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Floridiansarelivinglonger today than at any pointinour history. And
thanksto advancesintechnology, weareliving abetter quality of life.
With these advances often come difficult decisions about end-of -life
care, and the effect it will have on our familiesand loved ones. By
talking with family membersand planning for our carewe easethe
burden of making someof life’'smost difficult decisions. Floridais
taking thelead in helping caregiversand individua spreparefor these
challenging choices. Inan effort to continue hel ping our most vulner-
ablecitizens, | encouraged| FHoridiansto begin discussing end-of-life
carewithyour family andloved ones.



Thissecond edition of “Making Choices’ isdesigned to help you ask
theright questions about life planning and reach the answers most
appropriatefor you. Decisionsregarding end-of-life carecan bedif-
ficult to make; however, understanding your optionsand whereyou
canturnfor help may allow youto makeamoreinformed decision.
We hopethisupdated edition of “Making Choices’ will assist you as
you beginto defineyour wishesand share them with your family and
loved ones.

FloridaDepartment of Elder Affairs
4040 Esplanade Way

Tallahassee, FL 32399

(850) 414-2000



Life Planning Perspective ...........cccceevevivveeeennnn, 1

Last Will & Testament............cceeveiiieiiiiinnneneee, 2
Beyond a Last Will & Testament Terms to Under-
SEAND .. 3
Communicating End-of-Life Choices to Family
and Loved ONES ......covvvvieviiieeeieeiiie e 5
Strategies for Advance Care Planning.............. 9

Emergency Medical Services & The Do Not Re-
suscitate Order .........ooeevveiiieeieeiiiinneeeeeennns 14

End-of-Life Preparations and Hospice Care.... 22

Bereavement and Final Arrangements............ 23
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The Vision of the Department
of Elder Affairs is ““to lead
the nation in providing older
persons with information,
choices and opportunities.”



he most important aspects

of life planning and end-
of-life preparation should begin
well before we enter the fina
dagesof our lives Infact, lifeplan-
ning should beginwhilewehave
good health and are considered
to be of sound mind. Unlesswe
carefully and ddiberatdly planand
expressour wishesinwriting and
in the appropriate legal format,
there is no guarantee that our
wishes will be correctly inter-
preted and honored.

As we get older, there are two
important thingswemust do. Firs,
giveamplecondderationastothe
way wewant our assetsmanaged
if we should becomesick or in-
capacitated and arenolonger able
to manage them ourselves. Who
do we know and trust who will
actinour best interest? Wemust
aso congder theway wewant our
assests distributed upon our
death. Secondly, giveamplecon-
Sderationto theway wewant our
healthmanagedif wearenot able
tomanageit oursaves. What kind

of medical careor servicesdowe
want to receiveand what services
would werefuse? Defining our
wishesand communi cating them
toour family andloved onesisof
vital importancewhen addressing
end-of-lifeissues. Althoughthe
decision making processmay be
difficult emotionally, taking thor-
ough and thoughtful actionsnow
could ensureclarity later.

Not keeping records up-
to-date and current

® Not sharing the location
of vital records/
documents

® |etting emotions rule your
decisions

® Not getting legal affairs in
order (e.g. property titles)

® Naming inexperienced or
irresponsible executors

® \Waiting too late to begin
the planning process



ver our lifetimeswewill

inevitably accumulate
property and possessions. A will
is adocument that directs how
your property will be passed on
at thetime of your death. It also
designatesapersonto berespon-
sblefor assembling the property,
paying debtsand taxes, and dis-
tributingwheat isleft. A personwho
dieswithout awill diesintestate.
Consequently, their property
passes as designated by thelaws
of intestacy, regardless of the
wishes of the deceased. It isa
good ideato makeawill, evenif

you have very little property or
possessions, to ensure that your
thingsare passed on according to
your wishes. Examplesof prop-
erty include stocks, bonds, cer-
tificatesof deposit andred edtate.
Most people wish to pass their
possessionsonto their children
and/or family members.

Proper estate planningwill enable
you to reduce estate taxes and,
thereby, pass on more of your
estate to your loved ones. It is
important that you executeawill
and specify who youwant tore-
ceivewhat items.

Ask yourself: ““How can | protect my assets, but at
the same time make sure | do not violate laws or
rules that may affect my receiving long-term care?”

Consult with an attorney specializing in elder law for
an answer to this question and other related “asset
protection” questions. In seeking professional help,
make sure that the person you select is
knowledgeable of Medicaid rules and regulations.

To find a licensed attorney, contact the Florida Bar Lawyer
Referral Service at 1-800-342-8011 or visit www.flabar.org.



Advance Directive- A gen-
eral term that refers to oral or
writteningructionsgiven by aper-
son expressing wishes about fu-
turemedica careintheevent they
are unable to speak for them-
selves. Advancedirectivescanbe
changed or modified by the au-
thor.

A competent adult hastheright of
sdlf-determination regarding de-
cisonsconcerningtheir hedth, in-
cludingtheright torefusemedica
treatment. Without an advance
directivein place, thereisnoguar-
antee your wishes will be hon-
ored. A person’sintent may be
communicated in thefollowing
threeways: alivingwill, ahealth
care surrogate, and/or adurable
power of attorney. A brief descrip-
tion of each of thesedirectivesis
provided below.

Living Will - A document that
formalizesanindividud’swishes
regarding themedical carethat is
tobeused or withheldif heor she

becomesincapacitated or unable
to make hig’her own decisions.
Many livingwillsinclude* do not
resuscitateorders’ (DNRO) that
spell out under what circum-
stances an individual does not
want to berevived. Moreinfor-
mation about DNROsisincluded
inthispublication.

Health Care Surrogate -
Anindividua you select to make
medical decisionsfor youwhen
you are no longer able to make
themyoursdlf. Your surrogatewill
be responsible for communicat-
ing your wishesto your doctor.
In order to change or revokethe
designation of asurrogate, you

In writing

Signed by the person
making the will

Compliant with state laws
Witnessed



must provideasigned, dated ac-
knowledgment of your wishes.

Durable Power of Attor-
ney - A document that can del-
egatetheauthority tomakehedth,
financid, and/or legd decisonson
aperson’shehalf. Unlikeagen-
eral power of attorney, adurable
power of attorney continuesto be
effectivewhen aperson becomes
incapacitated. Thedurablepower
of attorney must beinwriting and
must show the person’sintent to
give specified power if the per-

sonisincapacitated. Thedurable
power of attorney must specifi-
cdly statethat the designated per-
sonisauthorized to make health
caredecisions.

If you choosenot towrite an ad-
vancedirective, besuredl of your
family and friendsclearly under-
stand what you wishto havedone
if you are incapacitated. This
common understanding among
family andfriendswill helptopre-
vent confusion astotheinterpre-
tation of your wishes.

Ask yourself: ““Do | need an attorney to complete my
end-of-life documents?”’

Consulting with an attorney is recommended.
Although an attorney is not required to fill out
advance directive forms, there are specific legal
requirements that vary from document to document
and from state-to-state. Failure to follow these
specific requirements may invalidate an entire
document and could result in one’s wishes not
being observed. An attorney, licensed in Florida,
can ensure that your forms are in proper order. To
find a licensed attorney, contact the Florida Bar
Lawyer Referral Service at 1-800-342-8011 or visit
www.flabar.org. If you cannot afford an attorney,
you may contact your local legal aid office.



Isn’t It Time We Talk About It?

Kathy Brandt, M.S., and Karen Lo, M.S., R.N.

eared| parents, adults,

children, spouses or
partners, siblings, nieces, neph-
ews, grandchildren or grandpar-
ents. No matter what our role,
wehaveresponsbilitiestofamily.
Oneof themost difficult obliga-
tionsistheroleof heath caresur-
rogate. InForida, if aperson be-
comesincapacitated and cannot
communicate health carewishes
or decisions, ahealth care surro-
gate can make those decisions.
What happensif someonehasnot
selected a surrogate? The re-
sponsibility for medical decison-
makingwouldfdl tofamily mem-
bers. Thismeansthat you could
automatically becomearddtive's
proxy should something happen
to them. Would you know their
wishes?

Likewise, oneof your relatives
could become your proxy if

something happened to you.
Would they know your wishes?

If advance care planning is not
done, wonderful relaionshipsmay
become strained for those | eft to
decide medical treatments for
someonewith anacuteor chronic
illness, or those at theend-of -life.
Thisiswhy advance care plan-
ning and advancedirectivesare
soimportant. Yet, most adultsdo
not havean advancedirectivethat
satestheir preferencesregarding
the use of medical treatmentsto
prolonglife. Many adultsarere-
luctant to eventalk about it.

Conversations about end-of-life
issuesarenot easy to gart. Many
peoplethink that they do not need
to worry about these issues.
However, there are countless
tragic Situationsinwhich family
members are fearful of making



Ask yourself: ““How can | ensure that my wishes are

honored if something happens to me?”’

You should talk with family members and let them
know your wishes regarding how much emergency
or life-preserving care you want, should you
become incapacitated. Those wishes should be

formalized in advance directives.

You should also

consult with an attorney for assistance in developing
a will (last will and testament) or a trust agreement
to protect and distribute your assets in accordance

with your wishes upon death.

decisionsabout the care of some-
one who did not communicate
their ownwishesclearly. Thefol-
lowing aretipsto start aconver-
sation about end-of-life prefer-
ences.

Explore Personal

Beliefs
Easeintothediscussion by talk-
ing about persond values. If you
know someone'svalues, it will be
eas er to makedecisonsfor them
if you are ever appointed their
surrogate. Thismight dsohelpto
clarify their feelingsprior totalk-
ing Soecifically about medica care
options. Youmight consder some
of thefollowing questions:
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What would help you live
well at the end-of-life?

What do you want to
accomplish before you die?

How will you prepare for
your own death?

What would you want said
for your eulogy?

What legacy from your life
do you hope to leave to
others?

What would help you cope
with facing your death or
the death of a loved one?

Do you have any
relationships that need
attention, care and/or
reconciliation?



Explore Preferences
Some peopleknow what they do
not want, rather than what they
dowant. If you do not know the
answer toamedical question, you
canawaysask your physicianor
cdl your loca hospice. Youmight
consider some of thefollowing
questions:

® Who would be most able
to provide comfort to you?

® Where do you want to
spend the last days of your
life?

® What kind(s) of medical
care do you want as the
end-of-life approaches?

® Are there specific medical
procedures that you want
to learn more about before
making care decisions?

® Are there some procedures
you definitely do not want?

® Have you discussed these
issues with anyone?

® Have you completed any
advance directives such as
a living will? If so, where is
it?

® Are there any issues related
to dignity or quality of life at

the end-of-life that you

want to explore with your

family or physician?
After having these conversations,
itisimportant to decidewhether
or not you feel comfortable put-
ting your wishesinwriting. Many
people find the idea of writing
downtheir preferencesinaliving
will confusing and intimidating.
Although optionsexist that do not
require your wishesin writing,
writtendatementsmoreeffectivey
formalizeyour decisons. Living
wills are written statements in
whichanindividua expresseshis
or her desiresfor end-of-lifecare.
They preserve the individual’s
right to accept or declinecare—
even when he or shemay bein-
capacitated. Lega counsd isnot
required to completeand execute
an advancedirective.

Conclusion

We cannot plan when or how we
will die. However, we can take
steps now to ensure that our
wishes are honored at the end-
of-life. Letit beatimeof peace,
wherethegreatest burdentoyour
loved onesis saying goodbye—

-



and not determininghow youwill ~ friends, family, and health care
die. Nowisthetimeto tak about providers.
end-of-life planning with your

A
“You, your famsly-ane.

loved ones, your ghysician
your Iavvyer and/or.your
clergy shoulld havé copies of
your advanc&dmegtlves.
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Gail Austin Cooney, M.D., and William L. Allen, J. D.

eciding to have an ad-

vancedirectiveisonly the
first of severd key decisonsabout
end-of-lifecare. Onceaperson
makesthisdecision, anumber of
guestions arise about the best
approachtotake. However, the
best gpproach may vary fromone
individua to another. Thisarticle
identifiesthe benefitsaswell as
the potential problems with
various approaches. This
informationisintendedtohdpyou
determinewhich avenueisbest
suited to your Situation.

1. Having only a living
will.

Somepeoplehavefdtthat if they
could besufficiently clear about
their choicesof treatment limita-
tionsinaliving will, they would
not need a surrogate decision-
maker. |n one caseaman reported

that he deliberately chose this
strategy, so that hiswifewould
not have the emotiona burden of
making decisionsor the respon-
shility for carrying out hischoices
about limitations or refusals of
treatment.

Most living wills cannot ad-
equately foreseedl of theclinical

circumstances that may arise;

therefore, some decisions may
need to be made that the patient
could not haveforeseen or directly
addressed in prior instructions.

Therefore, whatisexpressedina
living will often needsto beaug-
mented by adecision-maker cho-
senby thepatient whowill beable
tointerpret what isinthelivingwill

or explain what the patient would
have wanted under the circum-
stances.



2. Having only a health
care surrogate decision-
maker.

Somegroups advisethat the best
way to prevent alivingwill from
being interpreted in away that
resultsin an outcome contrary to
your intentionisto not write one
atall. Thisstrategy triesto pre-
vent that misinterpretationby sm-
ply naming someonewho knows
what you want and who will ex-
press those decisions for you,
without having adocument that
may be ambiguousandtherefore
used by othersto challengewhat
your surrogate says you would
want.

Although the risk of the above
scenario cannot be ruled out, a
writtenlivingwill canasobean
important source of formal sup-
port for what your surrogate say's
you would want when someone
challengeshisor her account of
what you would have chosen. If
your surrogateischallenged by

someone who says, “How can
you demonstrate that what you
have chosen iswhat the patient
would have wanted?’ Written
documentation of your choices
can be used to show congistency.

3. Having a combi-
nation of living will and
health care surrogate
decision-maker.

The key to making this option
work for you isto make sureyour
surrogate hasread your living will
and asked you questionsto clarify
any remaining questions. If you
have both aliving will and asur-
rogate, achallenger will find that
itishisword against yoursand
your surrogate’s, instead of his
word against your surrogate’s
word aone.

If your surrogate hesitatestofol-
low your choicesasexpressedin
thelivingwill, it makesit very dif-
ficult for thephysciantowithdraw
treatment that you refused inwrit-

ing.



4. Adding a “values
history.”

A “vaueshistory” isanideade-
rived fromtheterm*medica his-
tory.” Just as your medical
record, augmented by your
physician’sdlicitation of new in-
formation during each encounter
with you, provides a history of
your health status that guides
medica diagnossand recommen-
dationsfor testing and treatment,
so avalueshistory isan attempt
to elicit your values, feelings,
choices, and biographical details
that may shed light on what deci-
sionyou would makeif you ever
lost the capacity to decide for
yoursdlf. Avaueshistory, either
as part of or separate from an
advancedirective, can help your
surrogate and your care provid-
ersdeterminewhat youwould be
likely to decide, based onabroad
expression of what hasbeen and
isimportant toyou. A key com-
ponent of avalueshistory isyour
own expression of what consti-
tutesan acceptablequality of life
for you. Thiscan helpyour phy-
sciansand surrogateknow thet if

proposed treatments cannot re-
storeyoutoaquality of lifeyou
find acceptable, youwould refuse
suchtreatment.

5. Relying on the proxy
decision-maker instead
of naming a surrogate
decision-maker.

If choosing one member of your
family to beyour surrogate will
hurt thefeelingsof others, it may
be tempting to simply avoid
choosing, especidly if thelist of
proxy decision-makers specified
in statute will turn out to be the
same person you would havecho-

sen, anyway.

Health care decisions may be
madefor the patient — if the pa-
tient hasno advancedirectiveor
designated surrogate — by any
of thefollowingindividuds, inthe
following order of priority:

® Judicially appointed
guardian

® Patient’s spouse

® Adult child of the patient

® Adult sibling of the patient



® Adult relative of the patient
® Close friend of the patient

See section 765.401, Florida
Statutes.

The problem with thisisthat a
proxy’s decision may be more
eadly challenged than aspecified
surrogate’s. By naming asurro-
gate, you are giving that person
thelegd presumption (in FHorida)
that his’her determination of what
youwould want iscorrect. Any-
onechallenging what your surro-
gate sayswill havethe burden of

Personal relationships

Living environment

Finances

Funeral plans

[N
N

showingthat personiswrong. By
namingasurrogete, you placeyour
decision-maker inamuch stron-
ger positionto prevail againg any-
onewhomight decidetochdlenge
himor her.

6. Including “choice of
settings’ language.

One strategy that may help you
improvethe probability that you
will haveyour choiceshonoredis
to specify inyour advancedirec-
tive(livingwill and/or surrogate)
your choiceof thesettinginwhich
you want to spend your last days.
You may want to rank order sev-
eral optionsto allow for trialsof

Overall attitude toward life and health
Thoughts about independence and self-sufficiency
Religious background and beliefs

Relationships with doctors and other health caregivers
Thoughts about illness, dying and death



certaintypesof treatment thet re-
quirehospitaization, but specify-
ingthet if thereisnot sufficientim-
provement, you choose to be
moved toyour home, or if that is
not possible, toaresidentia hos-
piceor anursingfacility near your
homeandfamily or friends.

Youmay alsowant to add astate-
ment that once the conditions of
your livingwill aremet, youwish
to be moved to your home or
choiceof facilities, evenif sucha

end-of-life care.”

move could increasetherisk to
your hedlth status.

Decisionsonwhich of these ap-
proaches to advance care plan-
ning best suitsyou requirescare-
ful reflection. But don’t stopwith
reflection. Follow up by imple-
menting the approach you
choose, and talk with your
physician(s) and your loved ones
about what you havechaosen. This
process can minimize a host of
problemslater.



Freida Travis and Jessica Swanson

he emergency medical

services (EMS) system
delivers rapid out-of-hospital
medica carefor victimssuffering
fromsuddenillnessor injury. Over
the last 30 years, new develop-
mentsin medica technology and
new trestmentshaveimproved the
ability of EM Sprovidersto mo-
bilizecareand sudainlifeinemer-
gency situations. Emergency
medical technicians(EMT) and
paramedics complete compre-
hensive coursework and are
trained to perform highly techni-
cd life-saving measuresusing so-
phisticated equipment. Standard
levelsof carehaveevolved from
closed chest cardiac compres-
sonsto definitivetechniquesus-
ing equi pment such asautomated
externd defibrillators inmany in-
stances reversing sudden death
outsidethehospital.

Until very recently, therewerefew
provisonsinemergency medicine
for withholding carefrom patients
who would not benefit from ad-
vancesinmedica technology and
training— specificdly, thosewho
suffer from an end-stage condi-
tion, termind illnessor persstent
vegetative sate, whereadvanced
life-saving measurescan bepain-
ful, intrusiveandfutile. Asearly
as 1990, the growing awareness
over end-of-life issues and the
desireto honor apatient’swish
not to be resuscitated, prompted
theH oridaDepartment of Hedlth,
Bureau of Emergency Medical
Servicestoexaminewaystovdi-
date a document that would al-
low EMS providers to honor a
patient’slast wishes.

In 1992, thefirst legislation ad-
dressing pre-hospital Do Not Re-
suscitate Orders (DNRO) was



enacted. The 2000 Do Not Re-
suscitate Order legidation autho-
rized changestotheform, andaso
provided protectionfrom civil li-
ability for crimind prosecutionto
virtualy every licensed hedthcare
facility honoringthe DNRO. Since
that time, the Bureau has con-
sulted with health care providers,
consumersand other state agen-
cies. InFebruary 2000, arevised,
yellow DNRO form was rede-
sgnedfor smplicity and portabil-
ity.

The Do Not Resuscitate
Order

A Do Not Resuscitate Order isa
specific, physician-directed docu-
ment that saysthat theindividual
does not wish to beresuscitated
intheevent of cardiac or pulmo-
nary arret. Itisusualy writtenfor
someonewhoistermindly ill, suf-
fering from an end-stage condi-
tion or in apersistent, vegetative
state. According to the DNRO,
Form 1896, cardiopulmonary re-
suscitationincludesartificia ven-
tilation, cardiac compression, en-
dotrached intubation and defibril-
lation.

The devel opment of the DNRO
wascritical to EM T’ sand para-
medics. Whenan EMT or para-
medic arrived on scene they
needed to respond immediately
by providing caretothepatientin
cardiac or respiratory arrest, un-
lesspresented with clear proof of
the patient’ swish not to beresus-
citated. Thissituation could be-
comevolatileand occasondly led
to conflict when family members
disagreed withthe EM T’ sdeci-
sion to attempt resuscitation.
Many health carefacilitieswould
usetheir ownforms, and doctors
would write, “Do Not Resusci-
tate’ inapatient’schart. However,
if a patient was transferred or
transported to another facility,
their wishesmay or may not have
been honored.

EMSneeded areadily ble,
standardized document that
would meet the needs of the pa-
tient, but that would also berec-
ognized statewide by EM S pro-
vidersaslegal and binding, pro-
tecting them from potential civil
and crimind liability for honoring
the DNRO document.



Therevisonsin 2000 were made
totheDNRO inanattempttoa-
leviate public and professional
concernsthat do-not-resuscitate
orders were confusing, hard to
access and could not be used
when transporting a patient be-
tween health-care settings. To
assess the extent of these prob-
lemsand to identify possible so-
|utions, the state held workshops
to collect input on how the
DNRO should look and how it

could beincorporated throughout
the continuum of care. Theout-
comeof theseworkshopsresulted
inaform that was easy to iden-
tify, met the needs of the patient,
and was portable between health
care settings. Consequently, the
DNROisintended to beused as
a tool to record the patient’s
wishes, reduce conflict on scene
and alow EM Spersonne to pro-
vide compassionate and appro-
priate care.

advance dlrectlve
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The DNRO “Yedlow

Form”

The DNRO is often referred to
asthe"yellow form” becauseit
must beeither theorigina onca
nary-yellow paper, or a copy
madeonto smilar colored-yellow
paper. It must be signed by the
individud or theindividud’shedth
care representative and by a
Floridalicensed physician. Ac-
cording to Chapter 64E-2.031,
FloridaAdministrative Code, any
previousversion of the Depart-
ment of Health Do Not Resusci-
tate Order will be honored, and
there is no need to sign a new
form. TheFHoridaDNROisonly
validinFlorida andit can bere-
voked, either orally or inwriting,
at any time by the patient or the
patient’shealth care representa-
tive

At thebottom of theDNRO there
isapatient identification device
that wasincluded and may bere-
moved from theform by cutting
ontheperforated lines, completed

and may belaminated. Tousethe
Petient | dentification Device, the
person or the person’shedth care
representative and a Floridalli-
censed physician must sign the
device. If laminated, the device
can beworn around the neck, on
thewrist, or attached to bedding,
clothing or somewhered sewhere
it canbeeasily seen. The Patient
Identification Device was de-
sgnedfor portability between set-
tings

The device is a card, and does
not haveto be completed withthe
DNRO, Form 1896, for theform
tobevalid. Once completed and
removed from theform, the Pa-
tient Identification Device is
equaly vaidtothe DNRO, Form
1896. The Patient I dentification
Deviceshould not becarriedasa
wallet card. Emergency medical
techniciansand paramedicsare
unlikely to havethetimebefore
they attempt resuscitation to
searchawallet of someonein car-
diac or pulmonary arrest. If using
thedevice, itisbest tokeepitdis-
played or easily accessibleat all
times.



Theyellow DNROformwasre-
designed also with portability in
mind, allowing one document to
walk through many different

hedlth care settings. According to
FloridaStatutes, the DNRO may
now be honored in most health
care settings, including hospices,
adult family care homes, assisted
livingfacilities emergency depart-

ACALTH

State of Florida
DO NOT RESUSCITATE ORDER
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ments, nursing homes, home
health agenciesand hospitals. It
also protectsthe health care pro-
fessiona, from crimina prosecu-
tionor civil liability for thewith-
drawal or withholding of cardio-
pulmonary resuscitation. Thesig-
nificanceof portability meansthat
having oneform signed, whether
it isthe origina or a copy, and
keeping acopy withyouwill pro-
tect your wishesif you aretrans-
ferred between health care set-

tings

When apersonsignsaDNRO it
isacritical timeinhisor her life.
He or she has made a personal
choice, hopefully withthesupport
of family, caregiversand health
careworkers, including hospice
professionals and volunteers.
Evenif prepared, managing desth
isdifficult and may not occur in-
stantly. The person may experi-
ence awiderange of symptoms,
including shortness of breath,
pain, seizure or other problems.
When thishappens, those caring
for the patient may be unsure of
what to do, scared, or just want

the support of ahealth care pro-
fessond. Thisisthetimea which
many decide to call 9-1-1, the
emergency services telephone
number.

Any family member, caregiver or
hedlth careprovider cancall 9-1-
1 at any timeto attend to the pa-
tient withaDNRO. The DNRO
only meansthat in the event of
cardiac or pulmonary arrest, EMS
will not attempt resuscitation. A
personwill fill betreated for pain
and provided “comfort care.” It
is clear that a DNRO does not
mean “do not treat for pain,” “do
not offer comfort care measures
like oxygen™ or if thereisare-
versblemedica problem, “ do not
treat or trangport to another facil-
ity.” The State of Floridaisun-
dertaking an educationa effort to
prepare emergency medical tech-
niciansand paramedicsto better
respond to calls involving a
DNRO so that they are prepared
totreat and comfort patientsand
familiesat theend-of-life.

Emergency Medica Servicesper-
sonnd aretherefor thefamily and
actasaresourceinadifficulttime,



providing comfort careor trans-
port to another facility if theneed
arises. If 9-1-1liscalled, itisim-
portant to communicate a brief
description to the dispatch opera-
tor and explainthe situation. For
example, “ My family member has
aDNROform, but isconvulsing
and | don’'t know what to do.”

When the emergency medical
technician or paramedic arrives,
asmuch information aspossible
should be shared with them so
they will be able to provide the
most effectiveand efficient care.

Itisimportant to havethe DNRO
availableimmediatdy, sothat they
will not delay treatment while
someone searchesthroughfilesor
drawers for the proper docu-
ments. Make clear the wishes of
the patient, specificaly that they
do not want to bein pain or what
typeof comfort or carethey need
or request. The emergency re-
sponding EMS professional is
thereto answer any questionsor
concerns about treatment and
care.

Resour ces

When decidingto completeaDo
Not Resuscitate Order, it may be
best to speak withyour physician,
local clergy, or asocial worker
about your wishes. You should
asoinformyour family members
or caregiversabout your wish not
to beresuscitated. It isimportant
toreteratethat aDo Not Resus-
citate Order does not mean do
not treat, and the provision of com-
fort care measures, such asoxy-
gen or medicines are available
through emergency medical ser-
vices

If you have questions about the
DNRO, Form 1896, contact your
local EM Sprovider, your physi-
cian, local attorney or senior cen-
ter program. You can also call
(850) 245-4440, ext. 2735 or
writeto:

Bureau of Emergency
Medical Services

4052 Bald CypressWay
BinC 18

Talahasee, Florida
32399-1738



orvist
Bureau of EMS's web page at

http://www.doh.state.fl.us/demo/
EMS/default.htm

Floridais a very diverse state,
and many people haverequested
trandationsof theDNRO inther
nativelanguage. Unfortunately, the
Bureau of EMSdoesnot provide
trandationsof theform. Thereare
some health care agencies in
Floridathat do translate, but to
dateonly into Spanish. Emergency
medical servicesproviderscan-
not honor thistrandation, and it
should beused only for informa-
tional purposes. If the patient or
patient’s health care surrogate
signs a Spanish version they
should also sign the Department
of Health English version 1896
and keep theformstogether. This
ensuresthat aresponding EMT
or paramedic can read and honor
the English, Department of Hedlth
version, whilea so assuring that
the patient fully comprehendsthe
document.

DNRO Conclusion
Emergency medica servicespro-
viders throughout the state are
workingintheir communitiesto
provideleadership and resources
for peopleat theend-of-life. The
DNROisonetool peoplecanuse
to help ensure that their wishes
not to beresuscitated will be hon-
ored. The DNROwasredesigned
to be easy to understand, locate
and transfer between health care
settings. EM Swill work in part-
nership with the community and
health carefacilitiesto provide
medically appropriate and com-
passionate care, improving the
qudity of end-of-lifecare.



ospice careisaspeciad

way in which family
members and others provide
comfort and support toterminaly
ill loved ones during the final
monthsof their lives. Rather than
engageinpanful srugglestokeep
patientsaive, thistimeisused as
aperiod of socid, emotional, and
gpiritud healing. Theobjectiveof
hospice care is to improve pa-
tients’ quality of life by making
them ascomfortableaspossible.

Hospice carestrivesto managea
patient’spainwhilekeeping them
coherent and dert. It also empha-
szescareand counseling of both
the patient and hisor her family.
Although consent and certification
fromadoctor isnecessary for ad-
mittanceto hospicecare, itisof-
ten amore cost effective choice
thantraditiona hospitd care.

Should your loved one reach a
point where death appearsto be
inevitable, itisimportant to dis-
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cusstheir wisheswiththem. With
advancesintoday’smedical care,
aperson’slife can be extended
throughtheuseof lifesupport sys-
tems; however, theremainingqua-
ity of life may be unacceptable.
Often patientswith terminal ill-
nesseswould rather spend their
remaining timeinthe comfort of
their home, closeto family and
friends.




he loss of a loved one,

whether they lived to be
over 100 yearsold or died much
sooner, is a sad, painful, and
deeply personal experience.
While bereavement isatime of
reflectionand hedling, itisalsoa
timewhenmany criticd decisons
must be made. Thesedecisions
range from the choice of funerd
and burid arrangements, to assets
protection and accounting, aswell
assecuring your ownfuturecare
needs. Unlesslifecareand end-
of-lifeissues have been planned
well inadvance, adecision made
out of highly charged emotions
may proveto beproblematic.

Becareful. Do not be pressured
to make decisions on the spot or
too quickly. Do not beafraidto
get second and third opinions,
comparepricesand services, and
awaysseek informationfromin-
dependent sources.

Sadly, your period of bereave-
ment can be an opportunity for
dishonest personsto try to take
advantage of you. During this
time, dishonesty can take many
formsincluding attemptsto deny
benefitsor clamsdue, overcharg-
ingfor servicesrendered, or with-
holdingimportant informationthat
could affect the decisions and
choicesyou make. Pay careful
attention when making arrange-
mentsand consult with loved ones
when you have concerns.

Listencarefully tothoseindividu-
alswho have no vested interest
or potential gaininthe outcomes
of your decisions. Whilegriev-
ing, remember that your loved one
cared about you and would be
concerned about your financial
and physica wdll beinglong after
heor sheisgone.

Try to takecomfort in thetimes
and memoriesyou shared. Itis



okay tolaugh, cry, and talk about
your loved one as though he or
sheweredill withyouand remem-
ber al of these reactions are a
norma part of grieving.

Confused about funeral and burial services?

“Funerals: A Consumer Guide” is a publication
produced by the Federal Trade Commission. It
will assist you in asking the right questions and
help you understand your rights as a consumer
when making final arrangements. To request a
copy, write to:

Funerals: A Consumer Guide

Public Reference

Federal Trade Commission

Washington, DC 20580.
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Now that you know more about why
advance directives are important, it's
time to get started. Here are two re-
sources to help you as you begin to
make these decisions:

National Hospice & Palliative Care
Organization
www.nhpco.org
1-800-658-8898

Aging with Dignity
www.agingwithdignity.org
1-888-5-WISHES
(1-888-594-7437)

emsriuntor oy questions regarding this publication, contact:
Florida Department of Elder Affairs

ELDER Nitp://elderaffairs.state.fl.us

AFFAIRS  (850) 414-2000




