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Advance Directives

Overview & Definitions

Lisa Mclnnis, CPC-A
Value Based Care Coordinator
Care Coordination & Population Health



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

E" The Living Will answers how you want the medical decisions to be
(1 0101
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What is a Durable Power of
Attorney for Healthcare (DPOAH)?

A DPOAHis a person Circumstances where you could be
you have identified to considered incapacitated:

. o During Surgery/Anesthesia
make medical decisions Advanced Dementia/Alzheimer’s

for you if/when you Persistent Vegetative State

cannot

The DPOAH's authority
does not take effect unless
you are certified by your
medical provider to lack
capacity




Who Should Act as my DPOAH?

":} n M Consider who meets criteria such as:

. ) ) * Must be 18 years or older
Typically, there is 2 primary DPOAH
plus an alternate * Able to respect your wishes, not act on their own
biases
The alternate does not have any authority
unless the 1%t person is unavailable/unwilling  Likely to be available geographically and/or in
regard to lifespan
You can select multiple people to share
decision-making, but be aware that unresolved * Itisrecommended to keep financial and health
disagreements may need to defer to Probate care POAs separate
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

LA
: 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
"It always
* Federal Patient Self Determination Act of 1990
e NH State Law: Title X, Public Health, Chapter 137-J seems too
soon, until it’s
Advance Directives remain in effect indefinitely, unless updated too late”

Advance Directives are nationally valid throughout the United States




What if | Don’t Have an Advance Directive?

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

Spouse

Adult Child

Parent

Adult Sibling

Adult Grandchild

Adult Aunt, Uncle, Niece, or Nephew
Close Friend

Agent of your Estate

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

Milestones for planning or making changes:
* Marriage or Divorce
* Death or estrangement from a previously named DPOAH

* Major medical status change e

Any new, completed Advance Directive replaces the prior version

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




How do | 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 Notar You do not need a lawyer to complete the
n — Y forms, though you may wish to consult

Public / Justice of the Peace one if you have specific concerns



http://www.healthynh.org/

Where do | Keep Copies
of my Advance Directive?

Even if you don‘t reqularly seek care
at your local hospital, think about
where you’re most likely to be brought
in the event of a medical emergency

* 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



What is Not Included in an Advance Directive?

A Living Will states what kind of
general treatments you'd like to
receive,
but it is not a medical order

Medical Orders are not part of an
Advance Directive; those must be
obtained through your provider

Physician
Order for
Do :
Life
Not -
Sustaining

Resuscitate
Treatment



Medical Orders

Overview & Definitions

Lucas Shippee, DO
Primary Care Provider,
Monadnock Internal Medicine




Do Not Resuscitate (DNR)

The Form or the Wallet Card are both

A DNR (or Portable Do Not considered valid and enforceable

Resuscitate, P-DNR) is a medical order

to instruct responding health care In NH, DNR jewelry can only be issued
professionals not to resuscitate the for patients with valid DNR orders
patient in cardiac or respiratory arrest 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”
DNRs are invalid if
they are not
signed by an MD,
DO, PA, or APRN

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




DNR/P-DNR

New Hampshire|  SEND ORIGINAL PINK FORM WITH PATIENT n
“DNR” WHEN TRANSFERRED OR DISCHARGED Roundation for

Healthy Communities

THIS IS YOUR PORTABLE DNR CARD. REMOVE THE CARD BELOW AND KEEP IT ON YOUR PERSON AT ALL

TIMES EVEN IF YOU DECIDE TO WEAR A NH-DNR BRACELET.

PORTABLE DO NOT ATTEMPT RESUSCITATION (P-DNR) ORDER

This is a medical order given by a medical provider
(MD/DO/APRN/PA). It is based on patient wishes
and medical indications regarding Do Not Attempt
Resuscitation (DNR) orders in the event of cardiac
or respiratory arrest, as discussed with the patient.

Last Name of Patient

First Name/Middle Initial of Patient

Patient’s Date of Birth Last 4 Digits of SSN

Portable-DNR
NEW HAMPSHIRE DO NOT ATTEMPT RESUSCITATION ORDER

As this person’s licensed medical provider (MD/DO.APRN/PA) 1 order that this
person SHALL NOT BE RESUSCITATED in the event of cardiac or respiratory arrest.

Portable-DNR

A~ Applies ONLY when the patient has no pulse and is not breathing. Check box and complete mandatory signatures lines

in sections A and B.

O Do Not Attempt Resuscitation (DNR)

(DNR means: No chest compressions, No intubation, No assisted ventilation, No defibrillation, No pharmacologic resuscitation. )

Provider Name ( Print) & Title-MD/TKVAPRN/PA

Provider Signature (Mandatory) Date and Time

Patient Phone Number

Patient, Parcent of Minor, Durable Power of Atiorney for Healtheare or Guardian Information:

Medical Provider Phone Number

Patient Name (Print) Patient Signature/Date

Provider Name (Print) Provider Signature/Date

If applicable: Health Care Agent Health Care Agent Signature/Date
Name (Print)

Health Care Agent Phone Number

New Hampshire
Do Not

\’_—“ Resuscitate

Paticnt/Parent/ DPOAH/ Guardian Name (Print) Paticnt/Parent/ DPOAH Guardian Signature (Mandatory) Datc and Time
Address of Patient, Parent of Minor, Durable Power of Attomey for Healtheare (DPOAH) or Guardian Phone Number
Name of Person Preparing Form (Print) (if applicable) Signature of Person Preparing Form Date and Time

HOW TO CHANGE THIS FORM

This form (P-DNR) should be reviewed if:
® the patient changes his or her decision or

® there is substanti
® the patient is ad
If this form is to be voide
cable, please advise the
lace. After voiding the f
resuscitation may be provided.

1 or|

I tHln sign, time the form. If appli-
let card ofremove ls or her DNR bracelet or neck-

. W no new e , full treatment and

B.  Advance Directives and Other Patient Wishes:

Does the patient have a/an:
Durable Power of Attorney for Healthcare? ONO [OYES - Document location:
Living Will? ONO OYES - Document location:
Organ or Tissue Donation? ONO OYES - Document location:

Court-appointed Guardian Over the Person? ONO OYES - Document location:

Orher i or special cil (if applicablk

SEND ORIGINAL PINK FORM WITH PATIENT WHEN TRANSFERRED OR DISCHARGED

FHC 1112023 DO NOT ALTER THIS FORM!

Was the P-DNR Card below completed and retained by the patient? O N0 [ YES




Physician Order for Life Sustaining
Treatment (POLST)

POLSTs are intended for patients who have

A POLST is a portable significant health conditions which are reasonably
medical order that is anticipated to progress or exacerbate in a certain
immediately actionable for way

responding EMS and other

health care providers 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




HIPAA PERMITS DISCLOSURE OF POLST ORDERS TO HEALTH CARE PROVIDERS AS NECESSARY FOR TREATMENT
SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED. ATTACH PINK P-DNR FORM IF PATIENT HAS ONE.

New Hampshire POLST Form: A Portable Medical Order

Medical Record # (Optional)

Health care providers should complete this farm anly after a conversation with their patient or the patient’s representative.
The POLST decision-making process is for patients who are at risk for a life- threatemnp L|II"IICd| event because they have a
serious life-limiting medical condition, which may include advanced frailty {w ypriate-pall

df).

Patient Information. Having a POLST form is always voluntary.

This is a medical order,

Patient First Mame:

not an advance directive. | .. name/inital Preferred name:
For information about st Name Sl s

5 X {Jr, 56, [
POLST and to understand ]

' Y DOB (mm/dd/ :
this document, visit: it

www_po|st_nrg/form Gender: D M D F D % Social Security Number's last 4 digits (optional): xooexe___

State where form was completed:

A. Cardiopulmonary Resuscitation Orders. Follow these orders if patient has no pulse and is not breathing.

l:] YES CPR: Attempt Resuscitation, including mechanical ventilation, [:] NO CPR: Do Not Attempt Resuscitation.
defibrillation and cardioversion. (Requires choosing Full Treatments (May choose any option in Section B)
in Section B) This will constitute & DNR order and no separate DNR
order will be raquired, RSA 137-/:26 WBL

Pick 1

B. Initial Treatment Orders. Follow these orders if patient has a pulse and/or is breathing.

Reassess and discuss interventions with patient or patient representative regularly to ensure treatments are meeting patient’s care goals.
Consider a time-trial of interventions based on goals and specific outcomes.

[ Full Treatments (required if choose CPR in Section A). Goal: Attempt to sustain life by all medically effective means. Provide
appropriate medical and surgical treatments as indicated to attempt to prolong life, including intensive care.

[[] Selective Treatments. Goal: Attempt to restore function while avoiding intensive care and resuscitation efforts (ventilator,
defibrillation and cardioversion). May use non-invasive pasitive airway pressure, antibiotics and IV fluids as indicated. Aveoid intensive
care. Transfer to hospital if treatment needs eannot be met in current location

Pick 1

D Comfort-focused Treatments, Goal: Maximize comfort through symptom management; allow natural death. Use oxygen, suction
and manual treatment of alrway obstruction as needed for comfort. Avoid treatments listed in full or select treatments unless conslstent
with comfort goal. Transfer to hospital only if comfort cannot be achieved in current setting.

C. Additional Orders or Instructions. These orders are in addition to those above (e.g., blood products, dialysis).
[EMS protocols may limit emergency responder ability to act on orders in this section.]

D. Medically Assisted Nutrition (Offer food by mouth if desired by patient, safe and tolerated)

: D Provide feeding through new or existing surgically-placed tubes D No artificial means of nutrition desired

a [:] Trial peried for artificial nutrition but no surgically-placed tubes [:] Discussed but no decision made (standard of care provided)

uments are valid)

| understand this form is voluntary. | have discussed my treatment options and goals of care with my provider. If signing as the
patient’s representative, the treatments are consistent with the patient's known wishes and in their best interest.

x““‘“i'e“'} The most recently completed valid
- POLST form supersedes all

If ather than patient, Authority:

print full name: previously completed POLST forms.

F. SIGNATURE: Health Care Provider (eSigned documents are
| have discussed this order with the patient or hisfher representative. The orders reflect the patient’s known wi sl‘cs to the best of my knowledge.
[Mote: Only licensed health care providers authorized by law to sign POLST form in state where completed may sign this order]

W up signature.

x(.ch red) | Date {mm,dd, Phone # :
o !
Printed Full Name: License/Cert. #:
Supervising physician License #:
signature: Cwa
A copied, faxed or electronic version of this form is a legal and valid medical order. This form does not expire. 2023

- N0 T

New Hampshire POLST Form — Page 2 4 ATTACH TO PAGE 1***##+*+

Patient Full Name:

Contact Information (Optional but helpful)
Patient’s Emergency Contact, (Note: Listing a person here does pot grant them authority to be a legal representative. Only an
advance directive or state law can grant that authority.)

Full Name [ Legal Representative Eg:n.ﬂ: )
3

] other emergency contact Night: !
Primary Care Provider Name: Phone:

( )

Name of Agency:
D Patient is enrolled in hospice
Agency Phone: | 1

Form Completion Information (Optional but helpful)
Reviewed patient’s advance directive to confirm
no conflict with POLST orders:
(A POLST form does not replace an advance
directive or living will)

|:| Yes; date of the document reviewed:

[] conflict exists, notified patient (lf pcmem. |deS capaclty, noted in chart)
[ advance directive not available

I:‘ No advance directive exists

Check everyone who
participated in discussion:

[ Patient with decision-making capacity [ ] Court Appointed Guardian [_] Parent of Minar
[] Legal Surrogate / Health Care Agent  [_] Other:

Phane #:

Prafessional Assisting Health Care Pravider w/ Form Completion (if applicable): | Date (mm/

Full Name: / / ( )

This individual is the patient’s: [_] Social Worker []Murse []Clergy [] Other

+  Completing a POLST form:
Provider should document basis for this form in the patient’s medical record notes.
Patient representative is determined by applicable state law and, in accordance with state law, may be able to execute or to void this
POLST form enly if the patient lacks decision-making capacity.
Only licensed health care providers authorized to sign POLST farms in New Hampshire can sign this form
Original (if available) is given to patient; provider keeps a copy in medical record.
Last 4 digits of 55N are optional but can help identify / match a patient to their form.
If a translated POLST form is used during conversation, attach the translation to the signed English form.
*  Using a POLST form:
Any incomplete section of POLST creates no presumption about patient's preferences for treatment. Provide standard of care.
Mo defibrillator (including automated external defibrillators) or chest compressions should be used if "Mo CPR” is chosen.
For all options, use medication by any appropriate route, positioning, wound care and other measures to relieve pain and suffering.
+  Reviewing a POLST form: This form does not expire but should be reviewed whenever the patient:
{1} is transferred from one care setting or level to another;
{2} has a substantial change in health status;
(3) changes primary provider; or
(4) changes his/her treatment preferences or goals of care.
»  Moadifying a POLST form: This form cannot be modified. If changes are needed, void form and complete a new POLST form.
+ Voiding a POLST form:
If a patient or patient rep (for p lacking cap
health care provider to void orders in patient's medical record
For health care providers: destroy patient copy (if possible), note in patient record form is voided.
»  Additional Forms. Can be obtained by visiting https://healthynh.orgfinitiatives/advance-care-planning/order-form;’.
» As permitted by law, this form may be added to a secure electronic registry so health care providers can find it.

ity) wants to void the form: destroy paper form and contact patient's

For Barcodes / 1D Sticker

For more information, please eall:

Copied, faxed or electronic versions of this form are legal and valid 2023




Do Not Resuscitate (DNR)

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

NO CPR: Do Not Attempt Resuscitation.

(May choose any option in Section B)

This will constitute 2 DNR order and no separate DNR
order will be required, A5A 137-1:26 Vb)),

)

New Hampshire POLST Form: A Portable Medical Order
Health care providers should complete this form only aiter a conversation with their patient or the paient s representative.
The POLST decision-making process is for patients who are at 1 event because they have a

for a ife-threatening clinic

serious life-fimiting medical condition, which may include advanced frailty (w 3ppropriate-patents-pdf).
? ? Having a POLST form i Y.
This is a medical order, Patient FirstName: — -
not an advance directive. | ... /st Preferred name
For on s Last Name: Suffix fr, 50, otc
POLST and to understand
this document, visit: D08 ity State where form was completed _
www.polst.org/form Gender: (1M [ [Jx SocialSecurity NumbeP st 4 gt (Bptionsi): xes e
A i patient i
| Oyesces:
| defbritation and cardoversion.(Requies choosingFul Treatments (May choose any option in Section 8)
In Section B) This wilf constitute 3 DNR order and 1o seperate DNR
| order wat e, ASA 137026
8. Initial
Remmiess and Gncuns mterventions with palient o« (Ep(eentate Fegularly 1o erare e sments are meeting patients care gosh
Consider a time trial of interventions based o1 s and specific outcomes.
O rult  w choose CPR Attempt to sustain ife by ail medically effectve means. Provide
appropriate me 1 surgical treatments a5 mdeated to attempt 1o prckorg e, inchGME Intensve care
[ 5ot Treatments. Gaal: Antemat o cestore function while aidin sesusctation efforts (ventBator
o | etibritation and caroversion) May use non-mvasive postive atway pressure, antibiotics and I fukds 3 cated Avod ntense
ate. Trarsfer 10 hosptal  reatment needs cannot be met i curtent focation
2
(0] Comfort-focused Treatments. Gos!: Maxmize comfort theoush symptom management, allow natural death, Use axygen
ant manual treatmens of seway Obsiruction as needed for comart, Avord treatments fsted i 1 or select 15 unle:
with comfort gout. Transfer to hosital only i comfort cannot be Xhieved in current setting.

3 ord 3 dialysis).
y

‘Assisted Nutrition (Offer food by mouth if desired by patient, safe and tolerated)

| understand this form s voluntary. | have discussed my treatment options and goals of care with my provider. I signing as the.
patient’s representative, the treatments are consistent with the patient’s known wishes and in their best interest

F lm

O POLST'

i name previously completed POLST forms.

| have discussed this order with the patient or his/her representative. The or e best of my knowledge
Iy licened health care providers authorized by law to sgn POLS]
equred

e

Supervang physcin

Owa ‘

signature

A copied, fawed or electronic version of this form is 2 legal and valld medical order. This form does not expire.



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

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

Due to variable state requlations, 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



Comparison Chart

Living Will

* Outlines general wishes

for end-of-life or life-
saving care

* Expresses preferences

for interventions or

degrees of interventions

Not a medical order

DNR

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

POLST

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

Ensure your pertinent medical Emergency response
documents are readily available in personnel are trained

case of emergency tolook for key

. documents as part of
* Posted on the Refrigerator reshonse rotrc))cols
 Wallet Cards P P

 Medical Alert Bracelet

* DPOAH [Emergency Contact info
* Medication List

* Medication Allergies




Timeliness of Information

Scanned or
photographed forms
are considered valid

and enforceable

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




During Care

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

If the DPOAH is unknown or
unassigned, NH law allows the
appointment of a temporary
surrogate in this sequence:

Spouse

Adult Child

Parent

Adult Sibling

Adult Grandchild

Adult Aunt, Uncle, Niece, or
Nephew

Close Friend

Agent of your Estate

oW E

00




Scope of Care

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

“*do not treat”

POLSTSs prevent or direct specific
b 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?

* 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

"It always
seems too
soon, until it’s
too late”




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?

e Athome
* Inthecar
« Onawalk
* Video chat
 Phone call

* Atasafe, 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 Other issues for which
conditions or prognosis you would like to be
prepared:
* Fears, concerns, or mistrust about * Otherlegal documents
health care for finances or
property

* Pets or dependents

e Spiritual, emotional, or
relational preferences
for end-9f-|ifp care

AN

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

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




Tips for Your Conversation

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

have wanted, not: |

* You want to make sure your decision maker will act on want this for them

your wishes, not their own

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

* Reuvisit the topic over time; your health, perspective,
and relationships can evolve




4\ Questions?

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

In your folders:

New Hampshire Advance Directive Form

_ _ Advance Care
* |HI's Conversation Guide Planning Guide

https://theconversationproject.org/

* Foundation for Healthy
Communities’ Advance

Your Conversation

. . Starter Guide
Care Planning Guide
and have a say in your health care
Foundation for
Heakhere the conversation yroiect Healthy Communities
HES vecomens — @)
* Blank Advance Directive ——

forms (3 pages)


https://theconversationproject.org/
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