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POLICY: 

RQHR Special Care Home Policies; Section 3.3 Health Care Directives (2016)

To support establishing health care directives with residents / responsible persons in special care homes.  

Residents* of The Salvation Army William Booth Special Care Home (WBSCH), Long Term Care program, Convalescent / Elective Joint / Respite program are asked to provide in writing their direction for their goals of care (Health Care Directives).     
The MVLST (My Voice for Life-Sustaining Treatment) form is to be completed as a result of a guided discussion between a WBSCH health care professional and the person / proxy / personal guardian / Substitute Decision Maker.  The MVLST is not to be completed without assistance of a WBSCH health care professional.    

Definitions:

· Advance Care Plan, Advanced Directive or Living Will – Instructions given by a person in accordance with The Health Care Directives and Substitute Health Care Decision Makers Act 1997 that deal with the person’s health care decisions and / or the appointment of a proxy or with both.  Advance Care Plans are made in advance of a person’s inability to make their own health care decisions.  An Advanced Care Plan is also known as a Living Will, a Directive, an Advanced Health Care Directive or Advance Directive.  
· Capacity – the ability to understand information relevant to a health care decisions respecting a proposed treatment; to appreciate the reasonably foreseeable consequences of making or not making a health care decision respecting a proposed treatment; and to communicate a health care decision on a proposed treatment 

· Nearest Relative – Nearest relative as described in section 15 of The Health Care Directives and Substitute Health Care Decision Makers Act 1997.
· The spouse or person with who the person requiring treatment cohabits and has cohabited as a spouse in a relationship of some permanence;

· An adult son or daughter;

· A parent or legal custodian;

· An adult brother or sister;

· A grandparent;

· An adult grandchild;

· An adult uncle or aunt;
· Personal Guardian – a personal guardian appointed pursuant to The Adult Guardianship and Co-decision-making Act who has the authority to make health care decisions for a dependent adult and who acts in accordance with the authority granted to the personal guardian pursuant to the Act. 

· Proxy – A person appointed in a directive to make health care decisions for the person making the directive pursuant to The Health Care Directives and Substitute Health Care Decision Makers Act 1997.  A Proxy must be an adult (18 years or older) and must have capacity to make health care decisions(s).  A Proxy has priority over a Personal Guardian or a Nearest Relative and is obliged to follow the person’s wishes where those wishes are known.  A Proxy cannot revoke or change a Specific Advance Care Plan.

EQUIPMENT (forms):

:

· My Voice for Life Sustaining Treatment (MVLST) Goals of Care (RQHR 993 (08/15)

· Advance Care Planning Record (ACP record) (RQHR 994 (2013)

· Advanced Care Planning – the importance of a Proxy  (RQHR 1091 (11/13)
· Confirmation of Substitute Decision Maker (RQHR 1123 (07/13)
PROCEDURE:

The MVLST is a person order and a summary of a person’s goals of care for their health care directives.  

The Resident* documents on the MVLST Form the goals of care / life-sustaining treatment chosen.  
Refer to MVLST form for description of goals of care:

· Full Treatment (goal is to extend life)  

· Full Treatment Conditional (goal is to extend life for reversible conditions only)   

· Limited Additional Interventions (goal is conservative management of medical condition)
· Comfort Measures Only (goal is maximum comfort & symptom control at the end of life) 
The signed MVLST Form along with any and all Advance Care Planning documents, are placed in the Greensleeve located at the front of the health record.  All Advance Care Planning documents are to remain permanently in the Greensleeve (MVLST, ACP record, Proxy, Substitute Decision Maker, Living Will).  
The MVLST is to be reviewed:

· When the person is admitted to WBSCH

· When there is substantial change in the person’s health status

· When the person’s treatment preferences change

· At the time of the annual care conference.  

Review of MVLST is documented on the ACP record.  
· If no changes are made to the MVLST, return it to the front of the Greensleeve

· If a person’s wishes change, a new MVLST must be completed, dated, signed and placed in the Greensleeve

· The old MVLST must be voided by drawing a line through the form and writing “void” across the form with the date.  Put the voided MVLST at back of the Greensleeve.  

On Discharge / Transfer:  Copy of MVLST, ACP record, and Proxy is:

· Given to the person on discharge: or

· Sent with person on transfer to another care setting / facility.  

Source: 

RQHR Standardized Admission Agreement 2013
RQHR Advance Care Planning Policy and Procedure 615 (March 13, 2012).  

Saskatchewan Ministry of Health, Program Guidelines for SCH (2015); 3.3 Health Care Directives.
RQHR Special Care Home Policies (2016); (3.3 Health Care Directives 
WBSCH Nursing Manual (2016) 1.6 CPR 
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Revised Date: September 2016 
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