Algorithm for

End-of-Life Decision Making / Advance Care Planning

Is Death a Certainty?

)

Is imminent death a
possibility due to
current condition or
due to a high-risk
procedure about to
be undertaken?

Is death

outcome due to
progressive life
threatening illness?

a probable

Yes

Is the patient
capable?

Determine whom
patient w ants to
include in discussion

Determine legal Substitute
Decision Maker and whom
SDM wants to include in
discussion

Determine team members to be included in the
meeting/discussion and assign roles, i.e.

o

Advance Care Planning?

disclose info-Physician
ensure understanding-Nurse
provide support-Chaplain/PC Team

Is CPR an appropriate treatment option
and being offered a part ot the treatment

Has the individual expressed
a desire to engage in

a Provide information

Continue Care Planning (Available
to assess by calling 1-888-910-1999
the need or through your local

to initiate Alzheimer Society)
discussion Promote discussion with
related to family and family
advance physician related to

care advance care wishes.
planning. Encourage the individual
to appoint a Substitute

related to the process of
advance care planning.
See: A Guide to Advance

Decision Maker ( Power
of Attorney for Personal
Care) and also ensure
SDM is aware of his/her
wishes related to health
care. If the person does
not wish to have CPR, the
health care provider
involved in the discussion
can fill out the
Communication of Care
Wishes form and have the
person take it with him /
her whenever health care
is being provided. In the
home, the document
should be displayed in a
prominent location so that
in an emergency,
paramedics can attempt to
honour the documented
wishes by consulting with
the base hospital physician
for direction related to

plan

/Convene a meeting/conference. \
If patient is capable, determine
patient wishes, goals, beliefs and
values. If patient is incapable,
determine previously expressed
wishes (advance care directives,
living will)

Provide info r/t disease, treatment
options and recommend a
treatment plan.

CPR is offered. Anticipated
outcome of CPR is discussed.
Patient or SDM if patient is
incapable consents to or refuses
CPR and other treatments offered

CPR

(& )

as part of the treatment plan.

See page 2

Convene a meeting/conference.
If patient is capable, determine
wishes, goals, beliefs and values.
If patient is incapable, determine
previously expressed wishes
(advance directives, living will)
Provide info r/t disease, outline
interventions being offered in the
plan of treatment and explains
why CPR is not being offered.
Ensure that patient and others
involved in discussion
understand that “no CPR” does
not mean no treatment. Patient
or SDM if patient is incapable
consents to or refuses the
treatments/plan of care being
offered.

Has consensus
been reached?

(& /




Has consensus been reached?

Yes

Document details of discussion
and expressed consent to the plan

of treatment

(o

ommunicate plan to all providers involved
in care.

The most recently expressed wishes (verbal or
by any other means) of the person are to be
honoured in an emergency situation. Review
and discuss the treatment plan at the request
of the patient/ resident, the SDM, if the
person is incapable, whenever there is a
significant change in condition and at
regularly scheduled reviews.

(&

No

Document details of discussion
and plan of action for conflict
resolution

Arrange for Expert Opinion
Refer to Supportive / Palliative

Care Team

with

~

(S

/Appropriate Team members meet individually\

parties to gather info:

Normalize the conflict

Assess cultural difference

Identify the meaning of the conflict

Consider problems related to differences
in power and hierarchy

Acknowledge desire for voluntary
resolution

/

/
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/ Convene a Meeting \

Negotiate ground rules
Acknowledge the conflict
Bring new expert opinions to the table
Identify the cost of the conflict
Appeal to a higher responsibility
Clarify what is being said
Identify meaning
Find a shared purpose
Test choices for outcome
/

Has consensus been reached? ]

Arrange ethical and/or legal consultation

Continue dialogue and ongoing support to all

parties.
Remain open to voluntary resolution.

Reconvene to discuss information following

ethical / legal consultations.

enacted

Inform parties of the plan of treatment to be

\

J

HEALTH CARE RECORD.

DOCUMENT DETAILS OF DISCUSSION
AND PLAN OF TREATMENT ON THE




