a Durable Power of
Attorney for Healthcare (DPOAH)?

A DPOAH is a person
you have identified to

make medical decisions 
for you if/when you 

cannot

The DPOAH’s authority
does not take effect unless

you are certified by your 
medical provider to lack 

capacity

Circumstances where you could be
considered incapacitated:

During Surgery/Anesthesia
Advanced Dementia/Alzheimer’s

Persistent Vegetative State



Who Should Act as my DPOAH?

Consider who meets criteria such as:

• Must be 18 years or older

• Able to respect your wishes, not act on their own 
biases

• Likely to be available geographically and/or in 
regard to lifespan

• It is recommended to keep financial and health 
care POAs separate

Typically, there is 1 primary DPOAH
plus an alternate

The alternate does not have any authority
unless the 1st person is unavailable/unwilling

You can select multiple people to share
decision-making, but be aware that unresolved 

disagreements may need to defer to Probate 
Court which takes time, money, & discord



What is a Living Will?

A Living Will is a general guide for your DPOAH & health care 
team to understand your preferences about what life-
sustaining medical treatment you do – or don’t – want

Do you want attempts at life-sustaining
treatment, no matter what?

Do you want life-sustaining treatment only
if there is reasonable hope for recovery?



Are Advance Directives Required?

No, but patients are encouraged to 
communicate their preferences & values to 

their families & health care providers

Regulatory Guidance

• Federal Patient Self Determination Act of 1990
• NH State Law: Title X, Public Health, Chapter 137-J

Advance Directives remain in effect indefinitely, unless updated

Advance Directives are nationally valid throughout the United States

“It always 
seems too 

soon, until it’s 
too late”



What if I Don’t Have an Advance Directive?

NH law allows the appointment of a 
temporary surrogate in this sequence:

1. Spouse
2. Adult Child
3. Parent
4. Adult Sibling
5. Adult Grandchild
6. Adult Aunt, Uncle, Niece, or Nephew
7. Close Friend
8. Agent of your Estate

The surrogate serves up to 180 
days; after that time, a guardian 
must be appointed via Probate 

Court



When do I Make an Advance Directive?

As soon as you become a legal adult (18 years of age),
an Advance Directive is advised

Medical emergencies do not wait for retirement

Any new, completed Advance Directive replaces the prior version

Remember to update the copy on file with your health care providers after a change

Milestones for planning or making changes:
• Marriage or Divorce

• Death or estrangement from a previously named DPOAH

• Major medical status change



How do I Make an Advance Directive?

1. Obtain the forms from your 
primary care provider or the 
Foundation for Healthy 
Communities: 
www.HealthyNH.org

2. Discuss your preferences with 
your loved ones

3. Complete the forms & sign them 
in front of 2 witnesses or a Notary 
Public / Justice of the Peace

You do not need a lawyer to complete the 
forms, though you may wish to consult 

one if you have specific concerns

http://www.healthynh.org/


Where do I Keep Copies
of my Advance Directive?

• In your personal files

• With your lawyer

• With your named DPOAH

• At your PCP’s office

• At your specialist’s office

• At your local hospital

Even if you don’t regularly seek care 
at your local hospital, think about 

where you’re most likely to be brought 
in the event of a medical emergency



What is Not Included in an Advance Directive?

Do

Not

Resuscitate

Physician

Order for

Life

Sustaining

Treatment

Medical Orders are not part of an 
Advance Directive; those must be 

obtained through your provider

A Living Will states what kind of 
general treatments you’d like to 

receive,
but it is not a medical order



Medical Orders
Overview & Definitions
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Do Not Resuscitate (DNR)

A DNR (or Portable Do Not 
Resuscitate, P-DNR) is a medical order 

to instruct responding health care 
professionals not to resuscitate the 

patient in cardiac or respiratory arrest

• The Form or the Wallet Card are both 
considered valid and enforceable

• In NH, DNR jewelry can only be issued 
for patients with valid DNR orders
• DNR jewelry is considered valid if it is 

inscribed (some of the information may be 
engraved on the back) with: name, date of birth, 
and “NH DNR” or “NH Do Not Resuscitate”

• Under NH law, a DNR issued in 
another state is considered valid “as 
long as it is substantially similar to the 
NH statutory form”

DNRs are invalid if 
they are not 
signed by an MD, 
DO, PA, or APRN



DNR / P-DNR



Physician Order for Life Sustaining 
Treatment (POLST)

• POLSTs are intended for patients who have 
significant health conditions which are reasonably 
anticipated to progress or exacerbate in a certain 
way

• If the patient and their provider expect a medical 
event to occur (cardiac arrest, respiratory failure, 
etc.) they can plan for desired interventions to 
enact when the event occurs

• POLSTs may include DNR orders, but are typically 
more comprehensive and specific
• For example: a POLST could outline that the patient accepts IV 

fluids and antibiotics, but does not want medical nutrition

A POLST is a portable 
medical order that is 

immediately actionable for 
responding EMS and other 

health care providers 
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Do Not Resuscitate (DNR)

A DNR may be included within a 
POLST order, making a separate 

DNR form unnecessary



POLST Regulatory Considerations

In NH, POLST forms 
from other states are 

considered valid but it’s 
best practice to update 

your forms with your 
new, local provider

Due to variable state regulations, POLSTs from other 
states may be a different format, color, or even title

• MOLST = Medical Order for Life-Sustaining 
Treatment

• COLST = Clinician Order for Life-Sustaining 
Treatment

Prior to standardization efforts, in 2018 there were 48 
different formats, 16 different acronyms, and 5 
different colors of POLST forms nationally

POLSTs are invalid if they are not 
signed by an MD, DO, PA, or APRN



Comparison Chart

Living Will DNR POLST

• Outlines general wishes 
for end-of-life or life-
saving care

• Expresses preferences 
for interventions or 
degrees of interventions 
Not a medical order

• Documents a patient’s 
specific preference for CPR 
or no CPR

• Is a medical order and to be 
valid must be signed by 
MD, DO, APRN, or PA

• Actionable for first 
responders and medical 
professionals

• Documents a patient’s specific 
preferences for CPR or no CPR

• Documents specific care 
preferences based on an 
anticipated future medical 
condition or event

• Is a medical order and to be 
valid must be signed by MD, 
DO, APRN, or PA

• Actionable for first responders 
and medical professionals



Emergency Scenarios
Advance Planning Enacted

Michael Greenough, AEMT

EMS Coordinator & Emergency 
Preparedness Specialist



Availability of Information

Emergency response 
personnel are trained 

to look for key 
documents as part of 

response protocols

Ensure your pertinent medical 
documents are readily available in 
case of emergency

• Posted on the Refrigerator
• Wallet Cards
• Medical Alert Bracelet
• DPOAH / Emergency Contact info
• Medication List
• Medication Allergies



Timeliness of Information

In an emergency, the default 
assumption is that all life-saving 
measures should be enacted
• Verbal assurances are not sufficient
• The documentation is required to halt 

interventions

Share your decision-making and your 
document's location with your loved ones

Scanned or 
photographed forms 
are considered valid 

and enforceable



During Care

If the DPOAH is unknown or 
unassigned, NH law allows the 

appointment of a temporary 
surrogate in this sequence:

1. Spouse
2. Adult Child
3. Parent
4. Adult Sibling
5. Adult Grandchild
6. Adult Aunt, Uncle, Niece, or 

Nephew
7. Close Friend
8. Agent of your Estate

If incapacitated, the DPOAH, Emergency 
Contact, or next of kin is contacted

• If unknown, the police may be contacted to 
assist in discovery

If Advance Directive paperwork is not on 
file with the hospital, it will be attempted 
to be found as soon as possible

• Patients (who are not incapacitated) are 
encouraged to complete Advance Directive 
paperwork once admitted to the hospital



Scope of Care

DNR does NOT mean 
“do not treat”

DNRs prevent the specific act of cardiac 
resuscitation; they do not prevent the 
care of other conditions or symptoms

POLSTs prevent or direct specific 
interventions; they do not prevent the 
care of all conditions or symptoms

Example: If a hospice patient has a POLST to manage their worsening symptoms, 
that does not mean no blood work will be drawn to understand their current state



Having the Conversation
Broaching Difficult Topics

Molly Rajaniemi, MBA, CHC

Coordinator for Patient Experience, 
Performance Improvement, & 
ADA/Interpreter Services



Why Have this Conversation?

“It always 
seems too 

soon, until it’s 
too late”

• To ensure your wishes for care are 
understood and respected

• To appoint a health care decision-
maker that you trust

• To help your health care decision-
maker and loved ones understand what 
is most important to you



Who Needs to be Involved
in Your Conversation?

• Spouse/significant other
• Adult children
• Parents
• Spiritual leader
• Friends
• Health care providers



Where do you Feel Comfortable
Having Your Conversation?

• At home
• In the car
• On a walk
• Video chat 
• Phone call
• At a safe, familiar place

• Favorite restaurant
• Place of worship Bring a list of points to address



What can be Included
in Your Conversation?

• Worries about your known medical 
conditions or prognosis

• Fears, concerns, or mistrust about 
health care

• Who you want (or don’t want) 
involved in your health care decisions

• Kinds of treatment you would (or 
wouldn’t) want

Other issues for which 
you would like to be 
prepared:

• Other legal documents 
for finances or 
property

• Pets or dependents
• Spiritual, emotional, or 

relational preferences 
for end-of-life care



Tips for Your Conversation

• Listen to what the other person has to say (even if you 
disagree); this can help promote discussion and help 
you decide who is the right fit to be your DPOAH

• You want to make sure your decision maker will act on 
your wishes, not their own

• You don’t have to cover everything in one 
conversation; it’s best to keep talking about it!

• Revisit the topic over time; your health, perspective, 
and relationships can evolve

Choose a DPOAH 
who would think this 

is what they would 
have wanted, not: I 
want this for them



Questions?
Free Notary services and other resources available after the Q&A

In your folders:

• IHI’s Conversation Guide
https://theconversationproject.org/ 

• Foundation for Healthy 
Communities’ Advance 
Care Planning Guide

• Blank Advance Directive 
forms (3 pages)

https://theconversationproject.org/
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