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PROBLEM How to ensure that residents of a multilevel long-term care facility are able to indicate
treatment preferences for the future (when they will be unable to participate in decision making).
OBJECTIVE OF PROGRAM To review the methods used to create a "living will" document suitable for
a long-term care population that can be used as a guide and template for other long-term care
populations.
MAIN COMPONENTS OF THE PROGRAM The process includes gathering information, developing
possible models, designing the document, the review process, and implementing the document.
CONCLUSIONS Developing a living will document is not a simple process. The design should suit
the population for whom the document is developed. Primary care physicians, other health care
providers, and clergy should provide input.

PROBLEME Comment s'assurer que les pensionnaires d'un etablissement de soins prolonges offrant
plusieurs niveaux de services soient en mesure d'indiquer leurs preferences pour les traitements
futurs (lorsqu'ils ne pourront plus participer aux decisions).
OBJECTIF DU PROGRAMME Passer en revue les methodes utilisees pour creer un << testament
biologique >> applicable aux pensionnaires d'un etablissement de soins prolonges et qui pourrait
servir de guide et de modle pour d'autres populations neeessitant des soins prolonges.
PRINCIPALES COMPOSANTES DU PROGRAMME Le processus comprend notamment la cueillette
d'informations, l'elaboration de modees applicables, la redaction, la revision et la mise en

application du document.
CONCLUSIONS L'elaboration d'un testament biologique n'est pas un processus simple. Sa forme
doit convenir A la population A laquelle il est destine et neeessite la contribution des medecins de
premiere ligne, des autres intervenants et des membres du clerge.

(on Fam Physicion 1996;42:2413-2420.

ITH THE ADVENT OF MODERN

medical technology that
can prolong life and post-
pone death, many people

no longer assume that physicians
always know what is in the best inter-
est of patients. ,2 Patients now fre-
quently participate actively in
personal health care decisions.
Traditional professional attitudes are
being challenged as patients exert
their right to decide.3 Patients, their
families, and physicians now must
decide together whether pneumonia
treatment or cardiopulmonary resus-
citation (CPR) should be provided
during end-stage or terminal illness.4
As the population ages, heavy

demands will be made on the health
care system and more emphasis placed

on advance health care directives to
help avoid costly but relatively futile
treatments.5 The elderly, who are at
risk of losing their ability to partici-
pate in medical decision making
because of cognitive impairment, are
prone to many chronic illnesses for
which treatment outcomes vary great-
ly. Primary care physicians, because of
their long-term relationships with
patients, can play an important role in
ensuring continuity of care and
expression of treatment wishes.
The desire to maintain some per-

sonal autonomy in health care deci-
sions is an important aspect of
contemporary care planning.6 In line
with this, Toronto's Baycrest Centre for
Geriatric Care made a commitment to
improve access to and assistance with
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formulating and documenting personal wishes in a
living will document especially developed at the
Centre for its residents. This document would
address secular and religious needs and be specific
to the clients and programs at the Centre.7'8

Other documents already available were
thought by the Centre's working party to be too
cumbersome and detailed for Baycrest's clients
and families, to have complicated formats, or to
address religious choices inadequately. Although
existing generic documents would be useful for
many people, the working party thought a strong-
ly ethnic or religiously affiliated facility, such as
the Baycrest Centre, should custom design a doc-
ument and an information and implementation
program directed specifically to the needs of resi-
dents at the facility.

Process
Development and implementation of living will
documents is challenging.91l2 A multidisciplinary
working party, made up of administrators, family
and geriatric physicians, nurses, social workers,
and clergy, examined many existing documents
and determined the format most suitable for
Baycrests's elderly population. The working party
considered numerous living will models that allow
individuals to extend their autonomous decision
making into the future."

The development process included presenting
the living will document to community members
for feedback on clarity, ease of completion, lack of
ambiguity, importance of the questions, and rele-
vance to common situations. Because of the
Jewish framework of the Centre, the document
was presented also to a panel of community rab-
bis for comment and input. Later drafts of the
document were circulated to key health care pro-
fessionals, and input and comments were sought
from the Centre's primary care and specialist
physicians, many ofwhom have community prac-
tices as well as their Baycrest and University of
Toronto affiliations.

Types ofliving wills
Most living wills instruct surrogate decision mak-
ers in broad terms and express wishes to withhold

or withdraw treatments in certain, often end-of-
life, situations. Instructional living wills can be
explicit for specific situations, and ranges of treat-
ments often are structured as a grid. Living wills
that combine checklists with alternative scenarios
are sometimes confusing and too abstract for
elderly patients and health care providers. So-
called "values history" documents allow individu-
als to express personal beliefs and values in
narrative form. The working party decided that,
although it can help guide decision makers, the
narrative form might be hard to interpret in clini-
cal situations.

In addition to treatment instructions, living
wills usually designate substitute decision makers
(also known as proxies or durable power of attor-
ney). The working party thought that this item
would have the advantage of providing substitute
decision makers not only for end-of-life decisions
but also for decisions in a range of situations,
including during temporary incapacity. The
problem with designating substitute decision
makers is that some individuals do not have a
suitable person available or, in fact, anyone with
whom they discuss their values and wishes.'4

Baycrest Centre living will
Because Baycrest Centre's population is heteroge-
neous, the living will was tailored to meet diverse
needs and wishes. It incorporates instruction and
proxy directives; leaves room for personal wishes,
beliefs, values, and spiritual consultation; and
provides for organ donation (see page 2420).

Proxy directive. In this section, patients desig-
nate substitute decision makers. This is especially
important if the desired decision maker is not the
one designated in most consent-to-treatment leg-
islation (spouse, child, etc). Proxies make deci-
sions for treatments that require consent (if there
are no clear instructions) and interpret treatment
wishes. The instruction directive should guide
proxies' decisions.

Because treatment wishes can be interpreted
different ways, a dispute resolution mechanism
should be established when patients name more
than one proxy.5 Options include proxies making
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decisions one at a time in the order of listed
authority; proxies deciding collectively and
patients indicating how they want disagreements
resolved (eg, eldest child has the final word);
patients limiting proxies' authority only to certain
decisions (eg, one proxy makes decisions about
medical care and another about personal care).
Patients might indicate how they want their pri-
mary care physicians to interpret treatment deci-
sions with their proxies in cases of differences in
interpretation.'6 Preferences specified in the
instruction directive ideally should be discussed
with proxies; unaddressed issues must be dealt
with by proxies on their best understanding and
with the best interests of patients in mind.

Instruction directive. In this section, resi-
dents indicate their wishes for life-maintaining
treatments. Treatment options are presented
along with explanations that provide a context
for exploring residents' wishes and views of life
and death. Discussing this section with patients
provides primary care physicians with a
unique opportunity to educate patients about
life-sustaining treatments and how they reflect
people's wishes.'7

Options permit refusal of treatment and
requests for interventions if clinical conditions
warrant potentially beneficial interventions.
Patients can choose to defer to their proxies for all
decisions or only for certain decisions.

Religious preferences. The document con-
tains a short section dealing with health-
care-related religious preferences. This is
especialy important in organizing care for indi-
viduals with strong religious affiliations and
preferences.

Additional instructions. The document pro-
vides space for a personal statement. In the
process of completing a living will, a patient's per-
sonal values and beliefs should be discussed.
Because personal values cannot always be cap-
tured as defined decisions, additional instructions
should elaborate on the specific treatment options
selected in the instruction directive.

This section gives primary care physicians an
opportunity to open up discussion with patients.
Patients have an opportunity to express their
personal views on health care to their proxies,
their primary care physicians, and other health
care providers before critical illness and at the
end of life.'8

Procedure. During development of the docu-
ment, the working party decided that the
Centre's Department of Social Work should
coordinate the process. During admission, social
workers would inform patients and their families
of a patient's right to participate in clinical deci-
sion making, including the right to accept or
refuse medical treatments and the right to for-
mulate a living will, and would provide copies of
the living will document to applicants. Before
admission and during patients' annual quality-of-
life reviews, or at the request of residents, living
wills can be modified and changes documented
on health care records. Actual living wills are
placed in a clearly marked section of patients'
health records.

Implementation and evaluation
As part of the process of implementation, we
surveyed the Centre's physicians on their
knowledge of living wills; their attitudes about
the importance of such documents for deci-
sion making; and their professional, ethical,
and legal responses to advance instructions
under various circumstances. Of the 22 (of 23)
physicians who completed the survey,
14 (64%) were able to determine from the
document who the substitute decision maker
was and indicated that they would comply
with that person's treatment decisions; three
(14%) were able to determine who the substi-
tute decision maker was but were not sure
whether they would carry out the proxy's
treatment directive; three (14%) were unable
to identify the substitute decision maker and
were also unsure whether they would accept
his or her treatment decisions; and two (9%)
were unsure how to identify the substitute
decision maker and would not comply with his
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or her treatment decisions if they conflicted
with their own principles.

These issues have been approached through
various information and education programs for
physicians and other staff. Physicians' input, rec-
ommendations, and acceptance of the final docu-
ment have been important in assuring all
concerned that the process meets the needs of
patients and their families and is congruent with
the responsibilities of the medical staff, especially
primary care providers.

Since implementation in summer 1995, the
Department of Social Work has been responsi-
ble for presenting the living will document to
new applicants and offering the option of com-
pleting it and for reviewing the document with
clients already residing in Baycrest Centre.
Thus far, applicants to and residents of
Baycrest Terrace, the apartment complex for
those with the highest level of function, have
responded most positively. Many of these resi-
dents have chosen to use a descriptive living
will rather than our more formal document.
Applicants to the Jewish Home for the Aged,
which serves a much frailer population, have
been reluctant to use the document as such and
have designated proxies only by saying, "Leave
it to my children." For the purposes of consent,
this is sufficient and fulfils the proxy compo-
nent of the document. However, it does not
address the details.

In our continuing care units, we have begun
discussing with competent patients the impor-
tance of detailed instructions and of including
family members in discussions so they are pre-
pared for future events. The process is progress-
ing slowly as clients struggle with the necessity for
such a document and understanding its purpose.
The social workers involved think there is a lag

between understanding, interest, and desire
among our population to provide formal and
detailed instructions when they feel secure in the
care of Baycrest Centre with their families acting
on their behalf. It will probably take more time
and more awareness of the potential importance
of living wills before this population uses the doc-
ument more frequently than at present.

Discussion
The Baycrest Centre's living will initiative has
three goals. It aims to empower capable patients
to maintain some control over future life-sustain-
ing treatments; it hopes to facilitate communica-
tion among patients, proxies, and health care
providers about end-of-life decisions; and it aims
to determine whether incapable patients already
have living wills and, if so, to ensure that they are
available to care providers.

For many reasons, older people are reluctant
to complete living wills and appoint proxies for
personal and health care needs. Growing evi-
dence suggests that, with a concerted effort,
older people can be helped to understand the
importance of having living wills that at least des-
ignate substitute decision makers. 8-22 Our expe-
rience at Baycrest Centre supports the premise
that, with time and effort, many people, who
would otherwise not broach the subject, are will-
ing to discuss the issues, make their wishes
known, and then complete living wills, even if
only to formally name proxies or use descriptive
rather than objective terms to define their
end-of-life preferences.
The Baycrest Centre initiative was an attempt

to develop a document suitable to our client pop-
ulation, to educate staff and the community
about living wills, to help applicants and residents
obtain suitable information and advice, and to
emphasize the importance of discussion with fam-
ilies, proxies, primary care physicians, and other
care providers. Baycrest Centre applicants and
residents can request alternative types of living
wills if they prefer. The living will initiative is
expected to enhance patient decision making and
patient satisfaction progressively and, ultimately,
to contribute to enriching the quality of life of the
elderly population served by Baycrest Centre.

Conclusion
Decisions to limit end-of-life treatments are an
increasingly common feature in the clinical
management of long-term care patients."9 Even
if the proportion of patients who complete living
wills does not increase noticeably, primary care
physicians especially can improve patient care
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by initiating discussions about future treatment
decisions and appointing substitute decision
makers.2022 The process should help older peo-
ple to express personal views on the meaning of
quality of care and quality of life. The usefulness
of living wills in long-term care facilities will
depend undoubtedly on the expectations that
patients, physicians, and the community have of
them.2' In order for the Centre to honour resi-
dents' wishes, these expectations must be dis-
cussed, clarified, and documented. a

Correspondence to: Dr Michael Gordon, Baycrest Centre
for Geriatric Care, 3560 Bathurst St, North York, ON
M6A 2E1; email M.Gordon@utoronto.ca
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