Questions that May Be Asked

During Interviews or Group Presentations


( What do you hope to accomplish by this program?  Why are you doing this now?

As medical technology improves and other health care advances are made, more adults will die following years of slow or intermittent decline in health, and will usually struggle with multiple chronic illnesses.  At some point along this path, many will need assistance to make informed health care decisions, and some will completely lose their ability to speak for themselves.

Advance care planning is a process to help individuals to receive the kind of care they prefer, not just at the end of life, but anytime they are unable to speak for themselves.  Without advance care planning, family members and others who care for individuals are put in very stressful situations by the fact that their elderly loved ones did not explain their health care wishes. 

We hope to make older adults realize how important it is to think ahead about the kinds of health care situations they may face, and to select someone they trust to speak for them if they are ever unable to speak for themselves.  They need to talk with this person about the things they value, as well as how they would like to be cared for in their last years of life.  We hope older adults will understand the importance of planning ahead now, while they are still able.  This will ensure that their personal choices are known, understood, and honored.
( What would happen to a person who was incapable of making his/her own health care decisions and hadn’t filled out any advance care planning forms?

If a person does not have a health care proxy, court processes might be pursued to name a person to act as his/her guardian and thus have the authority to make health care decisions.  But legal proceedings take time and may not be responsive to an individual’s need.  Physicians will often seek the input of family and loved ones for standard medical treatments.  However, decisions to withhold or withdraw life-extending treatments will not be made without a designated health care agent or proxy.  This includes the use of artificial nutrition or hydration (providing food and liquid by tube).  Specifically, if a person’s wishes to withhold artificial nutrition and hydration are not stated as known by the individual’s health care proxy, the medical treatment will be provided.  Cardiopulmonary resuscitation, or CPR, (emergency medical procedures to restart a person’s heart or lungs if the heart rate or breathing stop) will also be performed if the individual does not have a Do Not Resuscitate order.  

Remember: if you have completed a New York State Proxy Form, your health care wishes will be followed and decisions will be made by a trusted person that you have appointed.

( If a person were to complete advance care planning forms, is it realistic to think that his/her wishes are going to be carried out exactly?

This points out the importance of understanding your medical condition as it changes over the years and sharing information about your condition with the person you have selected to serve as your health care agent.  Advances in medical technology and changes in treatments can change the choices that are available.  It is a good idea to plan a periodic review of your condition and health care wishes, such as once a year, so that your health care agent knows of any changes. In the event of a change in your medical condition, this conversation may need to happen more frequently to help your agent know as much as possible to be able to make your decisions for you, if needed.

( What about Terri Schiavo?  There’s a lot of controversy surrounding end-of-life decisions.

It’s important to remember that the Terri Schiavo case became such a conflict because she had no advance directives at the time of her incapacitation.  She had not personally chosen anyone to be her health care agent, so her family became divided over difficult decisions regarding life-sustaining treatment

If people plan ahead and name someone to make decisions on their behalf by using a New York Health Care Proxy Form and then share their values and goals for their health care, they can control health care decisions that may occur in the future.

Cases like that of Terri Schiavo cause feelings of distress for everyone, because they relate to the end-of-life issues for someone young who is in an irreversible situation.  For older adults who are becoming frailer, difficult decisions may include whether to select elective treatments such as surgeries, or whether to remain at home with home health care or move to a health care facility.  For older adults who may live years with chronic illness and disability, there will be many decisions to make before and during their last phase of life. 

-The terminology for advance care planning seems confusing.  What does it all mean?

There are six important terms:

Advance Care Planning: Advance care planning is the process of recording your wishes for your end of like care.  Advance care planning includes the completion of any or all of the documents described below: the health care proxy, the living will, and the DNR.

Health Care Proxy: A document that allows you to name a health care agent.  This person will make health care decisions for you if you are unable to make them yourself.  It lasts until cancellation by you or upon your death.

Living Will: A document that enables you to leave written directions that explain your health care wishes for life-sustaining treatment.  You cannot name a health care agent in a living will; to do that you need a health care proxy.

Medical Orders for Life-Sustaining Treatment (MOLST) form: A physician order form used to express individual wishes to receive or withhold life-sustaining treatments, particularly in the event of a serious and potentially life-threatening illness.  The MOLST form applies to care immediately, whether the person has capacity or not.  (Available in some communities)

Do Not Resuscitate Order (DNR): A document that allows you to state whether or not you want to have cardiopulmonary resuscitation (CPR).  This refers to emergency medical procedures that attempt to restart your heart and lungs if your heartbeat or breathing stops.  A Non-hospital DNR Order is used by individuals who are not in a hospital or nursing home.  A physician must sign both the DNR Order and the Non-hospital DNR Order.

Advance Directives: Advance directives is a general term that includes the documents listed above: the health care proxy, the living will, the MOLST form, and the DNR.
( Won’t people get these forms to fill out if they’re admitted to the hospital to receive medical treatment?  Why should they fill them out now?

Yes, you will get these forms when you are admitted to the hospital.  However, it is important to think about the fact that you may be in the hospital for an illness or injury that limits your abilities to think clearly or communicate.  A stressful time is not a good time to make the important decisions involved in advance care planning.  By completing these documents before a crisis, you can be assured that your decisions were made with careful thought and planning, and that your wishes will have been clearly communicated.
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