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Module 2 trainer’s notes 

Principal message 

Discussing advance directives with patients can increase the chance that care will be 
consistent with a patient’s goals and values, and enhance quality communication, 
decision making, and the patient/family’s opportunity to come to terms with their illness. 

Module overview 

Advance care planning is a process for identifying and communicating an individual’s 
values and preferences regarding future health care for use at a time when the person is 
no longer capable of making health care decisions. It may occur in or outside of health 
care settings, can be done by anyone with decision-making capacity, and may or may not 
involve health care professionals directly. Advance care planning may result in a written 
advance directive document. It can balance the necessary focus on end-of-life planning 
with current goals of care, especially if encompassed as part of the continuously adjusted 
goal planning discussions that guide a well-conducted care process.  

As with discussions about some other types of goals of care, salient conversations should 
be conducted with the surrogate decision maker present if at all possible. It is helpful to 
think of the process as a stepwise approach. The steps include the appropriate 
introduction of the topic, structured discussions covering potential scenarios, 
documentation of preferences, periodic review and update of the plans and directives, and 
conditions under which the advance directive would be implemented. The steps can then 
be flexibly integrated into routine clinical encounters by the clinician and other members 
of the health care team. The process fosters personal resolution for the Veteran, 
preparedness for the surrogate and effective teamwork for the professionals. 

Preparing for a presentation 

1. Assess the needs of your audience 

Choose from the material provided in the syllabus according to the needs of your 
expected participants.  It is better for participants to come away with a few new pieces of 
information, well learned, than to come away with a deluge of information, but 
remembering nothing.  

2. Presentation timing 

Allow sufficient time to have participants introduce themselves. 

The suggested timing for each part of this module is: 

Introduction 2-3 minutes 

Presentation  40 minutes 

Summary 2-3 minutes 
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Total 44-46 minutes 

3. Number of slides: 24 

4. Preparing your presentation 

The text in the syllabus was not designed to be used as a prepared speech. Instead, the 
slides have been designed to trigger your presentation. Although the slides closely follow 
the text of the syllabus, they do not contain all of the content. Their use presumes that 
you have mastered the content. You may want to make notes on the slide summary pages 
to help you prepare your talk in more detail and provide you with notes to follow during 
your presentation. 

Practice your presentation using the slides you have chosen, and speaking to yourself in 
the kind of language you expect to use, until it is smooth and interesting and takes the 
right amount of time. 

5. Preparing a handout for participants 

The syllabus text and slides in the Trainer’s Guide were designed to be reproduced and 
provided to participants as a handout, either in its entirety, or module by module. If the 
entire curriculum is not being offered, please include the following in each handout: 

 EPEC for Veterans Front Cover Page 

 EPEC for Veterans Acknowledgment Pages (to acknowledge the source of the 
material) 

 Syllabus and slides for Module 2 

6. Equipment needs 

 computer with DVD capability or separate DVD player 

 flipchart and markers for recording discussion points 

Making the presentation 

1. Introduce yourself 

If you have not already done so, introduce yourself. Include your name, title, and the 
organization(s) you work for. Briefly describe your clinical experience related to the 
information you will be presenting. 

2. Introduce the topic 

Show the title slide for the module. To establish the context for the session, make a few 
broad statements about the importance of advance care planning as a clinical skill. Tell 
participants the format and time you will take to present the session. Identify any 
teaching styles other than lecture that you intend to use. 
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3. Review the session objectives 

Show the slide with the session objectives listed. Read each objective and indicate those 
that you are planning to emphasize. 

4. Show the trigger tape or present the clinical case 

After reviewing the objectives for the session, show the trigger tape that portrays the 
clinical case below. It has been designed to engage the audience and provide an 
appropriate clinical context for the session. It was not designed to demonstrate an ideal 
interaction, but to ‘trigger’ discussion. 

Clinical case 

Keith Cunningham is a 55-year-old computer salesperson who has diabetes and mild 
hypertension, but is otherwise in good health. Mr. Cunningham has come in for a routine 
physical exam. In reviewing the chart, the physician notices that advance directives have 
not been addressed.  

Discussion 

If the discussion is slow to start, you may want to ask more direct questions, like: 

 Have they had similar patients?  

 How did the patient react to the clinician’s questions?  

 How did the clinician start? What was well done? What was missing? 

 What did the clinician do to foster a comfortable atmosphere? 

 How did the physician address the patient’s concerns?  

Use the discussion to set the stage for the material to follow. Don’t let the discussion fo-
cus on a critique of the technical quality of the trigger tape or how ‘real’ the players 
seemed. If the participants don’t like something that was said or done in the trigger tape, 
ask them how they would do it themselves.  

Setting limits to discussion time 

Limit discussion of each scene of the trigger tape to no more than 5 minutes, then move 
on to the presentation. To help move on if the discussion is very engaged, try saying 
something like: 

 Let’s hear two last points before we move on. 

 Now that you have raised many of the tough questions, let’s see how many practical 
answers we can find. 
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5. Present the material 

Recommended style: Interactive lecture  

An interactive lecture will permit you to engage your audience, yet cover your chosen 
material within 45 to 60 minutes. 

One possibility in this didactic yet interactive approach is to ask participants to consider 
completing a worksheet, after presenting the principles in the lecture-based format. 
Present participants with at least 2 scenarios and ask them to consider their choices for 
each one. After giving participants time to consider the issues and make their own 
choices, ask for a show of hands to see how much variability there is within the group. 
After completing the worksheet, ask the group for comments on the exercise. Use the 
discussion to emphasize the points made during the lecture. 

Alternative style: Role-play 

Summarize the steps for advance care planning either by using a few slides or by listing 
them on a flipchart or overhead projector. Then, introduce one of the following role-play 
exercises and base it on one of the following scenarios: a well-patient visit, a patient with 
a relatively new diagnosis, or a patient with advanced or metastatic disease who has only 
recently come into your practice. 

Patient, proxy, and clinician role-play 

Ask participants to divide into patient, proxy, and clinician trios. Ask the clinicians to 
introduce the concept of advance planning to the patient and proxy and have the patient 
respond based on the scenario. Suggest to the proxy that he or she hold a pencil and 
pencil in the patient’s answers on the worksheet. Prompt the clinician to probe for the 
patient’s threshold for intervention, to clarify confusions, and to identify differences that 
might cause conflict later. Encourage the proxy to listen, clarify if need be, and speak up 
if serious differences exist or if the role seems too difficult to do.  

Continue the interaction for about 10 minutes. Then, stop the advance care planning 
discussion and ask each participant to comment to his or her partners about one another’s 
handling of the interaction (total of 5 minutes). The following questions may help to 
guide the feedback: 

 What did it feel like for each party to participate in the discussion? 

 Did you feel like your issues were understood? 

 Were there any expectations you had that were not addressed? How did it feel to have 
those expectations not addressed? 

After the small group discussion (total 15 minutes), lead the larger group in a discussion 
of their experiences Ask for comments first from the clinicians and then from the 
patients. Use the flipchart or overhead projector to capture the important discussion 
points. Use the discussion to interweave the key take-home points from the syllabus. 
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6. Key take-home points 

1. Make a partnership with the Veteran and the family caregiver; draw them into the 
interdisciplinary team to foster their active participation in the care plan and 
developing their advance directive. 

2. Conduct advance care planning conversations as a part of routine care. 

3. Emphasize that advance care planning is a process and not a document. 

4. Advance care planning does not need to be done in one session. It can be started at 
one appointment or encounter and revisited at a later time. 

5. Review advance care planning documents upon a change in the patient’s condition to 
be sure they continue to reflect the patient’s preferences. 

6. Keep in mind that advance directives are different from life-sustaining treatment 
plans or medical orders to provide or limit life-sustaining treatment. Advance 
directives are written by patients to help the patient’s family and health care team 
understand their preferences for how they would want to be treated under 
hypothetical future circumstances if they were to lose the capacity to speak for 
themselves. Life-sustaining treatment plans with associated orders are written by 
health care providers and direct the patient’s treatment for their current 
circumstances.  

7. Summarize the discussion 

Briefly, review each part of the presentation. Recap 2 or 3 of the most important points 
that were discussed.  

Advance care planning exercise 

This is an exercise to help clinicians learn about advance care planning. It is written 
essentially as a script for a facilitated group process. The educational method is 
interactive rather than didactic. The scenarios are designed for people in generally good 
health and would not be duplicated exactly for many of the Veterans we care for. Rather, 
this exercise allows health care professionals to get used to advance care planning for 
themselves as a step in the process of becoming competent in assisting patients in the 
process. 

It is helpful to be able to say to Veterans and families that you have done your own 
advance care planning as a matter of routine care. It is also helpful to have experienced 
the process of trying to imagine being in a state of serious illness and mental incapacity. 

First scenario 

We will start by considering a scenario in which you have an advanced illness with a very 
poor prognosis (less than 3 months if the disease follows its usual course). You are in the 
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hospital with confusion and are not able to speak for yourself with a poor likelihood of 
recovery when you develop a fever and signs of small bowel obstruction.  

First, consider what you would want to be the goals of your care in this circumstance. 
Would you want: (a) all possible intervention to prolong life, (b) full intervention, but 
with early reassessment, (c) interventions that may help but that are not too invasive, or 
(d) noninvasive comfort care only? [Pause briefly.] 

Now, consider what treatments you would want. Would you want major surgery? [Pause 
briefly.] How about an intermediate option with a nasogastric tube, and no intake by 
mouth? [Pause briefly.] How about only intravenous antibiotics? [Pause briefly.] What 
about only comfort measures with analgesics and sedatives? 

Let’s look at what goals you selected. How many of you selected all possible interven-
tions to prolong life? [You may want to list this on the left-hand side of a flipchart or 
overhead projector. Count hands and record the number.] How many selected full inter-
ventions, but with early reassessment? [Count hands and record the number.] How many 
chose interventions that might help but are not too invasive? [Count hands and record the 
number.] How many chose noninvasive comfort care only? [Count hands and record the 
number.] 

Let’s look at what treatment options you selected. How many wanted major surgery? 
[Count hands and record the number on the right-hand side of the flipchart or overhead 
projector opposite the corresponding goal.] How many wanted intermediate interventions 
with an NG tube? [Count hands and record the number.] How many wanted antibiotics? 
[Count hands and record the number.] How many chose noninvasive comfort care only? 
[Count hands and record the number.] 

Notice how many of you declined all interventions and wanted only comfort measures. 
Some of you wanted some noninvasive or minimally invasive measures. Also, notice the 
inconsistencies. When faced with specific choices, some of you changed to a different 
“level” as related to overall goals. If we were to move to a scenario with a rosier 
prognosis, we would still be likely to find a range of choices within the group. Many of 
you would change your choices. 

This process provides an opportunity to think about your own internal inconsistencies, 
how you might value various options, and how you would set limits. Further, it helps you 
to be specific about your relationship to death and dying. 

Many of the questions in your mind are questions Veterans will have. In fact, lawyers and 
physicians tend to be either the fastest or the slowest to complete these types of exercises. 
Most people, regardless of educational experience, find these exercises helpful and 
doable. 
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Second scenario 

Now, consider a scenario in which you have a mild chronic condition. It affects your day-
to-day living to a modest degree. You now contract a life-threatening but potentially 
reversible condition such as Staphylococcus aureus pneumonia. You are barely conscious 
and cannot make decisions for yourself. Let’s go through the same exercise. First, let’s 
discuss goals. Would you want: (a) all possible intervention to prolong life, (b) 
intervention, but with early reassessment, (c) interventions that may help but that are not 
too invasive, or (d) noninvasive comfort care only? [Pause briefly.] 

Now, consider what treatments you would want. Would you want care in an intensive 
care unit, including pressors and intubation? [Pause briefly.] Would you want a more 
intermediate intervention, such as multiple intravenous antibiotics but no transfer to an 
intensive care unit and no intubation? [Pause briefly.] 

Now consider a barely invasive intervention. Would you want IV antibiotics but a limit 
on the degree of laboratory testing? [Pause briefly.] Would you want only comfort care 
with analgesics and sedatives? [Pause briefly.]  

Let’s look at what treatment options you selected. How many chose all measures to 
prolong life? [Count hands and record the number on the right-hand side of the flipchart 
or overhead projector opposite the corresponding goal.] How many wanted intermediate 
interventions with IV antibiotics, but no ICU care? [Count hands and record the number.] 
How many wanted only IV antibiotics? [Count hands and record the number.] How many 
chose noninvasive comfort care only? [Count hands and record the number.] 

Notice the changes. Most of you wanted interventions that were much more “aggressive.” 
Contrast your answers to this scenario with the first. Do you have a sense of where your 
threshold for intervention lies relative to prognosis and disability? Some of you could 
now move to other scenarios and treatments that would more clearly define your personal 
threshold for intervention. For many people, it is enough to define where the threshold is, 
without resolving detailed decisions at the threshold. This is often where clinician 
recommendation plays a stronger role and proxy discretion comes in. Many Veterans are 
content with this. 

Notice how most of you selected intervention choices that were consistent with your 
general goal. This is usually the case. However, some of you chose treatments that didn’t 
quite correspond with the overall goal. Research shows that trying to predict intervention 
choices from stated general goals (such as those in a Living Will) is weaker than extrapo-
lating from specific preferences. While identifying goals provides a reality check and 
organizes thinking, it is not a substitute for considering specific examples. 

Most people, after weighing other scenarios and having fully completed an advance care 
planning worksheet, will feel that their views are well articulated. Some proportion of 
Veterans, however, will feel that there is something more that needs to be said. Invite 
them to give you a statement in their own words, such as in a letter. Ask them to consider 
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other matters, such as whether they want to die at home, or whether autopsy and/or organ 
donation is desired. Invite the formal proxy to be designated. If more than one proxy is 
desired, invite the Veteran to give some sense of order of authority in cases of 
disagreement. 

8. Post-test/evaluation 

Ask the participants to evaluate the session. 
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Education in Palliative and End-of-life Care for Veterans is a collaborative effort 
between the Department of Veterans Affairs and EPEC®

Module 2 
Advance Care Planning

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Advance care planning is a process for identifying and communicating an individual’s 
values and preferences regarding future health care. These discussions allow the 
individual to prepare for decisions regarding their health care that they may need to make 
and, importantly, clarify and document values and goals of care that can be used at times 
when the person is no longer capable of making health care decisions. It is helpful to 
think of the process in a stepwise approach. The steps include the appropriate 
introduction of the topic, structured discussions of potential scenarios, documentation of 
preferences, periodic review and updating of the plans and directives, and conditions 
under which the advance directive would be implemented. The steps can then be 
integrated into routine clinical encounters by the clinician and other members of the 
health care team. The process can foster personal resolution for the Veteran, preparedness 
for the surrogate and effective teamwork for the professionals.  

Objectives 

Slide 2 

Objectives ...

 Define advance care planning and 
explain its importance

 Distinguish between types of 
advance directives

 Describe the role of the Veteran, 
surrogate and health care providers

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
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Slide 3 

... Objectives

 Describe the five steps for 
successful advance care planning

 Identify pitfalls and limitations in 
advance care planning

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

After studying this module, clinicians will be able to: 

 define advance care planning and explain its importance; 

 distinguish between types of advance directives; 

 describe the role of the Veteran, surrogate, and health care providers; 

 describe the five steps for successful advance care planning; and 

 identify pitfalls and limitations in advance care planning. 

Clinical case 

Slide 4 

Clinical case

                                                         

Keith Cunningham is a 61-year-old Vietnam veteran who has diabetes and mild 
hypertension, but is otherwise in good health. Mr. Cunningham has come in for a routine 
physical exam. In reviewing the chart, the physician notices that advance directives have 
not been addressed.  
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Introduction 

Slide 5 ____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Slide 6 

... Advance care planning

 Builds trust

 Reduces uncertainty

 Helps to avoid confusion and conflict

 Permits peace of mind

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

What is advance care planning? 

Advance care planning is a process, not an event.1 It is the process of planning for 
future medical care particularly in the event that the Veteran becomes unable to make his 
or her own decisions. During this process Veterans explore, discuss, articulate, and 
document their preferences. The process helps Veterans identify and clarify their personal 
values and goals about health and medical treatment. They identify the care they would 
like, or not like, to receive in various situations. Veterans also determine who should 
make health care decisions on their behalf in the event that they cannot make decisions 
for themselves. 

Advance care planning is designed to ensure that a Veteran's wishes will be respected in 
the event that he or she is unable to participate in decision making. The sense of control 
and peace of mind that this process fosters in the Veteran and the reduction in anxiety of 
surrogate decision makers are important potential benefits. 

Veterans have a right to participate in the planning of their health care, and advance care 
planning is an important part of their medical care. Clinicians have a responsibility to 
ensure that the preferences for care are honored even if the Veteran loses the capacity to 
make decisions. The process of determining those preferences for treatment builds trust 
and a sense of teamwork between the Veteran, the surrogate and the clinician in several 
ways. The invitation to discuss future care permits the Veteran to understand his or her 
own values, goals, and preferences that govern his or her life. The clinician and surrogate 
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learn about those preferences and needs. The process helps to relieve anxieties and fears 
on both sides because a spirit of openness is fostered. Advance care planning is a form of 
preventive medicine because it may help to avoid future confusion and conflict.  

There are cultural and age-related differences in approaches to medical decision making 
and advance care planning which are vital to consider in the process of advance care 
planning.2 Even in the face of important cultural traditions, it remains important to 
determine how each individual wants to be treated in the present and into the future. This 
can be accomplished by developing the therapeutic relationship that will allow Veteran 
and family to determine how medical information is to be shared and medical decision 
making handled. See EPEC for Veterans Module 3: Communicating Difficult News for a 
discussion of how to do this. 

Many clinicians are concerned that advance care planning is too idealistic or time-
intensive to include in their busy practice. One purpose of this module is to provide a 
framework for the routine and practical inclusion of the process into practice.  

Definit ions  

Slide 7 ____________________________
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____________________________ 

An advance directive is a written statement by a person who has decision-making 
capacity regarding preferences about future health care decisions in the event that the 
individual becomes unable to make those decisions. Although verbal statements may also 
be extremely useful in determining the prior preferences of a Veteran who subsequently 
loses decision-making capacity, statements that have been committed in writing in a 
formal advance directive document are accorded special authority, as described in VHA 
Handbook 1004.02.3  

NOTE: An advance directive is not to be used as the basis for decision-making while the 
Veteran has decision-making capacity. The existence of an advance directive never 
precludes the requirement to discuss treatment options with a patient who has decision-
making capacity. 

Decision-making capacity is a clinical judgment about a patient’s ability to make a 
particular type of health care decision at a particular time. In clinical practice (and law), a 
patient’s decision-making capacity is generally presumed. However, when the patient’s 
medical condition and/or observed behavior raises questions about the patient’s decision-
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making capacity, the responsible clinician must make an explicit determination based on 
assessment of the patient’s ability to: 

1. Understand the information that is provided about one’s health status and treatment 
options;  

2. Appreciate how this information applies to one’s own situation (including the 
potential consequences of alternative treatment decisions);  

3. Manipulate the information in a way that is internally rational or logical to arrive at a 
conclusion and;  

4. Communicate the decision.4  

This determination of decision-making capacity can be made by any clinician granted 
privileges to do so. It does not require a psychiatrist or a psychologist. In situations where 
there is uncertainty about decision-making capacity, it is often helpful to get the 
assistance of a psychiatrist or other mental health services. This can be particularly 
helpful if there is concern for the Veteran's mental health or a history of mental health 
problems. Clearly, individuals with delusions, psychosis or other severe mental illness 
will lack decision-making capacity unless these problems are treated successfully.  

NOTE: In contrast to “decision-making capacity,” “competence” is a legal 
determination made by a court. Patients who have been judicially determined to be 
incompetent are incapable of giving consent as a matter of law. Such persons are deemed 
to lack decision-making capacity for the purpose of giving informed consent. If a 
practitioner believes that a Veteran who is legally incompetent does in fact have the 
capacity to make a particular health care decision, the practitioner must discuss this with 
the legal guardian and seek advice from the local ethics program and/or Regional 
Counsel (see VHA Handbook 1004.01, Informed Consent for Clinical Treatments and 
Procedures).5 

A Surrogate Decision Maker is a person who is authorized to make decisions about all 
types of health care on the Veteran's behalf if that person is incapacitated. This is based 
on a hierarchy of closeness of relationship to the Veteran. An example would be spouse, 
if available, and then adult children, etc. Individuals can select and designate a 
surrogate(s) who may or may not be within the hierarchy of relationship. Veterans who 
would desire an individual outside of the hierarchy to be their surrogate must document 
this in a Durable Power of Attorney for Health Care (DPAHC) in order to have their 
preferences honored.  

A Health Care Agent (HCA) is a person selected by the patient and named in a Durable 
Power of Attorney for Health Care (DPAHC) to make health care decisions on the 
patient’s behalf if, and/or when, that individual can no longer do so. This is also known in 
some settings as a health care proxy. In VHA, an HCA is first in the hierarchy of 
surrogate decision makers and is authorized to make decisions about all types of health 
care on the Veteran's behalf.3 
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A Legal Guardian or Special Guardian (Guardian) is an individual appointed by a 
court of appropriate jurisdiction to make health care decisions for a person who has been 
declared legally incompetent (the terms “guardian” and “conservator” are used 
synonymously).  

NOTE: Some state laws may limit the authority of a guardian to specific types of health 
care decisions. While statutory limitations generally do not apply in VA, specific court-
imposed limitations to the authority of a guardian do generally apply. Consult Regional 
Counsel for questions about the legal authority of guardians.  

Types of advance directives  

Slide 8 ____________________________
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There are several types of advance directives. Some of these are general types and some 
are specific to VA. 

Durable Power of Attorney for Health Care (DPAHC) 

A Durable Power of Attorney for Health Care (DPAHC) is a type of advance directive in 
which an individual designates another person to make health care decisions on the 
individual’s behalf. The individual appointed in the DPAHC is also known in some 
settings as a health care proxy. 
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Living will 

A living will is a type of advance directive in which an individual indicates personal 
preferences regarding future treatment options. A living will typically includes 
preferences about life-sustaining treatment, but it may also include preferences about 
other types of health care (e.g., mental health treatment, blood transfusions, pain 
management). Some living wills are very specific about certain treatments while others 
are more general and refer only to overall goals.  

NOTE: Living wills must not be confused with life-sustaining treatment plans or medical 
orders to provide or limit life-sustaining treatment. Living wills are written by patients to 
help the patient’s family and health care team understand their preferences for how they 
would want to be treated under hypothetical future circumstances if they were to lose the 
capacity to speak for themselves. Life-sustaining treatment plans with associated orders 
are written by a health care provider, directing patient treatment for the patient’s current 
circumstances. 

Mental health (or psychiatric) advance directive 

A mental health or psychiatric advance directive is for patients whose future decision-
making capacity is at risk due to mental illness. In this type of directive, the individual 
indicates preferences about future mental health care (e.g., hospitalization, medications, 
restraints, and/or electroconvulsive therapy). Within, preferences regarding mental health 
care may be recorded on VA form 10-0137, VA Advance Directive: Living Will & 
Durable Power of Attorney for Health Care.6  

State-authorized advance directive 

A state-authorized advance directive is a non-VA DPAHC, living will, mental health 
directive, or other advance directive document that is legally recognized by a particular 
state. Most state-authorized forms include the ability to designate a health care agent or 
proxy. All state-authorized advance directive forms are available through the National 
Hospice and Palliative Care Organization (NHPCO) at 
http://www.caringinfo.org/AdvanceDirectives. The validity of the state-authorized 
advance directives is determined by applicable state law which can mean either the law of 
the state where the advance directive was signed, the state where the Veteran resided 
when the advance directive was signed, the state where the Veteran now resides, or the 
state where the Veteran is receiving treatment.  

VA works to resolve any conflict between those state laws regarding the validity of the 
advance directive by following the law of the state that gives effect to the wishes 
expressed by the Veteran in the advance directive. Although some states place 
restrictions on the content or applicability of advance directives, such restrictions do not 
apply in VA. Questions about the validity of a state-authorized advance directive in VA 
need to be referred to VA Regional Counsel or to the Office of General Counsel (OGC).  
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Department of Defense (DoD) advance medical directive 

A Department of Defense (DoD)-authorized advance directive is drafted for members of 
the armed services and/or military dependents by a military attorney. This may include a 
DPAHC and/or living will. Federal law exempts such advance directives from any 
requirement of form, substance, formality, or recording that is provided for under the 
laws of an individual state. Federal law requires that this type of advance directive be 
given the same legal effect as an advance directive prepared and executed in accordance 
with the laws of the state concerned (see Title 10 United States Code (U.S.C. §1044c7, 
and DoD Directive 1350.4).8 

VA advance directive 

VA has a specific advance directive form, VA Form 10-0137, VA Advance Directive: 
Living Will & Durable Power of Attorney for Health Care. VA Form 10-0137 may or 
may not be recognized by non-federal health care facilities.6 

VA advance directive and the DoD advance medical directive are recognized in all 
federal facilities, regardless the state in which that facility is located. In addition, VA will 
recognize any state-approved advance directive. However, an individual state may not 
recognize VA advance directive in a non-federal facility (see POLST.org for examples). 

Roles in advance care planning 

The above sections have described the forms and the definitions that are important in 
advance care planning. With these as a foundation, the next step is to consider the 
important roles that the Veteran, his or her family, and clinicians take in the process of 
advance care planning. These are discussed below.  

Role of the Veteran 

Slide 10 ____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

The Veteran is responsible for asking questions, talking to loved ones, and documenting 
values and preferences for future care. To prevent any misunderstanding, remind the 
Veteran that the goal of advance care planning is to reflect and make plans about their 
future health care. This process can help Veterans have the time to carefully make 
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decisions as they come up. When advance care planning is documented, it can guide 
family, friends and providers as they honor their preferences for care in the event of loss 
of capacity to make decisions, either temporarily or permanently.  

When discussing advance care planning, convey the health care team’s commitment to 
help the Veteran understand treatment options, develop a shared plan and goals of care, 
and follow the preferences. It is important that Veterans understand that VA has a 
commitment to provide excellent care, and that the goal of advance care planning is to 
ensure that the Veteran receives the type and level of care that he or she desires. All 
discussions with the Veteran and his or her surrogate regarding advance directives and 
care planning should be documented in the Veteran's medical record. 

Role of the surrogate  
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The surrogate decision maker (surrogate) is the individual authorized to make health 
care decisions on behalf of a patient who lacks decision-making capacity. The authorized 
surrogate may be the health care agent/health care proxy named in the Durable Power of 
Attorney for Health Care, the legal guardian, or the next-of-kin (see VHA Handbook 
1004.01 for information about surrogate selection, hierarchy, and the surrogate’s role in 
health care decision making).9 In cases where a health care agent has not been selected in 
advance and the patient does not have a legal or special guardians, clinicians caring for 
Veterans who lose decision-making capacity will need to turn to a surrogate who is 
named from a hierarchy that includes: spouse, adult child, parent, sibling, grandparent, 
grandchild, and close friend. 

Involve the potential surrogate in the discussions and planning so that he or she can have 
a thorough and explicit understanding of the Veteran's wishes. Usually, the appropriate 
role for the surrogate during the initial discussions is to listen, perhaps take notes, and ask 
questions for clarification. A joint meeting including the Veteran, his or her surrogate and 
clinician can be invaluable in ensuring common understanding of the Veteran's values 
and preferences. In the general population, there are data to suggest that surrogates and 
patients do not always discuss wishes for treatment together.10 

An advance directive is activated when a Veteran loses decision-making capacity. At this 
point, surrogates should be counseled that decisions about care should be based on any 
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oral or written documentation (such as a living will) and on the basis of his or her 
knowledge of the Veteran’s values and preferences for care. Another way of thinking of 
this is the substituted judgment standard (“What would the Veteran want if he or she 
could speak?”) or the best interest standard (“What is in the best interest of the 
Veteran?”). Often, these are the same, but not always. The surrogate will need to work 
with the clinician and, in general, should have the same participation in decisions that the 
Veteran would have had. VHA Handbook 1004.01, Informed Consent for Clinical 
Treatment and Procedures, outlines the role of the surrogate in Section 14, item b: 
Patients Who Have A Surrogate.11,12 

Role of the clinician  
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Role of the clinician

 Five steps for successful advance 
care planning

initiate

educate

discuss and/or refer

document

revisit

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

The primary care provider plays an important role in initiating and guiding advance care 
planning. The primary care provider will often need to work with a specialist, such as the 
surgeon, oncologist or other specialists and subspecialists, to ensure that both they and 
the Veteran have the information and expertise needed as they guide the advance care 
planning process. Other appropriate clinicians need to be involved in some, but not all, 
stages of advance care planning in order to understand the Veteran and establish a 
trustworthy, shared decision-making process.  

Additional clinicians on the team also play important roles in assisting Veterans with 
advance care planning. Each member of the team brings his or her own expertise and 
advance care planning is enhanced with an interdisciplinary approach.13 However, as the 
physician will be responsible for the actual medical orders, sufficient involvement is 
necessary among the primary care provider, other health care providers, the Veteran and 
his or her surrogate for the physician to feel comfortable that all treatments and care plans 
are consistent with the Veteran's goals and priorities. For a Veteran without a primary 
care provider, the primary treating provider assumes responsibility for initiating and 
guiding the Veteran through the advance care planning process. 
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Steps in advance care planning  

Step 1: Initiate 
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Step 1: Initiate …

 Who

 When

 Where

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Who 

VA system primary care providers are responsible for raising the issue of advance care 
planning with all Veterans who have decision-making capacity, explaining that they do 
this with all their patients. The primary care provider should involve the interdisciplinary 
members to facilitate completion of advance care planning. In addition, Veterans 
admitted to the hospital are asked by admissions clerks and nursing staff whether they 
would like information about or assistance with advance care planning. Health care 
providers in other settings may also recommend advance care planning to their patients. 

When 

Advance care planning discussions are to be done at intervals no longer than three years, 
whenever the primary care provider observes a significant change in the Veteran's health 
status and at the earliest opportunity after a new or revised advance directive is entered 
into the Veteran's record. In addition, primary care providers need to initiate these 
conversations more frequently with patients who are at high risk of losing decision-
making capacity. It is important to revisit the subject of advance care planning on a 
periodic basis to review the Veteran's preferences and update the documents. Major life 
events such as illness, marriage, the birth of a child, or the death of a loved one should be 
reviewed by health care providers, as these events may affect a Veteran’s attitude toward 
future health care decisions. Advance directive notification and screening is required at: 

 check in for a Veteran's first primary care appointment, 

 each admission to a VHA inpatient facility (including hospital, nursing home, or 
domiciliary facility), and 

 each admission to home care or hospice care. 
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Where 

Advance care planning should be conducted: 

 in primary care settings (preferably), 

 in other outpatient settings as appropriate, and 

 at the bedside if the Veteran is at home or being cared for in an institution. 
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… Step 1: Initiate

 What

assess patient’s current knowledge of 
advance care planning

inquire if patient has an advance directive

 Review any existing advance 
directives

 Reconcile any multiple advance care 
planning documents

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Introduce the topic 

Research has shown that most patients believe it is the physician’s responsibility to start 
advance care planning and will wait for the physician’s initiative.14 Advance care 
planning is most easily accomplished during stable health, since changes often require a 
period of adjustment before the patient will have stable goals again.15  

Often, the most difficult part of the advance care planning process is introducing the 
topic. Clinicians may have a number of concerns that make them reluctant to do so. Some 
clinicians may be concerned that the subject of advance care planning will frighten the 
Veteran or send the wrong message. Others may be uncertain about the most effective 
approach to use. In fact, most Veterans welcome the opportunity to discuss their 
preferences with their providers, and providers who routinely engage in the process find 
it helpful and not too time consuming.  

While most Veterans will welcome the opportunity to discuss these matters, be aware of 
the Veteran's comfort level during the introduction of the topic. If a Veteran does not 
seem comfortable talking with you, be supportive and provide information, but do not 
force the conversation. It may happen later when the Veteran is ready. You should, if 
possible, talk about the decision-making process when a Veteran loses capacity to make 
health care decisions. In particular, Veterans who have never married or are widowed, 
divorced or have a domestic partner, should be informed of the hierarchy of surrogacy in 
the absence of advance care planning documents (see VHA Handbook 1004.01).12 This 
can encourage advance care planning when the Veteran understands that the people 
closest to them may have no standing to participate as surrogate decision makers should 
they become incapacitated. 
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As Veterans frequently wish to minimize the decision-making burden for their families, 
suggest that the Veteran include family members, friends, and even members of the 
community to explore how to best manage potentially difficult decisions. Ask the 
Veteran to identify a possible surrogate decision maker to be involved in subsequent 
conversations. The best surrogate decision maker is not always a family member or 
significant other. Sometimes, the decisions are too difficult for people close to the 
Veteran, who may be overly influenced by their attachment or by burdens of care.  

Whether close or not so close, the surrogate should be someone the Veteran trusts and 
who would be willing and able to represent the Veteran's wishes. Encourage the Veteran 
to bring that person, or persons, to the next visit. Ideally, clinicians providing specialty 
care will find that Veterans referred for consultation come with documentation of prior 
advance care planning discussions fostered by the primary care provider. If this is the 
case, and the Veteran is not actively adjusting to a change in health status, it may be 
possible to note the presence of an advance directive document and confirm with the 
Veteran whether preferences stated in it are, or are not, in need of review. However, 
clinicians should be aware that Veterans may have declined advance care planning in the 
past, and the topic may need to be reintroduced. After this introduction and 
acknowledgement of the topic, it is possible to note that it is recommended to revisit 
these plans periodically as part of normal care and indicate roughly when you would 
advise doing so. Then, after the therapeutic alliance is well established, everyone 
involved is usually comfortable enough to return to the topic to revisit and revise any 
items as necessary. 

Inquire whether Veteran has an advance directive 

After inquiring how familiar the Veteran is with advance care planning overall, ask 
whether the Veteran has an advance directive. 

Review any existing advance directives 

For Veterans who already have an advance directive, review the document and determine 
whether the Veteran's preferences have changed. If the Veteran wishes to update or revise 
his or her VA advance directive, a new document must be created and the old 
document(s) must be rescinded.  

Reconcile multiple versions of advance directives 

VA recognizes the Veteran's right to have more than one advance care planning 
document, e.g., VA and state-authorized advance directives. If the Veteran has more than 
one advance care planning document, review them to be sure they do not contain 
conflicting information. If the documents are not consistent, determine which document 
reflects the Veteran's current preferences, and inform the Veteran that the outdated 
document(s) should be rescinded. 



 

EPEC for Veterans, 2011 Module 2: Advance Care Planning  Page M2-14

Step 2: Educate 
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Step 2: Educate …

 Explain what an advance directive is

 Explain benefits of advance directives

 Explain limitations of advance 
directives

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
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… Step 2: Educate

 Encourage patient to appoint a Health 
Care Agent through a Durable Power 
of Attorney for Health Care document

 Encourage patient to involve loved 
ones

 Educate patient about available 
resources

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Explain to the Veteran that an advance directive is a written document which provides 
information to clinicians, surrogate, and family members about the types of treatment the 
Veteran would or would not want if he/she becomes unable to speak for him- or herself.  

Explain that the document allows the Veteran to extend his or her autonomy into a time 
in which he or she is unable to make decisions, and helps the surrogate make decisions 
that are consistent with the Veteran's values and preferences. Advance directives can help 
reduce conflict in families and ease the mind of the surrogate, who otherwise may have 
less information about what the Veteran would have wanted in the situation at hand. A 
copy of the advance directive document, which can be used as a worksheet, encourages 
and fosters discussions between the Veteran and family/surrogate both during the 
meeting with the clinician as well as between meetings.  

Explain to the Veteran that there are limitations to advance directives. Not every clinical 
scenario can be anticipated, so the advance directive may not contain specific information 
about some situations that might arise. A person may complete an advance directive to 
express a preference for a certain type of care, but may have changed his or her mind 
once in the situation. If a person does not update the advance directive as their health 
status changes, the document may not reflect their current preferences. 

At the core of advance care planning is the empowerment and preparedness of the 
Veteran and surrogate. Both usually require some education, time for reflection, and 
discussion. In order to make informed choices, the Veteran must understand the meaning 
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of various clinical scenarios under discussion, as well as the benefits and drawbacks of 
various treatment options. The discussion should provide insight into the types of clinical 
scenarios that might arise and the types of decisions that surrogates most commonly face.  

Define key medical terms using words the Veteran and surrogate can understand. Explain 
the benefits and burdens of various treatment options, e.g., life support on a ventilator 
may only need to be used for a short time if the underlying problem is reversible. Remind 
them that any intervention can be refused or stopped if it is not meeting overall treatment 
goals (see EPEC for Veterans Module 10: Life-Sustaining Treatments). Because recovery 
cannot always be predicted, help Veterans to consider a range of possible situations.16  

It is appropriate for clinicians to help Veterans and surrogates understand the treatment 
options and provide recommendations when appropriate. For instance, feeding tubes in 
advanced dementia have not been demonstrated to improve survival or enhance comfort 
and have a predictably high complication rate.17 It would be appropriate for clinicians to 
propose a plan of hand feeding and supportive care as a preferred option if, in their 
medical judgment, they believe it is appropriate. In other circumstances, clinicians may 
recommend a feeding tube when it could help to maintain nutritional status until the time 
when the patient is able to eat again, for example for patients about to undergo certain 
radiation therapy protocols.  

Step 3: Discuss and/or refer 
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Step 3: Discuss and/or 
refer
 Assist in completing worksheets

 Refer if Veteran has questions you 
cannot answer

 Refer for help in completing 
advance care planning document(s)

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

Any clinician may help with the advance care planning process. Primary care providers 
may discuss the issues with the Veteran and family, and then refer to a social worker for 
assistance in completing the documents or to a chaplain for help with related spiritual 
issues. Non-primary providers who are helping Veterans with advance care planning may 
refer to the primary care provider or a specialist to address specific medical questions. 
Sometimes, Veterans need time to think about information that has been provided before 
they are ready to document their preferences. As for the initial discussion, evidence that 
an advance care planning discussion occurred must be documented in the “Advance 
Directive Discussion” progress note along with a summary of the significant content. 

Veterans who have experienced combat may have strong emotions about death or 
suffering related to traumatic military experiences. Discussions about end-of-life care 
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may provoke unresolved grief over fellow service members who were lost in combat, or 
may reveal fears of death as an experience of violence and suffering. Clinicians should 
recognize and explore this possibility with their Veterans, demonstrating sensitivity to the 
topic, addressing ways in which a peaceful death can be achieved, and referring for 
mental health assistance when necessary.  

Step 4: Document 
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Step 4: Document …

 Document advance care planning 
discussion

 Document completion of advance 
directive

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
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Formalize the directives 

Once the Veteran has come to some decisions, it is crucial for the clinician to review the 
advance directive with the Veteran and surrogate. The goal of this is to confirm the 
content and check for and help correct any inconsistencies and misunderstandings. After 
a final review is complete, ask the Veteran to confirm his or her wishes by signing the 
directive. Reassure the Veteran that the document can be changed as his or her wishes 
change. Although any statement of a Veteran's wishes, written or verbal, can be 
considered an advance directive and should be respected by the clinician, a formal, 
written document signed by the Veteran has special status within VA and can help avoid 
ambiguity.18,19 

Enter the directives into the medical record 

VA electronic health record (CPRS) has specific notes for recording advance directives.  

The “Advance Directive” note title is used to document the entry of an advance directive 
document into the Veteran's record (either scanned or completed electronically). This title 
must be used only to document the filing of an advance directive. 

The “Advance Directive Discussion” note title is used to document an advance care 
planning discussion between the clinician and Veteran. Discussion about an advance 
directive that is already in the health record may be documented either with a note titled 
“Advance Directive Discussion,” or in an addendum to the “Advance Directive” note 
associated with the subject directive. 

To provide further information about their treatment goals, specific treatment 
preferences, etc., Veterans may attach one or more additional page(s), each of which 
must be initialed and dated, to VA Form 10-1037. This may consist of blank sheets on 
which Veterans write what they wish or pages from existing documents. To ensure that 
the document filed in the Veteran's record is complete, VA Form 10-1037 and any 
supplemental pages must be scanned (or filed) together, to create a single document. 

It is also useful for the health care provider to ensure that the surrogate decision maker’s 
contact information is correct in the CPRS system and readily available. This offers 
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reassurance to the Veteran and helps ensure the involvement of the surrogate in eventual 
decision making.20 

Change the plan of care  

Once preferences have been documented, the health care provider may need to change 
the plan of care and put certain procedures in place to ensure that the Veteran's 
preferences are followed. For Veterans who wish to remain at home and not be taken to 
an emergency department or hospitalized again, appropriate alternative arrangements, 
including referral to a home hospice agency, provision of appropriate medications, and 
instructions detailing how to handle symptoms and crises may be needed. In states in 
which they are legal, help the patient complete an out-of-hospital order form (such as the 
Physicians Orders for Life-Sustaining Treatments, or POLST, or Medical Orders for 
Life-Sustaining Treatments or MOLST).21 Practical suggestions may be helpful. Consider 
recommending that Veterans post telephone numbers by the home telephone to call in an 
emergency, e.g., the hospice nurse on call, or numbers not to call, e.g., 911.  

Distribute the directive 

It is important that a copy of the advance directive and related treatment plans be 
available wherever the Veteran may receive care. CPRS makes the record available in 
any VA facility. However, many Veterans receive some of their medical care in a non-
VA facility or may go to a non-VA provider in an emergency. Provide the original 
advance directive and copies of related treatment plans/orders to the Veteran, and as per 
the Veteran's direction, provide copies to surrogate decision makers, family members, 
and all health care providers as appropriate. VA Form 10-0137, VA Advance Directive: 
Living Will and Durable Power of Attorney for Health Care, is honored at all VA 
medical centers. However, it may not be honored at non-VA community hospitals, 
according to their policies. If Veterans utilize both VA and community hospitals, then a 
state-specific advance directive should also be distributed, with the permission of the 
Veteran, along with VA forms. 

Step 5: Revisit 
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Step 5: Revisit

 Who

 When

 Where

 What

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
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Preferences may change over time. Revisit Veterans’ advance care planning preferences 
at regular intervals (at least every 3 years) or when there is a change in health status of 
the Veteran or surrogate. Any changes in preferences warrant discussion to allow the 
Veteran to reassess and to ensure that the medical provider and surrogate decision maker 
fully understand the new wishes. In addition, the appointed surrogate decision maker may 
become ill, incapacitated or even die. In these instances it is important to work with the 
Veteran to select an alternate.  

Challenges in advance care planning 
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It is important to understand the perspective and wishes of all who are present at the time 
advance care planning takes place: the Veteran, the family, and any other caregivers. 
Advance care planning is a framework to foster communication between the Veteran, 
family, and staff, and is a process that fosters personal resolution for the Veteran, 
preparedness for the surrogate, and effective teamwork for the professionals.  

Below are listed the five major challenges to successful completion of the advance care 
planning process, each of which can derail the process. 

Challenges 

Avoidance 

Do not avoid advance care planning. Too often, situations occur and decisions are made 
without the benefit of advance care planning. It is easy to forget the central role of the 
Veteran and the importance of the surrogate in planning for a time in which the Veteran 
is no longer able to make health care decisions. Involve both early and often.22,23,24 If 
possible, include the surrogate decision maker(s) in the initial discussions with the 
Veteran.25,26,27 

Failing to clarify Veteran preferences 

Vague statements can be misleading. Be sure to clarify Veteran preferences if they do not 
seem clear to you or to the surrogate. For instance, Veterans who make statements such 
as “I never want to be kept alive on a machine” should be asked to clarify whether their 
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wishes would change if their condition were readily reversible, or if their prognosis were 
unclear.28,29,30 

Focusing discussion too narrowly 

Avoid isolated do-not-resuscitate (DNR) discussions; they often create chaotic emotions 
and thoughts in Veterans who have to imagine imminent death to make the decision. A 
clinician’s decision that a discussion about resuscitation is needed is usually an indication 
that decisions about other life-sustaining treatments should be considered in the context 
of a range of scenarios.31,32,33,34 It is important to be sure that the Veteran understands the 
medical condition, prognosis, risks and benefits of treatment options considered in 
advance care planning. It is important to reassure Veterans and their families that 
decisions to forego some treatment will not lead to neglect and/or less attention to usual 
care.  

Ignoring patients who are communication-impaired 

Even Veterans who are communication-impaired may still may be able to participate in 
advance care planning. As long as the Veteran has capacity to make health care decisions, 
talk to him or her. A communication-impaired Veteran may still be able to express 
wishes and complete advance care planning documents.  

Assuming the content of the advance directive 

Sometimes health care providers assume that they know what is stated in an advance 
directive. This is a mistake. Even if you have read an “Advance Directive” progress note 
summarizing the contents, read the original document. Advance directives may indicate 
preferences for a full scope of treatment, comfort care, or a wide range of specific 
preferences, and must be read and understood.35,36,37 Having knowledge of the contents of 
the advance directive will help in discussing with the Veteran any changes that may be 
desired. 

Summary 
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Summary

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
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Advance care planning should be a routine part of standard medical care that is integrated 
into clinical encounters by all members of the health care team. Formally, it can be 
thought of as a stepwise approach, to include the appropriate introduction of the topic, 
structured discussions covering potential scenarios, documentation of preferences, and 
periodic review and update of the directives that can inform the proper application of the 
Veteran's wishes when needed. Less formally, the process fosters personal resolution for 
the Veteran facing serious, life-limiting illness, preparedness for the surrogate, and 
effective teamwork for the professionals. A number of critical factors contribute to a 
successful process and outcome, particularly guidance of and participation by the 
clinicians and family/surrogate participation.  

As Veterans approach the end of their lives, they have a last chance to finish their 
business, create final memories, give final gifts, and say their goodbyes. With appropriate 
assistance, considerable planning can be accomplished around many of these issues. The 
five-step model for eliciting, documenting, and reviewing advance directives can be used 
to guide these decision-making processes and document patient choices. As these 
important tasks may be more than individual clinicians can handle, multiple other 
members of the interdisciplinary team can help Veterans and families explore, 
understand, and document the Veteran's preferences and prepare for a time when the 
Veteran is no longer capable of making health care decisions.  

Key take-home points 

1. Make a partnership with the Veteran and the family caregiver; draw them into the 
interdisciplinary team to foster their active participation in the care plan and 
developing their advance directive. 

2. Conduct advance care planning conversations as a part of routine care. 

3. Emphasize that advance care planning is a process and not a document. 

4. Advance care planning does not need to be done in one session. It can be started at 
one appointment or encounter and revisited at a later time. 

5. Review advance care planning documents upon a change in the patient’s condition to 
be sure they continue to reflect the patient’s preferences. 

6. Keep in mind that advance directives are different from life-sustaining treatment 
plans or medical orders to provide or limit life-sustaining treatment. Advance 
directives are written by patients to help the patient’s family and health care team 
understand their preferences for how they would want to be treated under 
hypothetical future circumstances if they were to lose the capacity to speak for 
themselves. Life-sustaining treatment plans with associated orders are written by 
health care providers and direct the patient’s treatment for their current 
circumstances.  
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Appendix 

Examples of advance care planning language  

Linda Jones, a 45-year-old Gulf War era Veteran in good health, has come in for a 
routine examination. 

Getting started 

“Linda, I’d like to talk with you about something I try to discuss with all of my patients. 
It’s called advance care planning. In fact, I feel that this is such an important topic that I 
have done this myself, with my own health care provider. Are you familiar with advance 
care planning?”  

“I also like to ask my patients if they have someone that they would like to identify to act 
on their behalf in the event that they are unable to express their own wishes. This person 
could be a relative or a friend. Is there someone whom you would want to be part of our 
discussion and whom you might want to have act on your behalf if you were unable to 
speak for yourself?” 

“Most people can identify the person or persons that they would like to have make 
decisions for them if they were too ill to speak for themselves. It is important we 
understand who you would prefer to be your spokesperson if you could not speak for 
yourself.”  

“Since these are important and difficult decisions that your family and loved ones might 
have to make if you were unable to speak for yourself, it is wise to record your 
preferences for care in an advance directive and discuss this with other health care 
providers and the surrogate(s) that you choose.”  

“Advance care planning will help both of us to understand your values and preferences 
for health care if you were to become critically ill. Eventually, you may put your choices 
into a written document that I would make part of your medial record. We call this 
document an advance directive, and it would only be used if you were to lose the capacity 
to make decisions on your own, either temporarily or permanently...” 

“Would you like to talk further about the kind of care you would want to have if you 
were no longer able to express your own wishes?” 

After a change in health status (such as relapse of cancer, stroke or decline in function for 
other reasons), after allowing time to adjust to the new reality 

“Ms. Jones, you have had some changes in your health since we completed your advance 
care plans. People sometimes change their wishes, so let’s review the wishes you wrote 
down before.” 
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“Now that you have been diagnosed with heart failure, we need to consider the situations 
that your heart failure can cause; that way you can be confident we will do what you 
want. Recently when you were in the hospital for your heart failure there were times 
when it was difficult for you to think and speak clearly. Are there particular things about 
your health, medical problems, past treatment or treatment received by other friends or 
family that you would like to discuss? Are there particular things that you worry about or 
frighten you? People sometimes think about circumstances they have seen or heard about. 
Do you ever think about such circumstances?” 

If the patient seems unsure of decisions 

“Your choices have changed since the last time we reviewed your advance directive. If 
there are some things you aren’t sure about, rather than writing down preferences about 
them you have the option of relying on [name of surrogate] to decide what he/she thinks 
would be in your best interests when the time comes and all the details of the situation are 
available. Would you rather handle it that way?” 

“For the remaining decisions, about which you are clear and firm, would you like 
[proxy/family member] to stick closely to them, or would you prefer to give him/her 
room to make changes if he/she thinks your best interests would be better served by a 
different decision?” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

EPEC for Veterans, 2011 Module 2: Advance Care Planning  Page M2-24

References 

 
1 Westley C, Briggs LA. Using the stages of change model to improve communication 

about advance care planning. Nurs Forum. 2004; 39(3): 5-12.  
2 Kagawa-Singer M, Leslie J, Blackhall LJ. Negotiating Cross-Cultural Issues at the End 

of Life: "You Got to Go Where He Lives." JAMA. 2001; 286: 2993-3001.  
3 VHA Handbook 1004.02, Advance Care Planning and Management of Advance 

Directives. Available at: http://www.ethics.va.gov/activities/policy.asp. Accessed 
February 10, 2011. 

4 Applebaum PS. Assessment of Patients' Competence to Consent to Treatment. N Engl 
J Med. 2007; 357: 1834-40. 

5 VHA Handbook 1004.01, Informed Consent for Clinical Treatment and Procedures. 
Available at: http://www.ethics.va.gov/activities/policy.asp. Accessed February 10, 
2011. 

6 VA form 10-0137, VA Advance Directive: Living Will & Durable Power of Attorney 
for Health Care. Available at http://www4.va.gov/VAFORMS/medical/pdf/vha-10-
0137-fill.pdf. Accessed February 10, 2010. 

7 Department of Defense Advance Directive, Title 10 United States Code (U.S.C. 
§1044c). Available at: http://codes.lp.findlaw.com/uscode/10/A/II/53/1044c. Accessed 
February 10, 2010. 

8 Department of Defense Advance Directive, Title 10 United States Code (DoD 
Directive 1350.4). Available at: 
http://www.dtic.mil/whs/directives/corres/pdf/135004p.pdf. Accessed February 10, 
2010. 

9 VHA Handbook 1004.01, Informed Consent for Clinical Treatments and Procedures.  
Available at: http://www1.va.gov/vhapublications/viewpublication.asp?pub_ID=2055. 
Accessed February 10, 2010. 

10 Marbell AM. Surrogates’ agreement with patients’ resuscitation preferences: Effect of 
age, relationship, and SUPPORT intervention. Journal of Critical Care. 1998; 13(3): 
140-145. 

11 VHA Handbook 1004.02: Advance care Planning and Management of Advance 
Directives. July 2009. http://www.ethics.va.gov/docs/policy/VHA_Handbook_1004-
2_Advance_Care_Planning_20070222.pdf. Accessed October 25, 2011. 

12 VHA Handbook 1004.01: Informed Consent for Clinical Treatments and Procedures. 
August 2009. http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=2055. 
Accessed August 31st, 2012. 



 

EPEC for Veterans, 2011 Module 2: Advance Care Planning  Page M2-25

 
13 Bern-Klug M, Gessert CE, Crenner CW, Buenaver M, Skirchak D. "Getting everyone 

on the same page": nursing home physicians' perspectives on end-of-life care. J Palliat 
Med. 2004; 7: 533-44.  

14 Lo B, Steinbrook R. Resuscitating advance directives. Arch Intern Med. 2004; 164: 
1501-1506. 

15  Laakkonen ML, Pitkala KH, Strandberg TE, Berglind S, Tilvis RS. Living will, 
resuscitation preferences, and attitudes towards life in an aged population. 
Gerontology. 2004; 50(4): 247-54.  

16 Quill TE. Dying and decision making—evolution of end-of-life options. N Engl J  
Med. 2004; 350: 2029-32.  

17 Finucane TE, Christmas C, Travis K. Tube feeding in patients with advanced dementia: 
a review of the evidence. JAMA. 1999; 282: 1365-70.  

18 Matulonis UA. End of life issues in older patients. Semin Oncol. 2004; 31(2): 274-81. 
19 Patel RV, Sinuff T, Cook DJ. Influencing advance directive completion rates in non-

terminally ill patients: a systematic review. J Crit Care. 2004; 19(1): 1-9.  
20 Seymour J, Gott M, Bellamy G, Ahmedzai SH, Clark D. Planning for the end of life: 

The views of older people about advance care statements. Soc Sci Med. 2004; 59(1): 
57-68. 

21 Physician orders for life-sustaining treatment paradigm. Center for Ethics in Health 
Care, Oregon Health & Science University. Copyright 2008. Available at: 
www.polst.org.  Accessed February 10, 2010. 

22 Phipps EJ, True G, Murray GF. Community perspectives on advance care planning: 
Report from the Community Ethics Program. J Cult Divers. 2003; 10(4): 118-23.  

23 Berger JT. Ethical challenges of partial do-not-resuscitate (DNR) orders: Placing DNR 
orders in the context of a life-threatening conditions care plan. Arch Intern Med. 2003; 
163(19): 2270-5.  

24 Bricker LJ, Lambing A, Markey C. Enhancing communication for end-of-life care: An 
electronic advance directive process. J Palliat Med. 2003; 6(3): 511-9.  

25 Doukas DJ, Hardwig J. Using the family covenant in planning end-of-life care: 
Obligations and promises of patients, families, and physicians. J Am Geriatr Soc. 
2003; 51(8): 1155-1158.  

26 Fried TR, Bradley EH. What matters to seriously ill older persons making end-of-life 
treatment decisions?: A qualitative study. J Palliat Med. 2003; 6(2): 237-244.  

27 Allen RS, DeLaine SR, Chaplin WF, et al. Advance care planning in nursing homes: 
Correlates of capacity and possession of advance directives. Gerontologist. 2003; 
43(3): 309-317.  



 

EPEC for Veterans, 2011 Module 2: Advance Care Planning  Page M2-26

 
28 Cohen-Mansfield J, Libin A, Lipson S. Differences in presenting advance directives in 

the chart, in the minimum data set, and through the staff's perceptions. Gerontologist. 
2003; 43(3): 302-308.  

29 Gallo JJ, Straton JB, Klag MJ, et al. Life-sustaining treatments: What do physicians 
want and do they express their wishes to others? J Am Geriatr Soc. 2003; 51(7): 961-
969.  

30 Pfeifer MP, Mitchell CK, Chamberlain L. The value of disease severity in predicting 
patient readiness to address end-of-life issues. Arch Intern Med. 2003; 163(5): 609-
612.  

31 Kolarik RC, Arnold RM, Fischer GS, Tulsky JA. Objectives for advance care planning. 
J Palliat Med. 2002; 5(5): 697-704.  

32 Kolarik RC, Arnold RM, Fischer GS, Hanusa BH. Advance care planning. J Gen 
Intern Med. 2002; 17(8): 618-624.  

33 Happ MB, Capezuti E, Strumpf NE, et al. Advance care planning and end-of-life care 
for hospitalized nursing home residents. J Am Geriatr Soc. 2002; 50(5): 829-835.  

34 Hines SC, Glover JJ, Babrow AS, et al. Improving advance care planning by 
accommodating family preferences. J Palliat Med. 2001; 4(4): 481-489.  

35 Eliott JA, Olver IN. Perceptions of "good palliative care" orders: a discursive study of 
cancer patients' comments. J Palliat Med. 2003; 6(1): 59-68.  

36 Phipps E, True G, Harris D, et al. Approaching the end of life: Attitudes, preferences, 
and behaviors of African-American and white patients and their family caregivers. J 
Clin Oncol. 2003; 21(3): 549-554.  

37 Tolle SW, Tilden VP. Changing end-of-life planning: The Oregon experience. J Palliat 
Med. 2002; 5(2): 311-317.  


	M02-EPEC for Veterans_ Cover
	M02 - Sec2-EPEC for Veterans_ACP_TNotes_bj083012
	M02 - Sec 2-EPECforVeterans_Text bj083112

