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This toolkit will provide information to help
individuals understand their options for End of
Life Care to support informed decision-making
and self-determination, and make the process a
little easier for everyone.

This can be a scary
conversation. 
Sometimes, families aren’t ready to hear that
their loved one is thinking about the end of their
life. Sometimes the patient isn’t ready, either! 
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Reflect on their own personal values
Plan talks by working through a series of
preferences covering care topics
Identify who needs to know their wishes
Keep conversations going over time.
Especially when health or life circumstances
change!

Empowering patients to
think about their own ACP

Fear of facing what the prognosis might be
Fear of facing life without their loved one
Denial or guilt around the family member’s
prognosis
Confronting their own mortality!

Why families might be
avoidant

What is anticipatory grief?
“When there is an awareness that a loss is
coming, anticipatory grief is a form of mourning
that can occur before the actual loss.” - Nancy
Borstelmann, PhD, MPH, LCSW

Anticipatory Grief and ACP

Set the Tone
Initiate the Conversation
Be Clear and Honest
Listen to their Thoughts and Concerns
Involve your Healthcare Provider
Put it in Writing!

Starting the conversation
with family
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An Advance Healthcare Directive is a set of written instructions
expressing your wishes for medical treatment and end-of-life care,
including organ and tissue donations. An Advance Healthcare
Directive typically includes a Healthcare Power of Attorney and
Living Will.

A living will is a legal document that tells doctors how you want to
be treated if you cannot make your own decisions about medical
treatment. In a living will, you can say which common medical
treatments or care you would want, which ones you would want to
avoid, and under which conditions each of your choices applies.
This is different than a will, which provides legal guidance about a
person’s estate — their property and financial assets — as well as
care for a child or adult dependents, gifts, and end-of-life
arrangements such as a funeral or memorial service and burial or
cremation.

Living Will

Advance Directive

A “Durable Power of Attorney for Healthcare” is a legal document
that appoints a trusted person as your Healthcare Proxy, meaning
that they are allowed to make medical decisions on your behalf if
you are incapacitated and cannot speak for yourself. While the
Living Will outlines specific treatments you do or do not want, the
healthcare POA simply authorizes another person to make the
decisions on your behalf, which allows for some flexibility. 

Power of Attorney
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A healthcare proxy is also known as a representative, medical
surrogate, or agent. This is a person who can make health care
decisions for you if something happens and you are unable to
communicate these wishes yourself. They work closely with your
health care team to ensure that your care and treatment
preferences are followed. Having a proxy is especially helpful in the
event of unexpected situations like a stroke or car accident. 
To name a health care proxy, you can use an advance directive
called the durable power of attorney for health care, also known as
POA. 

Healthcare Proxy

POLST stands for Pennsylvania Orders for Life-Sustaining
Treatment. but is also known as Physician Order for Life-
Sustaining Treatment in other states. This document is often
printed on bright pink paper. It is a simple form meant to indicate
quickly and clearly what treatments a patient does and does not
want. It includes the option to decide whether the patient would
like:

1.  CPR
2.  Intubation
3.  Antibiotics or
4.  Artificial Nutrition and Hydration

It also includes a summary of goals. This document is discussed
with a physician, physician’s assistant, or nurse practitioner, who
then signs it. A copy is usually made for the patient’s medical chart,
and the original pink form is kept by the patient and typically
displayed on the fridge or somewhere that is easy for emergency
medical technicians to find.

POLST



Example POLST 05



Medical
Interventions

06

Nutrition and hydration can be provided to a patient
through a couple of different avenues. 

N-G or N-J tube: a nasogastric tube is a thin tube
that passes through the nose and down to the
stomach. The N-J tube goes past the stomach,
into the part of the intestines called the jejunum
PEG tube: a feeding tube that is inserted through
the abdomen directly into the stomach
TPN: stands for Total Parenteral Nutrition, which
is when all nutrients are given directly into the
bloodstream, passing the digestive system
entirely

Nutrition / Hydration

CPR stands for cardiopulmonary resuscitation.
“Cardio” means heart and “pulmonary” means
lungs. CPR includes tilting the patient’s head
back to open the airway, giving chest
compressions, and giving rescue breaths. It is
important to know that CPR is a very intense
process that can break ribs, especially in older
adults. 

CPR

Intubation is a medical procedure where a
flexible plastic tube is inserted through the
mouth into the trachea to keep the airway open
and deliver oxygen to the lungs. It is often
connected to a ventilator, which breathes for the
patient when they cannot.

Intubation

Defibrillation is what you might know as
shocking the heart back into rhythm. Pads
placed on the chest deliver a powerful electric
current to depolarize the heart muscle and
restore a normal rhythm. 

Defibrillation 
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This order specifically addresses interventions
to restart a person’s heart. If you have a DNR, it
means that medical staff will NOT perform CPR
or defibrillation (shocks) if the individual’s heart
stops beating. It does NOT mean “do not treat;”
medications or pain management could still be
given to the patient. A DNR is a legally binding
document that is signed by a physician.

DNR
Do Not Resuscitate 

This order specifically addresses the life
sustaining intervention of intubation. It means
that medical staff are NOT to insert a breathing
tube to then be placed on a ventilator (breathing
machine). A DNI still allows for potential chest
compressions or heart medications.

DNI
Do Not Intubate

This term is used at some hospitals as an
alternative to DNR/DNI. An AND order is used to
ensure that only comfort measures are taken.
This includes making the patient DNR/DNI, but
also stops artificial hydration or nutrients that
would prolong the dying process without adding
to quality of life.

AND
Allow Natural Death
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Something made me realize we’ve never talked
about this. What would happen if something
happened to me that a decision around life
sustaining treatments needed to be made and I
was incapacitated? I think it’s time we talk.  //
We’ve never really talked about what medical
treatment you might want if you couldn’t speak
for yourself. Can you help me know how to best
advocate for you in that situation?

I saw something on the news
that got me thinking ... 

I have been thinking about what I’d want if I ever
got really sick. I don’t want to leave you guessing
and stuck making a decision. Can we talk about
it? // I want to help make sure that if you ever
get sick we give you the care that you want and
nothing you don’t want. Can we talk about it?

I need your help with future
planning.

It would mean a lot to me if you knew what I
wanted for my care. Can I share that with you?

I want to make sure you know
my wishes if I’m ever too sick
to speak for myself.

If there ever comes a time where I am unable to
speak for myself and make my wants and needs
known, I’d want someone I trust to speak for me.
Would you be willing to be that person?

Would you be my decision
maker?
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Allegheny County
Living Will and

Healthcare POA
Conversation

Guide PDF

The Order of the
Good Death:

End of Life Planning
The Conversation

Project
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