Sample Command Policy Statement

Regarding the Implementation of

THE PATIENT SELF-DETERMINATION ACT

This command respects the individual rights of each adult to participate in their own healthcare decision making to the maximum extent of his or her ability.  These policies and procedures are intended to ensure decisions are followed.

1. Specifically, command policy requires the hospital to:

2. Document in the inpatient medical record whether an Individual has executed an advance directive;

3. Not condition the provision of care on whether an individual has executed an advance directive

4. Provide each inpatient with written information on the Individual’s rights to accept or refuse medical/surgical care or treatment and to formulate advance directives;

5. Provide education to its staff and to the community at Large regarding advance directives.

INFORMATION ON YOUR ADVANCE DIRECTIVE

  
A Combined Living Will/Durable Power of Attorney for Health care for use in the District of Columbia, Maryland and Virginia

INTRODUCTION
You have the right to make decisions regarding you medical care you also have the right to appoint

Someone to make medical decisions for you if you cannot make these decisions yourself.  The person you appoint must be an adult, one at least 18 years of age, and who is called an agent or proxy.  The document in which you appoint that person and/or leave directions regarding your health care is called an advance directive.

There are three kinds of advance directives: Durable Powers of Attorneys for Health Care; Living Wills; or any written or oral statement by a patient regarding his/her treatment preference which is valid.  You can have one or all.  The attached form combines all three advance directives into one document.  You are not obligate to have an advance directives, but having one makes your wishes clear.  Your advance directive allows others to make decisions related only to your health care; it does not allow them to make any other decisions such as financial ones.  If filled out correctly, this advance directive form should be valid in Washington, DC, Maryland and Virginia.


The attached advance directives does not cover every possible medical condition.  As you can see, it covers only those persons who may be in a terminal condition or in a persistent vegetative state.  Because it is impossible to create a useable form to cover every conceivable medical condition, it is very important that you discuss your feeling regarding future medical treatment, quality of life and other similar matters with your proxy are the key to ensuring the implementation of your medical directives.

If you choose to fill out the attached advance directive, please read each option carefully and choose only those options you want to apply to you.  Each section has a blank space for you to express your wishes in your own words if you like.  If there is not enough room on the form, you can put your wishes down on a separate sheet of paper, but please indicate on the form that you have added pages.  These instructions are followed by definitions for some of the language used to talk about advance directives.  If there is anything you do not understand, ask us and we will refer you to someone who can help.

You should discuss your advance directive with the person you appoint as your agent, your doctor, family, friend, religious advisor, and anyone else who might be involved in your care.  This advance directive should be included in your patient record. 

WORDS YOU NEED TO KNOW

Advance Directives:  A properly executed Durable Power of Attorney for Health Care; or a properly executed Living Will; or any written or oral statement by a patient regarding his/her treatment preferences which is valid.

Adult:  A person at least 18 years old or a person allowed by law under certain circumstances to make health care decisions even though he or she is not yet 18 years old.

Agent, Proxy or Surrogate Decision-maker:  These are terms used for the person appointed in an advance directive to make health care treatment decisions for a patient.  Such a person is also sometimes described as a substitute consent giver.

Analgesics/Sedatives:  Medications to relieve pain and provide comfort.  These drugs may affect a patient’s ability to pay attention or concentrate.

Antibiotics:  Drugs used to treat patients with infections.

Artificial Nutrition and Hydration:  Food and fluids given a patient through a feeding tube inserted in the vein, nose or stomach.

Autopsy:  The examination of a body for the purpose of inquiring into the cause of death.

CPR:  Cardiopulmonary Resuscitation (CPR) is the use of drugs, electric shock, chest compression and/or respirator to try to restart a patient’s heartbeat or breathing.

Diagnostic Testing:  Tests that are done to determine a patient’s illness, disease or condition.  Diagnostic testing can involve something as simple as an x-ray or blood test, or it can involve more complicated procedures.

Experimental Therapies:  Treatment involving drugs or procedures that have not yet been proven to be safe and/or effective.

Incompetent:  A person is incompetent when an illness, disease or some other condition keeps him or her from being able to make decisions.  Advance directives only deal with situations where someone cannot make health care decisions.

Kidney Dialysis:  Cleaning or filtering the blood by machine or by fluid passed through the belly.  Dialysis is used if the kidneys are no longer functioning or not functioning well.

Life Sustaining Treatment:  Any medical intervention that artificially prolongs life or delay death.  Respirators and ventilators, CPR, and kidney dialysis are examples of treatments that can be life-sustaining.

Persistent Vegetation State:  A type of irreversible coma usually caused by severe brain damage where a person has reflexes but no apparent ability to think or respond.

Respirator or Ventilator:  A machine connected to a tube that is put in a patient’s throat (airway) to help a patient breath.

Terminal:  At or near end of life.

Transfusion:  Putting blood or blood products into the blood stream through a needle put in a vein. 

MY ADVANCE DIRECTIVE

A combined Living Will/Durable Power of Attorney for Health Care

For use in the District of Columbia. Maryland and Virginia

I, __________________________________________________, being of sound mind, make this statement as a directive regarding my medical care.

(FOR EACH SECTION CHOOSE EITHER A, B, OR C BY MAKING YOUR CHOICE WITH YOUR INITIALS)

APPOINTMENTS OF PROXY

  (a)  [     ]   I appoint (give name, address and phone number)

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

To make health care decisions for me, if and only if, I cannot make or communicate my own health care decisions.  If the person I appointed above cannot or will not make health care decisions for me I appoint (give name, address and phone number)  _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

 (b)  [     ]    I have not appointed anyone to make a health care decisions for me in this or any 

     other document.

DIRECTIONS FOR MEDICAL TREATMENT

I want the person(s) I have appointed above to be guided by the choices I have indicated below.  If the person(s) I have appointed is (are) not available to make decisions or I have not appointed someone.  I want my doctors, family, friends, religious advisors and anyone else that might be involved in my care to be guided by the choices I have indicated below.

DIRECTIONS REGARDING TERMINAL CONDITIONS

If I am ever in an incurable or irreversible mental or physical condition and my doctors conclude I have no reasonable expectation of recovery, that I am dying, and that the use of life-sustaining procedures would only prolong my dying:

1. Life-Sustaining Treatment in General.

(a)  [     ]  I DO NOT  want life-sustaining treatments started.  If life-sustaining treatments have been 

started, I want them stopped.

(b)  [     ]  I DO want life-sustaining treatments that my doctors think are best for me.

(c ) [     ]  My instructions are as  follows:____________________________________________

  _____________________________________________________________________

  _____________________________________________________________________

2. Nutrition and Hydration in Particular.

(a)  [     ]  I DO NOT want artificial nutrition and hydration started if it would be the primary

   treatment keeping me alive.  If artificial nutrition and hydration have been started, I want 

   them stopped.

(b)  [     ]  I DO want artificial nutrition and hydration that my doctors think are best for me.

(c)  [     ]  My instructions are as follows:_____________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

3. Comfort Measures.

(a)  [     ]   I want to be kept as comfortable and pain free as possible even if by doing so might either prolong my dying or shorten my life.

(b)  [     ]  My instructions are as follows:  ____________________________________________

               _____________________________________________________________________________

               _____________________________________________________________________________

DIRECTIVE REGARDING PERSISTENT VEGITATIVE STATE AND OTHER 

IRREVERSIBLE COMAS

If I am ever in a persistent vegetative state or other form of irreversible coma (if I have such severe brain damage that my doctors conclude that to the best of their knowledge I have lost the ability to think or respond to people):

1. Life-Sustaining Treatment in General.

      (a)  [     ]  I DO NOT want life-sustaining treatments started.  If life-sustaining treatments have

          been started, I want them stopped.

      (b)  [     ]  I DO want life sustaining treatments that my doctors think are best for.

      (c)  [     ]  My instructions are as follow:  __________________________________________

         __________________________________________________________________

         __________________________________________________________________

2. Nutrition and Hydration in particular.

(a)  [     ]   I DO NOT want artificial nutrition and hydration started if it would be the primary treatment  

               keeping me alive.  If artificial nutrition and hydration have been started, I want them stopped.

(b)  [     ]   I DO want artificial nutrition and hydration that my doctors think are best for me.

(c)  [     ]  My instructions are as follows:  _________________________________________  

 _________________________________________________________________________

_________________________________________________________________________

3. Comfort Measures.

(a)    [     ]   I want to be kept as comfortable and pain free as possible even if by doing so might

     either prolong my dying or shorten my life.

(b)    [     ]   My instructions are as follows: ___________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

SIGNATURES 
(Must be completed for your advance directive to be valid)

BY MY SIGNATURE BELOW INDICATE THAT I UNDERSTAND THE PURPOSE AND EFFECT OF THIS DOCUMENT.

Signature:__________________________________________ Date:   _____________________

Address:______________________________________________________________________

WITNESSES

I believe the person who has signed this advanced directive to be of sound mind, that he or she signed or acknowledged this advanced directive in my presence, and that he or she does not appear to be acting under duress, fraud, or undue influence.  I am not related to the person making this advance directive by blood, marriage or adoption, nor, to the best of my knowledge, am I named in his or her will.  I am not the agent appointed in this advance directive, and I am not a health care provider or an employee of a health care provider that is now, or has been in the past, responsible for the care of the person making this advance directive.

Signature: ___________________________________  Date:____________________________

Address:   ____________________________________________________________________

Signature:  ____________________________________  Date: __________________________

Address:  _____________________________________________________________________

