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Do you have a written plan stating 
what health care treatments you 
would or would not want if you 
could not speak for yourself? 

Do other people know what your 
wishes are?



“I don’t know…it’s too hard”



Objectives:

• Raise awareness about advance care planning at Foundation Health 
Partners.

• Employees will understand the concept and importance of advance care 
planning.

• How to initiate difficult but essential conversations and document 
personal values and preferences.

• Instructions for completing your own advance health care plan.

• Where to find reliable guidance and resources.



 Advance care planning is a process to help you plan your medical care in advance. It is important 
because some time in the future you may become too unwell to make decisions for yourself. 

 Advance Directive- A written statement recognized under state and federal law that specifies how 
an individual person (declarant) wishes to be treated under specific medical conditions or in the 
event of a terminal or irreversible illness. (legal document)

- Includes section for health care directives and designation of medical POA. 

 “Durable” Power of Attorney (DPOA)- A POA that remains in effect when the principle lacks 
capacity.

 Life-sustaining treatment- maintains life when an organ or body system has ceased to function at a 
level adequate for survival. Life-sustaining technologies include antibiotics and other medications, 
IVs, machines or medical procedures that can keep a person alive.

Other Terms:
Living Will, Medical Power of Attorney, 

Definitions:



Advance care planning includes:

 Learning about treatment options

Deciding what types of treatment you would or would not want should you be
diagnosed with a terminal or irreversible illness.

 Thinking about your personal values and goals

 Talking about your decisions and designating a Medical Power of Attorney

Documenting your wishes



Why Plan Ahead?

Unable to speak for yourself

 Sudden illness or accidents

 Leave a guide or specific instructions
for others

Peace of mind for loved ones



Getting Started- Learn About  Treatment Options
Would you want to withhold or withdraw medical treatment if that 
treatment will only prolong life and suffering?

Do you want CPR (to 
be resuscitated) if you 
stop breathing or your 
heart stops?

Life-sustaining treatments:

CPR, Intubation, mechanical 
ventilation, artificial nutrition and 
hydration, antibiotics, dialysis

Would you want to 
use mechanical 
ventilation (machine 
that breathes for 
you)?

Would you want 
tube or IV 
feedings?

Hmmmmmmm……………

Decide what you want and do not want.



Getting Started-Reflect upon your 
Ask yourself

1. What helps you when you face serious challenges in your life

2. Do you have beliefs that may influence your preferences for use of life-sustaining 
treatment and intervention

3. Do you need to discuss these beliefs or clarify any concerns with others

4. What are you worried about

5. What does living well look like

6. What situations are not acceptable to you

Values to consider- What is most important? Independence, self-awareness, 
attentiveness, self-control,  strength, stability, freedom, hard-work, wisdom



Family, friends, faith leader, physician

• Conversation starters ….
• “Remember what happened to “Mrs. Jones,” it made me realize…
• “My ‘doctor, attorney, parish nurse’ thought it was important to for me to 

attend this free seminar.  The presenter talked about the gift of having a 
conversation, not just for you, but for me.  This is important and I would like 
your attention. 

• “Even though I am OK right now, I’m worried that things happen and you 
don’t know what I would want. I want to be ready and prepared for the 
‘what ifs’ and would like to talk about this with you….. 

Have the conversation with loved ones

It is a gift to your loved ones to talk about 
your goals, preferences, and values about 

what it means to live well!



Characteristics of good MPOA:
• Willing to be the decision maker
• Knows your wishes and agrees 

to honor your wishes
• Trustworthy
• Able to handle stressful 

situations and make difficult 
decisions

Designating a Medical Power of Attorney

Responsibilities may include:
• Making choices about medical care 

(including ending life-support)
• Reviewing and releasing medical 

records
• Arranging for medical care and 

treatment
• Making decisions on living situation
• Deciding which health providers 

can provide treatment



• Your wishes will be known

• Conversations before the “crisis” allow time for 
honest discussion, reflection and planning.

• Opportunity to discover important information about 
yourself and your loved ones

• This can happen to anyone – at any age 

• Give your loved ones the gift of peace of mind – write 
down your wishes, designate a decision-maker!

If you don’t have an AD and you end up unconscious in 
the hospital then what……

Why it’s SOOOOO Important!



The State of Alaska Statue Sec. 13.52.030. Surrogates states:

In the absence of a designation, or if the designee is not reasonably 
available, a member of the following classes of the patient's family 
who is reasonably available, in descending order of priority, may act as 
surrogate:

(1) the spouse, unless legally separated;
(2) an adult child;
(3) a parent; or
(4) an adult sibling.



Types of Advance Directives



Differences Between the Two

• Provides options for surrogate decision maker to 
become effective immediately

• Becomes effective ONLY when you are determined 
to be incapacitated

• Provides option to nominate a guardian • Provides option to describe funeral/memorial 
arrangements

• Lists specific options for artificial nutrition and hydration • Provides lots of specific options regarding personal, 
spiritual and emotional wishes.

• Includes option for pregnant person

• Provides mental health and ECT options

• PCP contact info

• Organ Donation options







MOST





Interesting to note…

• Most Americans – 88 percent – feel comfortable 
discussing issues relating to death and dying*

• Yet only 42% have an advance directive*

*National Survey on Death, Dying, and Hospice 
Care in America, VITAS Innovative Healthcare, 
2004



Yes it’s hard, but…………...........................I need to do it!                 



ResourcesWebsites:

Aging With Dignity
Agingwithdignity.org   (5 Wishes Packet)

The Conversation Project
The conversationproject.org

National Health Care Decisions
NHDD.org

National Hospice and Palliative Care Organization
NHPCO.org

CaringInfo
Caringinfo.org 

State of Alaska Department of Health  (Advance Care Planning Forms)
dhss.alaska.gov 

At Foundation Health Partners:

Sara Patterson- Palliative Care
907-458-5102
Sara.Patterson@foundationhealth.org

FHP Membership Access:
CAPC.org
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The future depends on what we do in the 
present. 

–Mahatma Gandhi

QUESTIONS?


