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NETWORK 2 ADVANCE DIRECTIVES AND TREATMENT PREFERENCES

1.   PURPOSE: To establish policy and procedures concerning patient or patient surrogate wishes regarding withholding or withdrawing treatment preferences, including response to cardio-pulmonary arrest (Do Not Resuscitate Orders), and establishing advance directives, within VA Health Care Network Upstate New York.  This policy applies to all patients associated with this VA Health Care Network Upstate New York, inpatients as well as outpatients.

2.   POLICY:  


a.   This policy supercedes local Medical Center policies governing DNR orders, advance directives and their implementation

     b.  Do Not Resuscitate (DNR) and Treatment Preferences (TP) orders will be electronically entered into the medical record as Physician’s Orders. Notes that describe a limited response to cardio-pulmonary arrest (DNR) or establish patient preferences regarding withdrawing or withholding treatment in non-arrest situations, must be instituted in a progress note titled: “Advance Directive-DNR/Treatment Preferences (TP)” in terms of guidelines set forth below (see sections 4.a.-e.). Such progress note documentation may be generated by a resident physician, nurse practitioner or physician’s assistant in consultation with the attending physician, but require the patient’s attending physician’s signature to become active.


c.  Orders withdrawing or withholding treatment, including DNR orders, are addressed to those charged with the patient’s care and therefore in no way limit standard code or emergency response where a patient arrests in a public area of the Network facilities, including Community Based Outpatient Clinics and Out Patient Clinics, unattended by those responsible for his care if such VA staff does not have knowledge of the order. 


d.  These orders are to remain in effect during the current admission unless they are specifically revoked in the medical record. These orders should be reviewed periodically during the quarterly review of the Multidisciplinary Discharge Treatment Team (MDTT) care plan, or if the patient’s condition changes. The attending physician may revoke the DNR and/or Treatment Preferences (TP) order if the patient’s prognosis significantly improves, with consultation with the patient, or surrogate (see sections 4f).   The DNR order may not be revoked or discontinued by any other action, such as a change of the patient’s status. If a patient wishes to retain such orders as an outpatient, or for subsequent admissions, documentation must be indicated in the “Advance Directive: DNR/Treatment Preferences (TP)” progress note.


e.   Definitions:


1.   Adult:  Any person who is 18 years of age or older;


2.   Advance Directive:  This refers to specific written statements made by a patient with the capacity to make health care decisions which provide direction as to his or her desires regarding the withholding or withdrawal of life-sustaining treatment and/or specific written instructions as to who should make decisions regarding medical care in the event the patient is unable to do so. These documents include but are not limited to: VA Advance Directive, VA Durable Power of Attorney for Health Care (DPAHC), or New York State Health Care Proxy.  A “VA Advance Directive” is:


a.  A written statement made by a patient on a VA Form 10-0137, “VA Advance Directive: Living Will and Durable Power of Attorney for Health Care”, which sets forth the patient’s wishes regarding the withholding or withdrawal of life-sustaining treatment.


b.  A “State-Authorized Advance Directive” is a written statement made by a patient concerning the patient’s wishes regarding the withholding or withdrawal of life-sustaining treatment, or designating a specific decision maker if the patient is unable to do so.  The validity of such statements not made on a VA form is to be determined pursuant to the applicable state law.

Note: see section f.1.e.1. below regarding verbal prior statements by patients.


3. Attending Physician:  The physician who has final responsibility for the treatment and the care of the patient.


4. Capacity to Consent:  The ability of the patient to understand and appreciate the nature and consequences of a an “Advance Directive: DNR/Treatment Preferences (TP)” order and to reach and express an informed decision regarding such an order.  Every adult patient will be presumed to have such a capacity unless there has been a determination that the patient lacks such capacity, in uncertain cases, a psychiatric or psychological consultation should first confirm the determination. Consultation with a psychiatrist or licensed psychologist must be obtained when the determination that a patient lacks decision-making capacity is based on a diagnosis of mental illness (see VHA Handbook 1004.1, sect. 10.a. (2).


5. Cardiopulmonary Resuscitation (CPR):  Measures to restore cardiac function and/or to support ventilation in the event of a cardiac or respiratory arrest.


6. Close Friend:  Any person 18 years or older who has shown care and concern for the patient’s welfare and is familiar with the patient’s activities, health, religious beliefs, and values. The close friend must present a signed written statement (to be filed in the medical record) that describes (with specific examples) the person’s relationship to and familiarity with the patient. Social Work Service or other staff must verify, in a signed and dated progress note, that these requirements have been met.


7. Dispute Mediation System:  An individual or committee designated by the facility Director within VA Health Care Network Upstate New York which is authorized to mediate any dispute challenging consent to the writing of a DNR/Treatment Preference (TP) order, including but not limited to disputes between a patient and his/her attending physician, disputes regarding the determination of patient’s capacity, and any dispute submitted by any person on the surrogate’s list contained in section 4.b.3.a.1-4.  The procedure for referring matters to the dispute mediation system is set forth in section 4.h.


    8.  Do Not Resuscitate (DNR):  This category rules out therapeutic response to cardio-pulmonary arrest; a code will not be called, and no resuscitative measures instituted.

9.  DNR/Treatment Preferences: These are advance directive instructions by the patient/surrogate that are to be implemented and are reflected in the medical record as actual physician orders through an “Advance Directive: DNR/Treatment Preferences (TP)” progress note/order.

10. Durable Power of Attorney for Health Care:  This is a surrogate specifically designated by the patient (in writing on the appropriate VA form) while the patient had capacity to make health care decisions.  The New York State “Health Care Proxy” provides an equivalent designated surrogate, which this Medical Center will also honor (NB:  typical “power of attorney” documents convey no authority to make health care decisions for incompetent patients).  As many of our patients may later receive medical care at New York State hospitals and/or nursing homes, they may be encouraged to utilize the New York State “Health Care Proxy” form as it will be more readily honored by such non-VA institutions.


11.  Life-Sustaining Treatment:  Any medical care, procedures or interventions which, when applied to a patient with a terminal or severely disabling illness, would have little or no effect on the underlying disease, injury or condition and which would only serve to delay the timing of death.  This may include but is not limited to resuscitation, artificial nutrition and hydration, mechanical ventilation and dialysis.  Life-sustaining treatment does not include medical procedures deemed necessary to provide 

comfort care such as oxygen for dyspnea, morphine for pain, or oral feeding and hydration, etc.


12. Non-Arrest Treatment Preferences (TP): This type of physician order will be used to specify treatments that will not be utilized in non-arrest situations.


13. Practitioner: the attending or resident physician, nurse practitioner or physician’s assistant


14.  Surrogate:  A person entitled to make decisions on behalf of the incapacitated patient who lacks decision-making capacity regarding a DNR/Treatment Preferences (TP) order (must be 18 or older). See ranked surrogate list in section 4.b.3.a.1-5.


15.  Terminal Illness:  "Terminal illness" shall be defined as a debilitating condition which is considered to be medically incurable or untreatable in terms of currently available technology, and which can be expected to cause death.  In situations involving "terminal illness," as so defined, it can be concluded that resuscitation would be of no benefit to the patient since the institution of resuscitative measures, if successful, would only postpone the moment of death.  "Terminal illness" definitions need not require that death be "imminent," and may include in their scope chronic conditions from which there is no hope for recovery.


16. Witness:  Any individual 18 years of age or older (but see Section 4.j. for restrictions on valid witnesses of written advance directives).


f.   Basic policy guidelines:


1.   Basic presumptions grounding this policy:


a.   That every patient in this facility, unless it is determined otherwise, is presumed to want and have consented to full treatment measures in the event of a cardiac or pulmonary arrest, as well as full critical care responses.  If no  DNR/Treatment Preferences order has been executed and appears in the front of the patient’s chart, full treatment and code response must be provided.


b.   That every adult patient has the capacity to consent to or refuse treatment unless otherwise determined.

       
c.   A patient with capacity to consent has the right to refuse any and all treatment, ordinary or extraordinary, including cardiopulmonary resuscitation, regardless of their medical situation and prognosis.


d.   An informed understanding of his or her medical situation, options and prognosis by the patient is essential to any such “Advance Directive: DNR/Treatment Preferences (TP)” decision, to the extent the patient has the capacity to consent.


e.   In the case of the patient who lacks capacity, a DNR/Treatment Preferences (TP)” order may still be written with reference to two sources:


1.   Prior Statements:  If the patient, while having capacity to consent, executed an advanced directive, or made informal prior statements concerning treatment or code aggressiveness, such statements may be honored.  The status of such statements will depend on such factors as the patient’s situation, prognosis, the specificity and relevance of the statement, how recently they were made, and the trustworthiness of the witness. These statements should be documented in the medical record.

Instructions in critical situations:  Verbal or nonverbal instructions from patients in situations in which the patient is admitted to care when critically ill and loss of capacity may be imminent AND the patient is not physically able to sign a form, or the appropriate form is not readily available, should be recorded in the medical record. In this situation, the health care team member having the discussion with the patient must document the discussion in a progress note and sign it. This note must be co-signed by another member of the health care team, who was present and can attest to the wishes expressed (verbally or nonverbally) by the patient. These instructions will guide the treatment team and surrogate should the patient lose capacity during the presenting situation. If the patient subsequently regains decision-making capacity they will be asked to confirm the instructions by completing an AD. (Cf. Department of Veterans Affairs VHA HANDBOOK 1004.2  “Advance Health Care Planning”)

2.   Surrogate Decision-Making:  In conjunction with or lacking such prior statements, a patient surrogate in consultation with the patient’s practitioner, may consent to a DNR/Treatment Preferences (TP) order.  The status of any such surrogate’s consent will depend on the patient’s situation and prognosis, prior statements by the patient, the surrogate’s pledge regarding the patient’s belief and past experience, and the credibility of the surrogate. Normally, a decision by a surrogate must be based on knowledge of what the patient would have wanted. If the patient’s wishes are unknown, then, and only then, the surrogate’s decision must be based on the patient’s best interest.


f.   The option of a patient with capacity executing the advance directives mentioned in section 2.e.2.a.-c. is considered an ethically important and clinically valuable exercise. Thus, this Network will assume a proactive stance with regard to assisting with, implementing, and executing such advance directives for our patients, should they decide to execute any such type of document; it will also honor state recognized documents (e.g., “New York State Health Care Proxy/Living Will”). 


g.   Although they will often go together, a “DNR” order does not require other “Treatment Preferences” (TP).  A DNR, for example, may be consistent with full treatment in a non-arrest situation.  If limitations in both categories are elected, both must be entered in the standard form “Advance Directive: DNR/Treatment Preferences (TP)” order with appropriate progress note documentation per section 4.d.  An example of this may be when DNR is checked in the “DNR” section and “no intubation” entered in the “non-arrest treatment preferences section of the standard form.  To avoid misunderstanding, whenever a DNR order is written, the level of non-arrest treatment response MUST be signaled at the top of this form:  either: “DNR with full treatment short of arrest: or “DNR with specific treatment preferences short of arrest (see below)” (with corresponding completion of the Non-Arrest Treatment Preferences section).

h.   Though DNR orders per se do not otherwise limit treatment, certain treatments themselves have the potential for causing arrests. The following caveats shall apply:


1. Full treatment short of arrest is still permissible with a “DNR” patient.  If patient subsequently arrests, all such treatment should be discontinued.


2. DNR orders may not be automatically rescinded,


3.  DNR orders can be temporarily revoked, with the agreement of patient or the patient’s surrogate, but should not be a condition of treatment.  If temporarily revoked, a DNR order must be readdressed in the chart within 24 hours of the procedure (temporary revocations should be entered in the form “Advance Directive-Revocation: DNR/Treatment Preferences (TP)”; see section 4.g.


4.  Patients can be denied such potentially destabilizing treatments on objective medical grounds, i.e. they will probably decompensate.  


5. Questions or disputes in this regard should be referred to the Ethics Consultation Team or the Physician Executive.


i.   Should the situation arise wherein a patient’s wishes for   DNR/Treatment Preferences orders cannot be honored by his attending physician or practitioner because they contradict that physician’s or practitioner’s medical judgment and/or conscience, then the patient will be transferred to the care of another physician or practitioner. The reasons for such conscientious objection should be documented in the progress notes. Whenever possible the transfer should be accomplished along collegial lines, initiated by the present attending physician or practitioner, and within the same specialty area and bed service. The Physician Executive will resolve conflicts. In any event the patient will not be abandoned and the physician will provide care according to the patient’s expressed wishes pending the transfer.


j.   There are some situations where a patient might elect not to include family members or to inform them of his decision.  Under these circumstances, patient privacy and confidentiality require that the patient’s wishes be respected and that the family not be involved or informed.

3.  RESPONSIBILITIES: Ultimate responsibility for DNR/Treatment Preferences (TP) orders will rest with the attending physician. Nursing staff will be aware of whether their patients are on DNR status and will, in the event of a cardiopulmonary arrest, call a code immediately unless the patient is on DNR status. The ward clerk or equivalent will identify and monitor DNR/Treatment Preferences (TP) orders as outlined in section 4.e. The appropriate Care Line Manager will ensure proper execution of these orders.

4.  PROCEDURES:  The following procedures shall be followed:


a.   Generating a DNR/ Treatment Preferences (TP) Order:  The patient’s attending physician has final authority consistent with the patient’s advance directives regarding such orders.  Such an order must be:


1.   Entered on the standard “Advance Directive: DNR/Treatment Preferences (TP)” form, 


2.   Justified in the progress notes (see 4.c.-d. below), and


3.   Entered in the Physician’s Orders (such progress note documentation may be generated by a resident physician, nurse practitioner or physician’s assistant in consultation with the attending physician, but require the patient’s attending physician’s signature to become active.  

4.   Resident physicians may implement DNR/Treatment Preferences orders temporarily if other conditions of this policy are met. Such implementation will include documenting the concurrence of the attending physician, as well as entering the attending as an "additional signer" to the "Advance Directives: DNR/Treatment Preferences" progress note that supports such orders. The attending physician must indicate his/her agreement within 24 hours or the next administrative day by co-signing the electronic progress note. Per our policy that such orders should not be inadvertently revoked, failure of the attending to co-sign the progress note will not result in the lapse of such orders.

If no written DNR/Treatment Preferences (TP) order is present, full code response and treatment will be provided the patient. No verbal orders that limit treatment or code response will be carried out.

b.   Justifying a DNR/Treatment Preferences (TP)” order:  If a DNR/Treatment Preferences (TP)” order is contemplated, it must be justified in the following fashion, depending on whether the patient has capacity to consent and, if he or she lacks capacity, depending on the existence and specificity of prior statements by the patient and the availability of a surrogate.


1.   The patient with Capacity to Consent:  Consent to a DNR/Treatment Preferences (TP)” order must be based on the informed consent of such a patient.  The consent may be oral while the patient is in the hospital in the event that the patient is unable to do so in writing (see section f.1.e.1 in this regard).  Notification of family members is prudent, but also requires prior patient approval.  Any patient statements, particularly their reasons for limiting treatment or code response, should be documented in the progress notes of the patient’s chart.  The practitioner must make sure that the patient understands the possible and/or likely consequences of such orders.


2.   The Patient Lacks Capacity to Consent - Adequate Prior Statements or Determinations are Available:  Although it is always prudent to contact the patient’s family, a DNR/Treatment Preferences (TP)” order may be written by the attending physician without surrogate consent if adequate prior statements or determinations are available.  Such statements can either be (a) from the patient’s chart from prior admissions, (b) supplied by a transferring institution or (c) in the form of  an advanced directive.  These documents or statements need to be specific to the management issues and conditions at hand.  Even if fully satisfied by such remarks, the attending physician should still diligently attempt to contact family members and inform them of future management based on such sources. Note: to the extent that prior patient statements are clearly applicable to the patient’s current situation, they are binding on staff as well as the patient’s surrogates, including a patient’s designated “health care agent”. For dispute mediation in such circumstances, contact the facility ethics committee or other individual/group designated by the facility director to perform dispute mediation.

3. The Patient Lacks Capacity to Consent - A Surrogate is Available:  


a.   If the patient lacks the capacity to consent and has not made adequate prior statements, the consent of the patient’s surrogate should be gained prior to writing a: DNR/Treatment Preferences (TP)” order.  A surrogate must be 18 or older.  The status of a surrogate rests on the following ranking:

1. Health Care Agent

2. Legal Guardian




3. Next-of-Kin in the following priority: spouse, adult child, parent, adult sibling, grandparent, adult grandchild, (VHA Handbook 1004.1.10.b.3) 


4.  Close Friend. A close friend is any person 18 years or older (including a relative not listed above) who has shown care and concern for the patient’s welfare and is familiar with the patient's activities, health, religious beliefs and values. To be considered the patient’s surrogate decision-maker, a health care professional must enter a progress note in the medical record detailing the nature of that person’s relationship to and familiarity with the patient. The patient’s social worker will assist such individuals in preparing such a statement and must verify, in a signed and dated progress note, that these requirements have been met.


b.   The surrogate will attempt to speak for the patient on the following grounds:


1.   By interpreting insufficiently specific prior statements by patient;


2.   On the basis of the patient’s known religious and moral beliefs;


3.   If neither (1) nor (2) are sufficiently specific and clear, or extant, best interest criteria will govern, based on:


a.   Terminal illness


b.   Permanently unconscious


c.   Treatment medically futile

      d.   Extraordinary negative balance of burdens over possible benefits of aggressive treatment.


4.   The Patient Lacks Capacity to Consent - No Surrogate is Available:  Lacking adequate prior statements or determinations, and lacking a surrogate, the attending physician may write a DNR/Treatment Preferences (TP)” order only if the following process is completed and documented in the medical record:


a.   Certification by the attending physician, including a statement by the patient’s social worker, that after reasonable inquiry they have determined that the patient has not designated a health care agent through a VA DPAHC or New York Health Care Proxy, and has no legally appointed guardian or available and willing next-of-kin or close friend to act as a surrogate who can be located.


b.   The attending physician indicates participation in and concurrence with the decision in a signed and dated progress note in the medical record.


c.   An ad hoc multi-disciplinary committee must be convened by the facility Director to consider the validity of the decision to withdraw or withhold life-sustaining treatment(s) and to verify appropriate documentation. The core of this committee will be the facility ethics committee, which should be contacted at this juncture. This committee functions as the patient's advocate and may not include members of the treatment team.  The committee must be aware of and sensitive to the patient's cultural, ethnic, and religious perspectives.  To that end, and to the extent feasible, the committee must include members who are representative of the patient's cultural, ethnic, or religious group, to be drawn from the ethics committee, or other staff.  The committee must then submit a written report to the Physician Executive that describes its findings and recommendations.


d.   The Physician Executive, or designee, must approve or disapprove the committee's recommendation to withhold or withdraw life-sustaining treatments.  The committee’s recommendation(s) and the Physician Executive’s decision must be documented in the medical record.


e.   The facility Director must review the decision and may either concur or request review by Regional Counsel.  The final decision must be documented in the medical record.


c.  Record Documentation: Prior to the institution of a DNR/Treatment Preferences (TP) order, the following documentation by the practitioner must appear in the progress note:


1.  A specific description of the code response and/or treatment preferences ordered.


2.  A summary of the relevant medical history and condition of the patient.


3.  If applicable, the outcome of consultation regarding care with other members of the staff.


4.  A statement summarizing the reasons why the medical staff feels that such an order is appropriate.


5.  The outcome of discussion and decisions with the patient or the patient’s surrogate.


6.  An assessment of the patient’s decision-making capacity, if indicated.


d.   Identifying Such Orders in the Medical Record:  At the time a DNR/Treatment Preferences” order is instituted, the ward clerk will flag “DNR and/or Treatment Preference” on the hardback chart. Identical notation will be carried over to the front of the permanent medical record (per local facility policy). At the change of shift report, nursing staff will communicate information related to patients with DNR/Treatment Preferences (TP)” orders. This status will also be written on the Patient Profile.  Such orders must also be:


1.  entered as a progress note title: “Advance Directive: DNR/Treatment Preferences (TP),“


2.  justified in the progress notes (see 4.c.-d. above), and 

3. written in the Doctor’s Orders, utilizing the electronic medical record.


e.   Modifying Existing DNR/Treatment Preferences (TP) Orders: to modify existing: DNR/Treatment Preferences (TP) orders (i.e., by adding or removing specific DNR/Treatment Preferences (TP)” orders), one must, at a minimum: 


1.  create an addenda to the progress note “Advance Directive: DNR/Treatment Preferences;” 


2.  generate a progress note that justifies the modification; and 

3.  hardcopy forms are to be provided patients in outpatient status as appropriate.

f.    Revocation or Expiration of DNR/Treatment Preferences (TP)” Orders:  DNR/Treatment Preferences (TP)” orders are not subject to renewal and are to be considered to be in effect indefinitely for the duration of the current admission, unless specifically revoked by the responsible attending physician. In other words, these orders are to remain in effect unless they are specifically revoked in the medical record; they are not revoked or discontinued by any other action, such as a change of patient situation or by specific medical intervention.

       DNR/Treatment Preferences (TP)” orders may be revoked by the patient at any time if he has the capacity to make and express health care decisions.  The patient’s surrogate may request that such an order be revoked on a patient who lacks the capacity to consent, IF the surrogate made the original decision.  If the original decision was based on prior decisions made by a patient with the capacity to make and express health care decisions, the surrogate can only revoke a DNR/Treatment Preferences (TP)” order if there is a major improvement in the patient’s medical condition or prognosis.  Any staff member who is made aware of the wishes of the patient or the patient’s surrogate to revoke such an order must immediately attempt to contact the patient’s practitioner.  A revocation, for its part, should be justified with reference to changes in the circumstances that led to the original orders.

       If this revocation is temporary (e.g. during surgery or dialysis), the “Advanced Directive: DNR/Treatment Preferences (TP)” document that will come into effect after the temporary revocation conditions are over should be generated at the time of this revocation. The attending physician must discuss the temporary revocation of DNR/Treatment Preferences orders with the patient or his/her health care agent. 

       To revoke a DNR and/or LT order the practitioner must complete the “Advance Directive: Revocation DNR/Treatment Preferences (TP)” form and justify this revocation in the progress notes. Beyond this, the practitioner must inform the nurse in charge or assigned to the patient, and remove the DNR and/or treatment preference status in the patient profile.


g.   Transferred Patients who had Equivalent Orders at Their Previous Institution:  Orders equivalent to “Advance Directive: DNR/Treatment Preferences (TP)” written at the transferring institution may be simply honored and reordered by a practitioner.  Such orders, however, to remain operative, must be confirmed by completing this Network’s procedures as stated in this memorandum within 24 hours (see sections 4.c.-d.). Note: this may involve no more than relying on the provisions of section 4.b.2. “The Patient Lacks Capacity to Consent - Adequate Prior Statements or Determinations are Available”, in that sufficient documentation may have been provided by the transferring institution, or be obtainable from them, to justify such orders.


h.   Outpatient DNR/Treatment Preferences (TP)” Orders:  Patients enrolled in Network clinics and HBPC may wish to be covered by such orders even when they are not in-patients at this facility.  These orders may be instituted for such outpatients by the order of their attending physician, either at discharge from inpatient status or during a subsequent clinic or home visit, generated in compliance with the policies contained herein.  Inpatients with a DNR status should be offered the New York State Department of Health form DOH-3473, “Non-hospital Order Not To Resuscitate/DNR Order” during discharge planning (Note: this document must be signed by the patient’s attending physician to be legally effective).  Certain additional procedures must also be followed:

1.  Such orders must be entered, as above, in the medical record under the note title “Advance Directive: DNR/Treatment Preferences (TP)” indicating outpatient status (located at the top of the electronic note) and all documentation must be signed by the patient’s practitioner (see attached form and follow its instructions).  A copy of the initiating “Advance Directive: DNR/Treatment Preferences (TP)” note, and the original of the New York State Department of Health form DOH-3473, “Non-hospital Order Not To Resuscitate/DNR Order” form should be given to the patient or ranking surrogate.


2.  The patient can be advised that New York State ambulance personnel may well not honor these orders if the patient is being transported from home, nor can it be guaranteed that any VA employee will be aware of these prior decisions unless formally presented with these documents by the patient or his/her surrogate. The patient and/or surrogate should be explicitly counseled about the likely nature of the patient’s further course and dying process, as well as how the patient can be assisted and comforted at home. The family’s ability to handle this process at home should be part of this assessment. The practitioner may offer to complete New York State Department of Health Form DOH-3473, “Non-hospital Order Not to Resuscitate/DNR Order” for the patient and family, to be presented if needed to emergency medical technicians to document a DNR order (see attachment). Note: this document must be signed by the patient’s attending physician to be legally effective.


3.   The patient must be advised that DNR/Treatment Preferences (TP) orders continue in effect indefinitely once he or she executes such outpatient DNR/Treatment Preferences (TP) orders unless specifically revoked, so it is incumbent upon them to notify staff if a change of mind occurs and they do not want to be covered by such orders any longer. 


i.    Procedures Regarding Written Advance Directives:

1.  Monitoring: Care line managers and others, will insure that the data-gathering and assessment forms of their respective disciplines reflect whether the patient has executed any form of advance directives. Affected Care line managers will also require all who routinely interview patients to record whether such documents have been generated.  Copies of pre-existing advance directives will be honored, although patients, families or surrogates are encouraged to provide originals or documented copies.


When patients are admitted to this facility, the admissions clerk or equivalent will refer to the “Next of Kin” form with the patient, either generating this information for the 

first time, or checking to see if any of it needs updating. This form contains information about patient next of kin, whether the patient has a health care proxy or other advance directive, and if not, whether the patient wishes to discuss executing any such document. If the patient signals a desire for such discussion, the admissions clerk will alert the receiving social worker or other team member of this fact for his or her follow up. A member of the patient’s treatment team must initially respond to the patient’s desire for discussion of advance directives within one administrative day.


If a patient indicates that any such advance directive already exists, the patient (and/or family) should be advised that a copy of this document should be brought in to be placed in the medical record. Space is provided on the Next of Kin sheet to indicate how this may occur (e.g. “daughter promised to bring in copy of healthcare proxy”). Given that staff should promptly review any such documents with the patient (for legibility, accuracy, specific meaning and import, date signed, and appropriate patient signature(s) and  witnessing), the alternative option of creating a new, updated  document with the patient should also be considered.


2.   Counseling: A patient’s direct question or expression of interest regarding advance directives, either spontaneous or elicited by clinical interviews, will serve as the immediate trigger for counseling which will proceed along the following lines:


a.   For newly admitted patients who have yet to form a therapeutic relationship with any single professional, the staff member making contact will review the “advance directives” informational pamphlet with the patient.  Answers to specific questions the patient has should always be deferred at this juncture. A member of the patient’s treatment team should provide the requisite forms and counseling.


b.   Any member of the multidisciplinary treatment team who has a therapeutic relationship with the patient and who can do so comfortably, may counsel the patient regarding such advance directives.  Further assistance in this regard may be had from members of the facility ethics committee, or the Advanced Illness Coordinated Care Program.


3.   Execution: For the patient who wishes to execute a written advance directive utilizing VA forms and/or the New York State Health Care Proxy, four copies of the original(s) of each of the desired advance directive forms will be provided to the patient. One copy will be placed in the patient’s chart, the original and a copy will be given to the patient, another given to the ranking surrogate or DPAHC, and the fourth given to any alternatively named DPAHC, if such exists.

4. Organ, tissue and eye donations will be addressed at the time of advance 

directive discussion unless contraindicated by clinical assessment, and will be documented accordingly.

5. Documentation:  The existence of any written advance directives should 

be entered into the medical record. Health Care Proxy/DPAHC information may be entered by ANY staff member who has access to enter notes in the medical record. Such notes should be entered via the note title “Advance Directive – Health Care Proxy” which, in effect, restates the essential contact information for the health care agents contained on the original document. A specific treatment preference withholding or withdrawing treatment must be entered by the practitioner utilizing the note title “Advance Directive: DNR/Treatment Preferences (TP)”. The entering staff member should also notify Hospital Administration Service personnel if the NOK form information needs to be modified as a result. The following documents should be used:

	Documenting Advance Directives
	Advance Directive: Next Of Kin/Patient Data Form 
	Electronic Progress Note

	
	Advance Directive: Health Care Proxy
	Electronic Progress Note

	
	Advance Directive Education
	Electronic Progress Note

	
	Advance Directive: Living Will
	Electronic Progress Note

	
	VHA Advance Directive Form
	Hardcopy Form

	
	New York State Health Care Proxy and Living Will
	Hardcopy Form

	Implementing Advance Directives
	Advance Directive: DNR/ Treatment Preferences (TP) 
	Electronic Progress Note

	
	Advance Directive: Revocation of DNR/ Treatment Preferences 
	Electronic Progress Note

	
	NYS Non-Hospital DNR Order
	Hardcopy Form

	Ethics Consultation and Dispute Mediation
	Ethics Note/Consultation
	Electronic Progress Note

	
	Cons Ethics 
	Electronic Progress Note





6.   Reliance on the “Advance Directive - Health Care Agent” form: previously obtained health care agent documents may not be readily obtainable by staff in certain circumstances. Staff are authorized to rely on the note title “Advance Directive - Health Care Agent” form in the absence of an original paper version (see attached form and follow its guidance). Should there be a Living Will or specific instructions contained in the Health Care Proxy, their presence should be noted but not replicated on this form. 


j.   Witnessing Advance Directives:  The VA advance directives or the New York State Health Care Proxy if generated on VA property, shall be executed by the patient in the presence of two subscribing witnesses, neither of whom is:


1.  Related to the patient by blood or marriage;


2.  Entitled to, or a claimant against, any portion of the patient’s estate.


3.   Financially responsible for the patient’s care;


4. Employed by the VA health care facility in which the patient is being treated. Employees of the Chaplain’s Service, Social Work Services or non-clinical employees (e.g., Hospital  Administration Service, Voluntary Service or Environmental Management Service; see VHA Handbook 1004.2. 6.b) may serve as witnesses when other witnesses are not reasonably available”.  Documents not generated on VA property may not be subject to these exclusions.


k. Dispute mediation: The following may dispute the writing of a DNR/Treatment Preferences” order: the patient, the patients provider, any professional who has direct responsibility for the patient, and anyone from the surrogate list (see section 4.b.3.a.). Such disputes among medical staff and the patient or patient surrogate(s) may be referred for mediation to the facility ethics committee or similar body, or the facility Physician Executive or Regional Counsel through the facility Director. Clear and specific patient prior directives, or in their absence, the wishes of the ranking surrogate, should be honored while dispute mediation proceeds. The following caveats apply:



1. The designated health care agent or other surrogate may not override a patient’s prior specific instructions; if sufficiently clear, credible, and specific to the patient’s situation.



2. The treatment team and health care agent or other surrogate will work to achieve consensus regarding treatment plans; however, the treatment team may not overrule the ranking authorized surrogate’s decision, as long as it does not conflict with clear and specific patient prior directives. Similarly, the higher ranked surrogate’s decision overrules any contrary wishes by lesser-ranked surrogates.


If the dispute is between equivalently ranked surrogates, or turns on the interpretation of insufficiently specific prior patient statements, full treatment and code response will be maintained while mediation is in process until either 72 hours have elapsed, or efforts at mediation have ended. In consultation with the facility ethics committee or similar body, staff may elect to honor the wishes of one of the equivalently ranked surrogates over others, or affirm a given interpretation of unclear prior patient statements, based on a comprehensive review of the patient’s condition, the views and credibility of the disputants, known prior patient statements, and best interests criteria. 

Any disputant, except the patient must first go to dispute mediation prior to seeking judicial review.


l.   Ethics Consultations: An ethics committee is available at VA Health Care Network Upstate New York sites to consult on ethical issues. Members of such facility ethics committees will provide initial institutional response to patients, families and staff whether it be for advice, counseling or assistance regarding these policies, or for the conduct of dispute mediation as mentioned in section 4.k. The local facility ethics committee will monitor such activities retrospectively, as well as be available for formal consultation should this be seen as indicated in specific instances by its chair.  The Physician Executive will be kept regularly informed of the activities of both entities.


Any health practitioner can contact the ethics committee through the local facility switchboard, and by patients or family members through the switchboard, the Patient Advocate or any health practitioner.

m. Clinically Inappropriate Treatment: A physician is not required to provide clinically inappropriate treatment at the request of the patient or the patient’s surrogate decision-maker.  Such treatment is defined as being outside established standards of clinical practice, scope of service, or clinical practice guidelines. Questions whether a specific treatment may be deemed clinically inappropriate can be referred to the facility Physician Executive, or to the facility Director for implementation of Dispute Mediation procedures.

       At a minimum, this review must involve:


1.  Another attending physician has concurred with the clinically inappropriate treatment judgment.


2.  The Physician Executive concurs with the clinically inappropriate treatment judgment.

3.  Further, recommend an ethics consultation be obtained.

5.   REFERENCES:

VHA handbook 1004.3, Do “Do Not Resuscitate (DNR) Protocols within the Department of Veterans Affairs (VA),” October 24, 2002
VHA Handbook 1004.1/1, “Informed Consent Procedures”, November 23, 1997.

VHA Handbook 1004.2, “Advance Health Care Planning,” July 6, 1998.

Article 29-B, “Orders Not to Resuscitate,” Public Health Law, State of New York, and Section 405.43, Title 10, Codes, Rules and Regulations of the State of New York

Article 29-C, “Health Care Agents and Proxies,” Public Health Law, State of New York, and Section 405.43, Title 10, Codes, Rules and Regulations of the State of New York

Joint Commission for the Accreditation of Health Organization, COMPREHENSIVE ACCREDITATION MANUAL FOR HOSPITALS, 2002. “Rights, Responsibilities, and Ethics,” RI.1.3.1

38 U.S.C. §7331.

38 C.F.R. §17.32.

6.   RECISSIONS:  None

7.   FOLLOW-UP RESPONSIBILITY:  Chairperson, Network Ethics Advisory Council.  Author:  Theodore Bleck, D. Min., (585) 393-7886. 

8.   AUTOMATIC RESCISSION DATE:  November 25, 2005.
                                                                       LAWRENCE H. FLESH, MD

                                                                       Interim Network Director

Attachments: A, B, C, D, E

Distribution:    Network 2 Medical Centers

                       Network 2 Care Line Managers

                       VISN 2 Network Website

ADVANCE DIRECTIVE: DNR/TREATMENT PREFERENCES (TP)

(Implementation of Advance Directive)

ALL MODIFICATIONS TO THIS DOCUMENT MUST BE DONE ELECTRONICALLY AND BE PRECEDED BY AN ELECTRONIC ORDER.


The options indicated below reflect Physician Orders to withhold/withdraw treatment in the following setting(s):


[ ] – INPATIENT


[ ] – OUTPATIENT

           [ ] – INPATIENT AND OUTPATIENT


DO NOT RESUSCITATE (DNR)

Indicate either

[ ]  DNR with full treatment short of arrest.

[ ]   DNR with specific treatment preferences short of arrest    

                                                         (see below).

         

PROGRESS NOTE (indicate details of discussion with patient/significant other):

This is where templated note goes with specific description of code response

medical history 

condition of patient including prognosis 

outcomes of discussions with other staff members, 

patient, +/or patient surrogate

assessment of patient’s decision-making capacity 

summary statement of reasons for order appropriateness

N.B.: This electronic document must be printed and placed in patient’s medical record. Space for optional patient/surrogate signature is provided AT the bottom of this printed document.                                  

TREATMENT PREFERENCES (tp)
The following treatment measures should NOT be provided to this patient (choose those which apply):

[ ] Intubation

[ ] Mechanical ventilation

[ ] If  already on ventilator, change settings only to wean from ventilator

Labs (including blood by established access route):

[ ] All labs

[ ] All labs except ____________________________________________(Specify)

[ ] Specific labs


[ ] Venipuncture or arterial stick


[ ] Dialysis


[ ] X-rays

[ ] Surgery

[ ] Emergency tracheostomy

[ ] Transfer to a higher level of care  

                 ___________________________(Specify)

[ ] Blood transfusions

[ ] Fluid resuscitation


[ ] Antibiotics

[ ] IV hydration

[ ]  Nutrition:



[ ] Feeding tube______________________________(Specify)



[ ] Parenteral nutrition

[ ] Invasive monitoring (e.g.. Swan Ganz, CVP) 

           Specify: 

[ ] Medications unrelated to patient comfort 

(e.g., ionotrope support, antiarrhythmics). Also consider oral vs. other route, bolus vs. continuous infusion, wean, but do not increase/ change/restart medication)

           Specify:

[ ] Special Procedures (e.g., cardioversion or bronchoscopy)

Specify:

[ ] Other

Specify:    





________________________________________________





Signature of patient/surrogate (optional)                  Date

ADVANCE DIRECTIVE: revocation 

DNR/TREATMENT pREFERENCES (tp)

Indicate Date of DNR/Treatment Preferences document that is revoked  __________












    DATE



___________

                       Signature of patient/surrogate (optional)                  Date


Enter grounds for revocation in a progress note.


Enter revocation order in doctors' order sheet.


Remove or replace flagging on cover of chart and notify the patient’s nurse.

Print this revocation document and file in the plastic sleeve at the front of the patient’s chart, in front of the revoked DNR/Treatment Preferences form

Revocation is Partial/ Some DNR/TP order(s)  remains active: 

If any DNR/TP order remains active, modify the “Advance Directive: DNR/ Treatment Preferences” form, print it and file in the plastic sleeve at the front of the patient’s chart. 

revocation is temporary:

If this revocation is temporary the “Advance Directive: DNR/ Treatment Preferences” document that will come into effect after the temporary revocation conditions are over should be generated at the time of this revocation, then printed and filed in the plastic sleeve at the front of the patient’s chart behind this revocation. Once the temporary condition(s) are over, this revocation should be filed in the progress note section of the patient’s chart, along with a printed copy of the revoked “Advance Directive: DNR/Treatment Preferences (TP)” form, and the current “Advance directive: DNR/Treatment Preferences (TP)” electronic document printed and filed in the plastic sleeve at the front of the patient’s chart

ADVANCE DIRECTIVE-HEALTHCARE PROXY

(Patient Name) appointed a health care proxy on the following date:

1. Proxy:  Name  

                Address  

                Home phone number  

                Work phone number 

2. Substitute:  Name 


          Address 

                      Home phone number 

                      Work phone number 

3. Optional instructions: 

4. (Patient Name) indicated this document will remain in effect

indefinitely:

YES  NO

 (state any specific expiration date or conditions veteran

listed on the document).

5.  Patient addressed the issue of anatomical gifts (organ donation) in

the original New York State Health Care Proxy document.

YES  NO

6.  Any additional comments: 

**************************************************************************

I ATTEST THAT I SAW THE ORIGINAL OR COPY OF THIS DOCUMENT AND THAT IT INCLUDED THE SIGNATURE OF THE VETERAN AND APPROPRIATE WITNESSES.

I HAVE FILED A COPY OF THIS DOCUMENT IN THE VETERAN'S MEDICAL RECORD.

************************************************************************

ADVANCE DIRECTIVE-EDUCATION

DATE INSTRUCTED:

1. PRIMARY PERSON INSTRUCTED:

     
Veteran, 


Spouse, 


Next Of Kin, 


Proxy, 


Other

2. PATIENT OBJECTIVES: Patient and/or designated other has been advised of 

the policies and impact of Advance Directives including but not limited 

to:

     
Psychosocial aspects of advance directives., 


VA policy, forms and information booklet., 


Ethical aspects of advance care directives., 


Non-VA advance directive policy and procedure.

3. TOPIC OF EDUCATION:

     
Advance Directives, 


Health Care Proxy/Durable Power Of Attorney For 


Health Care, 


Living Will, 


CPR/Do Not Resuscitate Orders, 


Limitations Of Treatment

4. LANGUAGE(S) SPOKEN:

     
English, 


Spanish, 


Other

5. ABLE TO READ?

     
Yes
No

6. BARRIERS:

     
Cognitive , 


Cultural, 


Emotional, 


Financial (travel/time), 


Hearing Impaired, 


Lack of Support systems , 


Physical,


Religious, 


Visually Impaired, 


Other, 


None 

7. BASELINE KNOWLEDGE:

    
Much

 
Some


Little

8. ATTENTION SPAN:


Attentive


Distracted


Confuse


Other

9. MOTIVATION:

     
Asks Questions


Eager to Learn


Seems Disinterested


Extremely Anxious


Denies Need for Education


Uncooperative


Appears Interested

10. METHOD OF INSTRUCTION:

     
Individual Counseling, 


Video, 


Demonstration, 


Group Discussion,


Telephone Contact

11. COMPREHENSION ABILITY (ability to grasp concepts and respond to questions):

     
High 

  
Medium


Low

12. LITERATURE OR HANDOUTS GIVEN?

     
Yes
No

     
TITLES: 

13. RESPONSE TO INSTRUCTION:


Attentive


Distracted


Confused


Other

RESPONSE TO INSTRUCTION COMMENTS:

ADVANCE DIRECTIVE ALGORITHM

Upon Admission

· Admissions staff will complete a NOK (Next of Kin/Patient Data Form) or update the current one to include Advance Directive status.

· If the patient has an existing Advance Directive, this needs to be identified in the NOK sheet by Admissions Staff.

· When the patient indicates he/she wishes to discuss Advance Directive information, a message is sent to the G.Social Work mail group in order to notify the appropriate responding personnel.

· Staff who obtains or sees the original document should enter the necessary information into CPRS using Advance Directive Titles, which then automatically displays in the CWAD. (Patient Postings)

To Establish A New Advance Directive
· Retrieve the appropriate form off the P Drive; (New York Health Care Proxy and or New York Living Will) complete the form with the patient.

· Then enter electronically under the appropriate Advance Directive Title. This is a brief form, which includes a boilerplate for a progress note.

Advance Directive: DNR/Treatment Preferences
· Using the electronic order screen, order the “Advance Directive: DNR/Treatment Preferences”

· Complete the note title “Advance Directive: DNR/Treatment Preferences” in the Advance Directive title.

· Complete all portions of the form. This form includes a brief progress note boilerplate to describe the discussion and circumstances of “Advance Directive: DNR/Treatment Preferences.”

Revocation of Advance Directive: DNR/Treatment Preferences”

· Discontinue the current DNR order.

· Complete the form titled Revocation of “Advance Directive: DNR/Treatment Preferences.” 

· Complete all portions of the document to include a progress note with brief description.
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