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Topics 

Health care planning questions & 
considerations related to end of life care 

National Healthcare Decision Day 

Advanced Directives 

Power of Attorney 

Palliative Care 

The POLST 
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Health care planning  
questions & considerations 

 If you had a serious illness or injury, 
would your loved ones or physicians 
know the medical treatment you would 
want?  
Do you want curative treatments? 
Do you want comfort treatments? 
Do you want to be resuscitated if your 

heart stops?  
Do you want artificial nutrition? 
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Health care planning  
questions & considerations 

What treatment decisions might I consider in the future or 
not consider? 
Invasive procedures or surgeries 
Feeding tube for nutrition and hydration 
Renal dialysis if my kidneys are no longer working 
Advanced or prolonged treatments for disease 

(chemotherapy) 
Ventilation or breathing tubes to help with breathing 
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Health care planning  
questions & considerations 

What matters most to me at the end of my life? 
Being close with family members and loved ones 

Limiting pain or discomfort 

Living with dignity and quality of life 

Religious/spiritual preferences 

Being prepared as much as possible 

Completing financial planning for your estate 
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Health care planning  
questions & considerations 

 It’s best to consider health care decisions while you 
are still relatively healthy to be able to make 
informed choices. 

Think about what end of life decisions would make 
life meaningful for you.  These vary from person to 
person and depend on each person’s situation.   

 If you were unable to make decisions who would 
be the best person to make health care and estate 
planning decisions on your behalf? 

6 



   When thinking about treatment decisions, consider your 
personal values:  

 

What gives your life meaning? 
What do you think are the most important 

considerations when thinking of end of life care? 
Ask yourself what are your strengths and 

weaknesses? 
What types of care do you want or not want when  

you reach end of life? 
How does your faith influence your decisions? 
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National Health Care Decisions Day 
Information and tools to help with advance health care planning 

www.nhdd.org 
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April 16th National Healthcare Decisions Day  
 

Called the NHDD Project 
An initiative to encourage people to express 
their wishes regarding health care and for 
providers to respect them. 
Supported by UC Davis Health, the 
American Hospital Association, Association 
of American Medical Colleges, AARP and 
other national health-care organizations. 
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April 16th National Healthcare Decisions Day  

Encourages adults to complete an advance 
directive that spells out their wishes and 
decision-making preferences in writing. 

Goal is to inspire, educate and empower 
people to think about advance care 
planning. 
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NHDD offers resource guides on advance care 
planning: 
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NHDD Tools & resources to make the steps 
towards advanced care planning: 

 

Conversation Starter 
Kit:  12 page guide 
with fill in questions 
to help gather your 
thoughts about 
advance planning 
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How to Choose a Health Care Proxy and How to Be a 
Health Care Proxy:  The NHDD offers a 16 page guide with 
resources on how to choose a health care proxy and how to 
be one. 
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NHDD offers a 12 page guide on how to talk 
to your doctor about end of life care 
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What is an Advanced Directive? 

•An Advance Health Care Directive is a 
document that puts your health care 
preferences in writing, informing your loved 
ones and healthcare providers of your 
wishes if you become unable to 
communicate or make decisions.  

15 



Advanced Directives… 

• Include a living will where you designate  your 
preferences for medical treatment and designation of 
the durable power of attorney for health care.  

• The Durable Power of Attorney gives clear authority 
for your agent to speak on your behalf for medical 
decision making. 

• In California these are combined into one document.  
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Advanced Directives 
The Patient Self-Determination Act (PSDA) 

The 1990 Patient Self-Determination Act (PSDA) is a federal law 
that encourages everyone to decide about the types and extent 
of medical care they want to accept or refuse if they become 
unable to make those decisions due to illness. The PSDA 
requires all health care agencies to recognize the living will and 
durable power of attorney for health care. The Act applies to 
hospitals, long-term care facilities, and home health agencies 
that get Medicare and Medicaid reimbursement. Under the 
PSDA, health care agencies must ask you whether you have an 
advance directive. They also must give you information about 
your rights under state law. 
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Ad 
Advanced Directives 

 
Are necessary to appoint a legal healthcare decision 

maker known as a health care agent or proxy. 
Complete your state specific advanced directive 
 In California Advanced Directives require 2 witnesses 

and to be notarized 
Having an advanced directive doesn’t take away your 

authority to make decisions while you are still able. 
You can change or modify your advanced directive as 

your health changes or new information presents. 
Advanced Directives can be but do not require an 

attorney to prepare. 
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Durable Power of Attorney:  Financial Matters 

 The designated Advanced Directive for Health Agent does not have 
power over one’s financial estate. 

 If you have a complex financial situation or estate is best to designate 
a durable power of attorney to manage your financial affairs in the 
event you are unable to. This is separate from the Advanced Directive 
for Health.   

 The person designated as a Power of Attorney for Finances does not 
have designation over healthcare decisions.   

 You can designate the same person for health and finances, or choose 
separate people. 
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Durable Power of Attorney:  Financial Matters 

• The Durable Power of Attorney for finances allows the agent 
on your behalf to deal:   
• Banking and financial institutions  

• Social Security & Medicare 

• Manage property 

• Manage business transactions 

• Tax Matters 

• Retirement & military plan transactions 

• Estate, Trust transactions 
 

 20 



Durable Power of Attorney:  Financial Matters 

• A Durable Power of Attorney for Financial Matters may be 
completed with 2 witness and notarized and does not 
require an attorney.   

• However, consultation with an attorney is recommended 
for estate planning, creating a Will or Trust.   

• A California General Durable Power of Attorney 7 page form 
can be obtained easily online. 
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Advanced Directives 

•Benefits: 

•Resources are available to make these easy to do. 

•Help guide your loved ones when difficult health care 
decisions need to me made. 

•Avoid having to appoint a health care guardian to 
make decisions if you are unable, which is a lengthy 
legal process. 
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Advanced Directive 

• Without an advanced healthcare directive: 
Doctors may do everything to treat your condition and keep you 

alive. 

Family will be asked what to do. 

If family does not know what your wishes are, this may lead to 
family conflict and guilt over decision making. 

Hospital and nursing home policies often dictate the use of life 
sustaining measures even when a person is very ill. 
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What is Palliative Care? 
 

Palliative care is different from hospice care in that it is 
implemented at any phase of care including as part of 
curative treatment. 

Palliative care goals are to relieve pain, the symptoms 
and stress of serious illness, to improve quality of life 
and comfort for patients and their families.  

Palliative care is offered at hospitals to help provide 
treatments that aid comfort, and serve as a resource to 
patients, loved ones, and the care team to help guide 
them through difficult health care decisions. 
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Palliative Care 

 A Palliative care physician led team is now present in many hospitals 
and often consists of a physician, nurse practitioner, nurse, and case 
manager or social worker. 

 Palliative care will coordinate with the primary physician team and 
specialists to meet the patient’s needs and serves as a liaison to the 
family and primary doctor in the hospital setting. 

 Palliative care services are being utilized with greater frequency to 
help provide symptom management for those who do not qualify for 
hospice care, serve as a resource to help patients navigate goals of 
care, and optimize patient care.   
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Case Study: 
 • George is a 79 year old man with a history of high blood pressure, high 

cholesterol, history of prostate cancer, uses a walker for safety, who 
sustained a right hip fracture.  He has no advanced directive. He decides 
to have a partial hip replacement and is recovering in the hospital.  
After surgery he becomes confused, pulling at lines and tubes requiring 
arm restraints. George is yelling out, sleeping poorly at night, and not 
able to participate with physical therapy.  He sleeps during the day and 
has missed 1-2 meals daily.  The nurse tells the doctor when she tries to 
feed George he is coughing and appears to have some choking.  A 
Speech Therapist evaluates George and determines he is aspirating food 
and liquids and recommends a feeding tube.  After 5 days of poor 
eating a nutritionist recommends artificial feeding.  A nasogastric 
feeding tube is inserted to begin feeding George, but he is confused and 
manages to pull out the tube despite having arm restraints.  
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Case Study cont. 
•  Palliative Care is called to evaluate George who then schedules a 

conference call with George’s son, his daughter who lives out of area, 
his hospital physician, and the internal medicine specialist who 
discuss the goals of care, benefits, and risks of placing a feeding tube.  
After several meetings with Palliative care, George’s doctors, and his 
children, the decision is agreed upon by his family and care team to 
no longer pursue insertion of a feeding tube and to allow George to 
eat for comfort knowing that he may have serious choking or 
aspiration or not obtain enough nutrition to heal from his surgery.  
George remains hospitalized for 2 weeks.  His appetite eventually 
improved and he was able to be transferred to a rehab center. 
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Case Study cont. 

•Discussion: 
Often times we are faced with unexpected and 

unpredictable decisions regarding our healthcare.  In this 
situation an advanced directive would have provided 
guidance for George’s doctors and his children on making 
medical decisions when George was unable to make these 
decisions. 
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HDSA Family Guide Series: 
http://hdsa.org/shop/publications 
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Please visit HDSA.ORG to download free publications 
on Huntington’s disease.  The Family Guide Series are 
available for $2 each. 
 

• The Family Guide Series:  
• Advanced Directive 

• Long Term Care 

• Caregivers guide to communicating with healthcare providers 

• Physical & Occupational Therapy- Huntington’s Disease 

• Genetic testing 

• Speech, language and swallowing difficulties 

• Nutrition and Huntington’s Disease 

• Talking with children about Huntington’s disease 

• Juvenile HD 
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Advance Directive 

Advanced Directives may include: 
Healthcare power of attorney or Health care 
agent in (California), or proxy 
Living will 
DNR or do not resuscitate 
Organ or tissue donation 
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Advanced Directives 

 Please go to http://www.caringinfo.org/files/public/ad/California.pdf 

To obtain a California Advanced Directive form. 
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Advanced Directive 

•  In the Third Part of the Advance Directive:  

 You can express your wishes about organ and 
tissue donation 
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Advanced Directive: 
In Part 1 of the 
Advanced directive: 
You name a person to 
be your agent. 
The agent legally 
makes decisions on your 
behalf in regards to 
health care – A Durable 
Power of Attorney for 
Health Care.  
It is best to choose only 
one person as your 
agent.   
You can also name an 
alternate in case your 
agent is unavailable. 
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Advanced Directives: 

What can my healthcare Agent do? 

visit you in hospitals or other health 
care facilities 

oversee the treatment wishes you set 
out in other health care documents 

authorize necessary medical 
treatments, such as surgery, blood 
transfusions, or drugs according to your 
wishes 

review your medical records 

choose your doctors and other health 
care providers 

make end-of-life decisions-- for 
example, refusing to have you placed on 
a ventilator or having you removed from 
life support -- as long as those decisions 
in your best interest and based on your 
known wishes 

35 



Advanced Directive: 

There are some things to consider when selecting 
your health care agent: 
Will the person be a responsible advocate for your health 

care wishes? 

Does he or she live close enough to be at your side quickly 
and to stay a long time, if needed? 

Usually the person can’t be your healthcare provider or an 
employee of the care facility you are receiving care at unless 
you are related by blood, marriage, or adoption. 
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Advanced Directive: 

How Do I Choose a Health Care Agent? 
A health care agent is the person you name to make 

medical decisions for you if you are unable to.  Some 
states use a different name for a health care agent, such 
as “proxy,” “representative,” or “attorney in fact.” 
California uses the term “health care agent.” You will 
name this person in your Advance Health Care Directive. 
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Advanced Directive 

Part 2 of the Advanced 
Directives: You can define 
your wishes for end of life care 
that may include: 

CPR- resuscitation or 
defibrillation provided 
when the heart stops 
beating or lungs are not 
breathing 
DNR 
Intubation 
artificial feeding or 
hydration 
Renal dialysis 
Surgery 
Antibiotics 
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Advanced Directive 

Part 3 of the 
Advanced 
Directive lets 
you designate if 
you wish to 
donate body or 
tissues. 
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Advanced Directive 

Part 4 Optional, 
Lets you 
designate a 
primary 
physician  

40 



Advanced Directive: 

 Part 5 is where the 2 witnesses and 
notary sign.   
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Advanced Directives 

What to do with your advance directive: 
Keep the original copies of your advance 

directive where you can easily find them. 
Give a copy to your health care proxy, health 

care providers, hospital, nursing home, family, 
and friends. 
You may want to review your advance directive 

each year, when you have a change to your 
wishes, or health care agent. 
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California Advance Directive Registry 

California maintains an Advance Directive Registry. 

  By filing your advance directive with the registry, your health 
care provider and loved ones may be able to find a copy of 
your directive in the event you are unable to provide one.  

You can read more about the registry, including instructions 
on how to file your advance directive at:  

 www.sos.ca.gov/registries/advance-health-care-
 directive-registry 
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Advanced Directive may include: 

DNR 
Do not resuscitate order 
Tells health care providers not to perform certain life 

sustaining treatments such as: 
oCPR  

oIntubation with a breathing tube 

odefibrillation 
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California Pre-hospital DNR Form 
Pre-Hospital DNR Form: 
Official state document designed with the purpose of 

instructing EMS personnel regarding a patient’s decision 
to forgo resuscitative measures in the event of 
cardioplumonary arrest. Resuscitative measures to be 
withheld include chest compressions (CPR), assisted 
ventilation (breathing), endotracheal intubation, 
defibrillation, and drugs which stimulate the heart.  
It does not limit providing other treatments or comfort 

measures such as treating pain, difficulty breathing, 
bleeding or other measures. 
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What is a POLST? 

“Physician order for life sustaining treatment” 
Portable document used from one setting to 
another 
Voluntary form created for people who often 
have advanced illness who want to designate 
end of life care. 
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POLST cont. 
 

Patients are encouraged to discuss end of life 
treatment care wishes with a health care 
provider who then signs the form. 
Gives standing orders for end of life care that 
can be used by health care providers and EMS 
(emergency medical services) 
The POSLT form compliments the Advanced 
Health Care Directive but does not replace it. 

49 



50 



51 



52 



53 



Resources 

Advanced Directive: 
• Caring Connections:  links to state specific advanced directive form 

http://www.caringinfo.org/PlanningAhead.htm 
 
• HDSA Family Guide Series:  booklet on advanced directives 

http://hdsa.org/shop/publications 
 
• https://www.agingwithdignity.org 

 

Durable Power of Attorney for finance: 20 pg downloadable 
form 
• https://www.allsaintsbh.org/wp-content/uploads/CA- 
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Resources cont. 

 DNR and pre-hospital DNR forms California Emergency Medical 
Services:    https://emsa.ca.gov/dnr_and_polst_forms 
 

 POLST (Physician order for life sustaining treatment):  California 
POLST form:  http://capolst.org  
 

 Brain and tissue donation:  UC Davis Northern California resources for 
brain and body donation: 
https://www.ucdmc.ucdavis.edu/huntingtons/files/Northern%20Calif
ornia%20Resources%20Rev%202016.pdf 

   https://braindonorproject.org 
   http://www.donatelifecalifornia.org 
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Thank you 
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