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End of life decisions

● End-of-life decisions are the choices an individual makes, or 

that are made on their behalf, regarding medical care, 

treatment, and quality of life when facing a terminal illness or 

nearing death.

● These decisions aim to honor the person's values and 

preferences, often documented through advance care 

planning, such as living wills and medical power of attorney.
(National Institute on Aging, n.d.)
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Goals of Care

● Goals of care can be defined as the overarching aim of medical 

care

● This should be informed by patient’s underlying values and 

priorities

● They are established within the existing clinical context, and used 

to guide decisions about the use of or limitation on specific medical 

interventions.

(Gates, n.d.)
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Who should be having these conversations?

● Cancer
● Dementia
● Dialysis
● Oxygen dependent COPD
● Heart Failure
● Stroke
● Assisted Living
● Polypharmacy
● History of ICU admission
● "Surprise" question or “would you be surprised if this family member died in 

the next 12 months?”
● But realistically, everyone because nothing is certain and discussing 

these things prior to catastrophe is helpful
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Lingo

● Advance Directives/Living will -Medical Power of 

Attorney/health care proxy

● Advanced care planning ACP

● Do-not-resuscitate orders DNR

● Do-not intubate orders DNI

● Chemical code

● Orders for Life Sustaining Treatment POLST

● Palliative care

● Hospice Care
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No Documentation

● The medical system is designed to keep people alive without regard to 

the quality of life. Interventions will happen if you do not make your 

wishes known. If these wishes are not legally delineated, sometimes well 

meaning healthcare providers/ friends/family will have you treated in 

ways you would not want!

● Social work will attempt to identify a healthcare surrogate decision maker 

at some point if you are critically ill, this is sometimes a hefty challenge 

and can be a hefty burden for that person if requested to do so (and can 

be refused). If the patient has capacity to identify a person, that will be 

put in the record, but often times he/she is too unwell to do so
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Advanced Care Planning

Advanced Care Planning includes:

● Identifying a healthcare agent/durable power of attorney.

● Discussing values, goals, and what quality of life means
■ What gives your life meaning?

■ What are your hopes for your care?

■ Who should speak for you if you cannot?

● Expressing preferences for:
■ Hospitalization

■ ICU Care

■ Ventilators

■ Tube Feeding

■ Resuscitation

■ Comfort-focused care
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POLST

Purpose of POLST

● A medical order for seriously ill or frail individuals, not a general population form.

● Converts goals into actionable medical instructions.

When POLST Is Appropriate

● Moderate-late-stage Alzheimer's/Dementia

● Frailty or multimorbidity

● When clinician believes the patient would not be surprised to die with a year (discussing 

prognosis)

● When the patient or surrogate wants to clarify limits on medical interventions.

What POLST Covers

● Resuscitation status (CPR vs DNR)

● Medical Interventions: full treatment, selective treatment, comfort-focused care

● Artificial Nutrition options
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Notify Key People of Your Preferences

● Tell your doctor, family, and close friends about your end of life 

preferences

● If you have a local hospital, these documents should be made 

available to them as they will attach to your chart so if you are 

admitted and cannot speak for yourself they know what to do

● Do not keep the copy of the document in a safe - no one knows how 

to get to that, it needs to be accessible and your family/friends need to 

know how to access it
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The Five Wishes

1. My Healthcare Advocate

Choose the person you trust most to make legal healthcare decisions and carry out 

your wishes when you can’t do so yourself.

1. My Treatment Wishes

Outline in your own words the medical treatments you want or don’t want if you 

become seriously ill.

1. How Comfortable I Want to Be

Express how you want to be kept comfortable so your caregivers can help you feel 

at ease.

16



4. How I want People to Treat Me

Addresses personal dignity, such as having visitors, cleanliness 

5. What I Want My Loved Ones to Know

Tell your loved ones what they should know about you and how you want to be 

remembered.

(Aging with Dignity, n.d.)
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CPR Statistics

● In-hospital CPR has 15-25% survival discharge rate (note, this is 
not necessarily discharge to home - may be another hospital, 
rehab, nursing home, or to hospice)

● Neurologic function of survivors shows 14% have decline
● Functional performance also declined 25%
● Factors predicting failure to survive discharge include sepsis prior 

to CPR event, creatinine > 1.5 mg/dl, dependency for activities of 
daily living, hypotension on admission, metastatic cancer, and 
dementia

(Palliative Care Network of Wisconsin, 2025)
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American Preference

70% of Americans would prefer to be at home with loved 

ones in their final days yet only 25% die at home

(NEWS, 2003)
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Nonintervention

● Often in crisis in the hospital the treating MD/DO/NP/PA will order 

antibiotics, pressor support, oxygenation, hydration, nutrition, etc. 

● If these are not in line with your goals you can also opt to do nothing 

and die naturally and comfortably

● It is much harder emotionally for clinicians and loved ones to take 

away treatments once they have been started, however, heart 

breaking, most times these decisions must be made and the guilt 

family members take on trying to figure out what is best can be 

tremendous

● Ask your nurses! 
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Palliative Care

● Applicable across the disease spectrum with a goal of making life 

as comfortable as possible by controlling pain and symptoms

● Not prognosis dependent

● Not just for Cancer 

● Not in place of life prolonging therapies or hospitalizations

● Not “giving up”

(Rome et al., 2011)
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Hospice Care

● Comfort and support for patient and family when there is no longer 

benefit from cute-oriented therapy. Typically 6 months or less of life 

expectancy. 

● Meets patients where they are

● Covered under Medicare Part A

● RN, Social Work, Chaplain, Home Health Agency, and Grief Support 

for family

● DME/durable medical equipment

● 24/7 MD support

(M. C. Reeder, personal communication, February 13, 2026)

26



Spiritual Guidance

In 1992 the ELCA Church Council approved a 

message on End of Life Decisions prepared by the 

Division for Church in Society.
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● Life as a Gift: The message starts that Life is a 
gift from God, and that death is part of the life 
process to be respected

● Refusal of Treatment: Patients have the right to 
decline/withdraw medical treatment, including 
artificial nutrition and hydration, if it does not 
offer meaningful benefit.

● Definition of Care: The ELCA defines care as 
prioritizing comfort, pain relief, and 
emotional/spiritual support over the relentless 
pursuit of a cure.
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● Quality of Life: Decisions should consider 
whether treatment provides a "significant 
extension of life" or simply prolongs the dying 
process.

● Focus on Presence: The church encourages 
accompanying the dying with prayer and 
presence, focusing on God's love. 

(Evangelical Lutheran Church in America, 1992)
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Bishops Letter on “End of Life Decisions” 2005

● Response to the drawn out court decision making and conflict 

within Terry Schiavo’s family about her right to not pursue care

● Reaffirms that “We would continue to surround the dying loved-one 

with the assurance of God’s love and do what is possible to relieve 

any suffering.”

● And that “Competent patients are always the prime decision-makers 

and may refuse any treatment whether recommended or not by 

medical professionals”

(Benoway, 2005)
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When in Doubt

Call Pastor Mark! 

Pastor Doolittle is associated with LightBridge Hospice 

too. 
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Questions?

Special thank you to my Scripps Colleagues in Palliative Care, some of whom 

provided slides to poach for this presentation: Nerissa Cruz, MSW, Patricia 

Wragg, RN, Mary Carol Reeder, NP, Clint Morehead, MD
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