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Advanced Directives: Providing Context

Created by Ben Koren, MS3 at Larner College of Medicine

What is an advanced directive?

In essence, an advanced directive is a document that addresses the possibility of your being
unable to make decisions on your own, identifying who you would like to make your medical
decisions as well as outlining the kind of treatment you would like — or would not like - to
receive.

Why is it important to have?

An advanced directive is a gift to your future self, a communication for when you may be unable
to communicate. Having an advanced directive is a way of making sure that the treatment you
receive is aligned with your own deepest wishes about the kind of life you want to live. Indeed,
those who are engaged with advanced care planning early tend to have less invasive or
intensive medical procedures at the end of life, as well as a significantly improved quality of life
and mood.



Information on CPR

CPR —as with any medical intervention — has associated risks and benefits. Common risks
include rib fractures, sternal fractures, contusions and lacerations of the heart, lungs, and liver,
and reduced neurological function.

Survival rates tend to decrease with age; a large Swedish study assessing all out-of-hospital
cardiac arrests with attempted resuscitation occurring in Sweden in 2020 found that 30-day
survival rates for those between 50-59 were 17.9%, those between 60-69 were 14%, those
between 70-79 were 10%, those between 80-89 were 6.6%, and those 90 and above were 3.4%.

Survival rates also tend to decrease with co-existing chronic medical conditions, such as
congestive heart failure, history of stroke or heart attack, peripheral vascular disease, COPD,
liver disease, dementia, diabetes mellitus, moderate-to-severe chronic kidney disease, or
cancer.

It is worth noting that electing against CPR in your advanced directive is non-binding. It may be
suspended at your discretion, and is frequently put on pause for things like elective surgical
procedures.

Question to Consider

e Does your current health situation matter? You might want CPR if you're generally healthy
but not if you have advanced chronic health conditions.

e Where does it happen? Some people choose CPR in the hospital but not outside the hospital
(or vice versa)

e What are your priorities? Is any chance of survival worth trying, or is avoiding suffering and
maintaining dignity more important?

e What would your daily life look like? If CPR succeeds but you need 24-hour care or cannot
recognize loved ones, would that be acceptable?



Information on breathing machines

Patients can be emergently intubated and placed on a mechanical ventilator for conditions
including coma or seizure, severe COPD exacerbations, severe pneumonia, sepsis, and inability
to clear secretions, amongst others.

As with CPR, mortality and complications of being placed on a breathing machine in an
emergency tend to increase with age; of those between 65-74, 71% survived, while in those 90
and above only 50% did. Many of those did not survive passed away in the first few days, with
probability of surviving increasing with each additional day of survival. It’s worth noting that
mechanical ventilation is a major intervention, and only 24% of survivors discharged directly to
their homes from the hospital. Decrease in neurological function and de-conditioning are
common, with risk increasing the longer one is on a breathing machine.

For older adults who undergo prolonged mechanical ventilation — generally considered longer
than 7 days — survival rates at one-year are low (22% in one study); only 11% recovered a high
degree of functional independence.

Questions to Consider

e What conditions would you accept it for? You might want a breathing machine for treatable
pneumonia but not for end-stage lung disease

e How long would you want to try? Would you want a time limit (for example, 7-10 days) to
see if you improve?

e What quality of life is acceptable? Would severe disability or complete dependence on
others be acceptable to you?

¢ Does the underlying reason matter? A reversible condition versus a chronic, progressive

disease may influence your decision



Information on alternative feeding methods

Older adults with severe dementia or who have a stroke, brain tumor, or neurodegenerative
disease may not be able to swallow food or water on their own.

Recovery of ability to swallow and return of quality of life often depends on the underlying
condition; feeding tubes do not appear to prolong life or improve quality of life in those with
advanced dementia, whereas 30-50% of those who have swallowing difficulties following a
stroke regain enough function to eat by mouth within 6 months. When recovery of ability to
swallow from something like a stroke does occur, it normally happens within the first 3-6
months.

Questions to Consider

e What makes life meaningful to you? Is eating socially or tasting food essential to your
quality of life?

e What are your goals? Is your priority extending life, maximizing comfort, or maintaining
specific abilities?

¢ Under what circumstances? You might want a feeding tube after a stroke with good
recovery potential, but not if you have advanced dementia

e For how long? Consider specifying a trial period (e.g., "willing to try for 3 months if doctors

believe recovery is possible")



Using antibiotics at the end of life

The decision about whether to use antibiotics as a part of end of life care is often complex, and
in many cases necessitates consideration of each individual patient’s goals and clinical status.
Antibiotics will generally not extend life in these situations, but may provide symptomatic relief
for UTls and other infections. That said, antibiotic treatment does not always improve
symptoms at the end of life, and many hospice patients treated with antibiotics in the last few
weeks of life do not have an underlying bacterial infection (one study noted that only 15% of
patients receiving antibiotics in their last week of life had a documented infectious ailment).

Furthermore, as people approach the end of life they can become particularly susceptible to
harmful side effects of antibiotics. In one study of advanced cancer patients receiving
antibiotics, 35% developed an adverse reaction. Harmful effects include gastrointestinal distress
(including c. diff, which presents as significant and difficult to treat diarrhea), allergic reactions,
and complications secondary to intravenous administration such as pain, infection, and
formation of blood clots; antibiotic use in acute care settings at the end of life has been
associated with longer emergency and inpatient admissions.

Questions to Consider

e What is the goal of antibiotic treatment? |s the goal to improve symptoms or to extend life?

e Is the goal achievable? Do antibiotics have a reasonable chance of producing the desired
effect?

e Is there an underlying infection? While nobody enjoys suffering or watching a loved one
suffer, antibiotics will only work for symptoms caused by a bacterial infection.

e Could the cure be worse than the disease? While not everybody will experience the
negative side effects of antibiotics, they have the potential to add considerable suffering and
complication to the last weeks and moments one has left.
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