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Objectives

• Dementia at End of Life Overview

• Hospice or Palliative Care? 

• Hospice FAST Scale for Dementia 

• Facilitate better understanding of Advance care 

documents:



Objectives

• Living Will / Healthcare power of Attorney / Medical 

Orders for Scope of Treatment (MOST) / Golden Rod 

• Understanding North Carolina Hierarchy for 

surrogate decision makers

• Do Not Resuscitate (DNR) vs. Do Not Intubate (DNI) 

status



Dementia at End of Life Overview

Case Example

Alma  had been forgetful for years, but even after her family knew that Alzheimer's 
disease was the cause of her forgetfulness, they never talked about what the future would 
bring.  As time passed and the disease eroded Alma’s memory and ability to think and 
speak, she became less and less able to share her concerns and wishes with those close to 
her.

• This made it harder for her daughter Sylvia to know what Alma  needed or wanted.  
When the doctors asked about feeding tubes or antibiotics to treat pneumonia, Sylvia 
did not know how to best reflect her mother's wishes.  Her decisions had to be based on 
what she knew about her mom's values, rather than on what Alma actually said she 
wanted. 



Dementia at End of Life Overview 

• People can live with Alzheimer's or Parkinson's dementia for 
several years

• However, these are considered incurable, terminal diseases 
that eventually result in death.

• Dementia causes the gradual loss of thinking, remembering, 
and reasoning abilities

• Limits loved ones who want to provide supportive care at the 
end of life to know what is needed.



Dementia at End of Life Overview 

• Quality of life is an important issue when making healthcare 

decisions for people with dementia

• Some medicines may help to control some of the behavioral 

symptoms associated with the disease or to delay the progression 

in cases especially to mild to moderate Alzheimer's dementia.



Dementia at End of Life Overview 

• When making decisions for someone else near the end of life, 

consider the goals of care and weigh the benefits, risks, and side 

effects of the treatment

• Many people are unprepared to deal with the legal and financial 

consequences of a serious illness such as Alzheimer's disease. 



Dementia at End of Life Overview 

• “Legal and medical experts encourage people recently 

diagnosed with a serious illness-particularly one that is 

expected to cause declining mental and physical health-to 

examine and update their financial and health care 

arrangement as soon as possible!”



Dementia at End of Life Overview 

• Basic legal and financial instruments, such as a Living Will,  a 

living trust, and Advanced Directives documents  are available 

to ensure that the persons late stage or end-of-life healthcare 

and financial decisions are carried out.



Hospice or Palliative Care? 

Palliative Care

•Treatments that support alleviating symptoms of chronic, 

life-threatening diseases.  (Heart failure, COPD, 

Parkinson's, and dementias)

•Patient's health approach is a curative plan 



Hospice or Palliative Care? 

Hospice Care

• Treatments that support and facilitate comfort and 

transitioning from life to death.

• When conventional treatments have failed, illness remain 

incurable, or the progression of a disease has not slowed down



Hospice or Palliative Care? 

Hospice Care

• Hospice can be offered in the home, skilled nursing  or assisted 

living facilities, or Hospice Houses. 

• Many patients and families wait too long to consider hospice 

care services.



Hospice or Palliative Care? 

Hospice Care

• The FAST Scale is a 16-item scale designed to parallel the 

progressive activity limitations associated with Alzheimer’s 

disease.

• Stage 7 identifies the threshold of activity limitation that would 

support six-month prognosis; however all sub stage FAST Scale 

indicators under stage 7 must be present. 



Advance Care Planning

•Process by which patients and their clinicians engage 
in discussions about future goals of care and 
preferences at the end of life

•Patients should be encouraged to discuss their care 
preferences with not only their clinician but also their 
loved ones

•Fully informed patients with decisional capacity have 
the right to forgo or terminate life-sustaining 
treatments
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Care Alignment Tool (CAT)

❖ Guide for GOC Discussions
❖ Complete on admission, 

ED encounters, SNFs, or 
with changes in advance 
directives 

❖ Obtain permission to talk 
about goals

❖ Document goal comments
❖ Designate Code Status
❖ Complete MOST or DNR if 

appropriate



Care Alignment Tool (CAT): Final Report



Advance Directives – Living Will 

•Living Will:

• Provides information about an individual’s end-of-life 
care preferences to help guide surrogate decision 
makers

• Comes into effect when patient has a terminal illness 
with no chance of recovery

• Signed by declarant, with 2 witnesses and notary

• Can be completed by Pastoral Care in the hospital
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Living Will



Living Will



Living Will



HCPOA



HCPOA



Surrogate decision maker

• Most states and the VA have laws or policies designating a 

hierarchy of legal surrogate decision makers for patients who 

lack decision making capacity

• Surrogate decision makers should also have the mental 

capacity to serve in this role

• Frail elderly couples often choose their adult children instead 

of spouses
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Surrogate decision maker

• If the patient does not have family to fill the role of health 

care surrogate, the clinician can petition the court to 

appoint a legal guardian

•Surrogate decision makers are expected to make decisions 

they believe the patient would have made through applying 

substituted judgement/based on the patient’s best interests
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North Carolina Hierarchy 

ORDER OF HEALTHCARE DECISION-MAKING

Patient

Healthcare Power of Attorney

Legal Guardian

General POA with Healthcare Power

Spouse

Majority of reasonably available parents and children over 18

Majority of reasonably available siblings over 18

Individual with established relationship with patient who is acting in good faith and can reliably convey 
patient's wishes

If none of the above, then Attending Physician

Reasonably Available:
Able to be contacted without 
undue effort and be willing 
and able to act in a timely 
manner



Medical Orders

•POLST (Physician Orders for Life-Sustaining Treatment)

•Helps to identify patient’s preferences about treatments 

such as resuscitation, feeding tubes and antibiotics

•Serve as physician orders that are active outside the 

hospital and are honored by paramedics



Medical Orders

•Names of these forms can vary across states

•MOLST (Medical Orders for Life Sustaining 

Treatment)

•MOST (Medical Orders for Scope of Treatment)

•POST (Physician Orders for Scope of Treatment)



Golden Rod

• Signed medical order indicating no 
attempts should be made to 

resuscitate

• Honored by EMTs

• Medical Order

• Issued by MD/ACP

• Not hypothetical; immediately “in 
effect”

• No interpretation

• Immediately directs care in the 
event of a cardiac arrest



“DNR DO NOT TREAT!”



Medical Orders for Scope of Treatment: 
(MOST) 

• Specifies wishes for end of life

• Portable

• Medical Order, Condenses Living Will

• Effective in non-arrest scenarios

• Option to receive or withhold treatment

• Requires patient or proxy signature

• Includes specifics on other medical 

interventions, not just code status



MOST Form : Components 

•Code Status

•Medical Interventions

•Antibiotics

•Medically administered 
fluids and nutrition

•Discussed with and agreed 
to by…



Section A: Cardiopulmonary Resuscitation  

• Attempt Resuscitation (CPR)

• Do not attempt resuscitation 

(DNR/No CPR)

• Only one should be selected

• Only if no pulse and no 

breathing (Cardiopulmonary 

arrest)



Section B: Medical Interventions

• Patient is not 

experiencing 

cardiopulmonary arrest 

(no indication for CPR); 

has pulse and/or is 

breathing

• Note all mention 

“provide comfort 

measures”



Section B: Medical Interventions

• Full Scope of Treatment

• Intubation/mechanical 

ventilation

• Cardioversion

• ICU admission

• Transport to hospital 

• All other appropriate 

treatment

• “Goal is usually longevity” 



Section B: Medical Interventions

Limited Additional Interventions 

• No intubation/mechanical 

ventilation

• No cardioversion

• No ICU admission; avoid

• Transport to hospital if indication

“Goals: not usually longevity, more 

function”



Section B: Medical Interventions

Comfort Measures 

• No intubation/mechanical 

ventilation

• No cardioversion

• No ICU admission

• Transport to hospital ONLY if 

comfort can’t be met in current 

location

• “Goals: Comfort/Hospice”



Section C: Antibiotics 

•Antibiotics

• If life can be prolonged

•Determine use or limitation 
of antibiotics when infection 
occurs

•No antibiotics (Use other 
measures to relieve 
symptoms)



Section D: MEDICALLY ADMINISTERED 
FLUIDS AND NUTRITION

• IV fluid options

• To receive long-term if 

indicated

• To receive for defined trial

• No IV (provide other 

measures for comfort)

• Feeding tube options

• To receive long-term if  

indicated

• To receive for defined trial 

period
• No feeding tube



Section E: DISCUSSED WITH AND AGREED TO BY:

• Patient

• Patient

• Healthcare agent

• Legal guardian

• Attorney in fact (DPOA) 

with power to make 

healthcare decisions

• Spouse



Section E: DISCUSSED WITH AND AGREED TO BY:

• Majority of reasonably 

available parents and adult 

children

• Majority of reasonably 

available adult siblings

• An individual with an 

established relationship with 

the patient who is acting in 

good faith and can reliably 

convey the wishes of the 

patient



Validation Signatures: Provider, Patient/ 
Proxy, and Renewal Signatures 



Questions



References 
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ACP power point Cindy Stafford, ACP

http://compassionatecarenc.org/wp-content/uploads/2016/03/Using-the-MOST-

Form-Guidance-for-HC-Professionals1.pdf

http://compassionatecarenc.org/wp-content/uploads/2016/03/FAQ-MOST.pdf

http://compassionatecarenc.org/wp-content/uploads/2018/08/Key-Facts-about-

MOST.pdf

http://compassionatecarenc.org/ncpcc-provider-resources/

http://compassionatecarenc.org/wp-content/uploads/2016/03/Using-the-MOST-Form-Guidance-for-HC-Professionals1.pdf
http://compassionatecarenc.org/wp-content/uploads/2016/03/FAQ-MOST.pdf
http://compassionatecarenc.org/wp-content/uploads/2018/08/Key-Facts-about-MOST.pdf
http://compassionatecarenc.org/ncpcc-provider-resources/
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