
HEALTH CARE DIRECTIVE 

GOALS OF CARE
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Health Care 
Directive (HCD)
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• Legal binding document.

• Identifies the treatments you 
would accept or refuse if you 
are no longer able to make 
decisions for yourself.

• Identifies a proxy to make 
decisions for them in the event 
they are not able to make 
decisions for themselves. 

• Available in French and English
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• Not all residents will move in 
with completed Health Care 
Directives (HCD),  we are to 
encourage residents to complete 
HCD and delegate a proxy on 
move in. 

• HCD give the residents control 
over end-of-life decisions if they 
reach a point when they cannot 
make their own decisions about 
their health care. 
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Goals of Care

• A Health PEI Goals of Care 
form is required for all move 
ins to Long-Term Care

• Identifies the level of care the 
resident wants to receive 
while in our long-term care 
homes. 

• Available in French and 
English.
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Don’t forget 

checking these.



Risks of CPR for Older Adults

The nurse will 
attempt to keep 
blood flowing to 
the heart with 
chest compressions 
which may cause 
damage to the ribs 
and lungs. 
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The nurse will use a 

device to provide 

electric shock to the 

heart to attempt to 

restart the rhythm 

of the heart.

Even with quality 

CPR - 82% will die

• This rate of 

death increases 

to 90 to 92% 

with aging and 

chronic 

illnesses.  



Survival Rates of CPR

• CPR that is performed correctly may cause lung 
bruising, airway damage, internal bleeding and broken 
ribs, increasing risk of death.

• Average 30-day survival in nursing homes after was 
CPR is less than 2% (Pape et al.)

• If bystanders witnessed the arrest, performed CPR, 
and pre-hospital defibrillation was performed, 30-day 
survival increased 7.7% (Pape et al.)
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Medical 

Investigations and Treatments 

provided in an acute care 

setting. 

• IV therapy

• Antibiotic therapy via 

Intravenous route

Comfort

Treatments provided at the 

nursing home. 

• The same hydration therapy 

using subcutaneous route

• Antibiotic therapy (oral or 

intermuscular route)
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• Comfort Care and End-of-Life care 
are not the same thing. In comfort 
care, we continue to monitor and 
treat chronic illnesses using a 
person-centered focus.

• When a resident reaches a point in 
their life when end-of-life palliative 
care is needed, we provide 
appropriate palliative care within 
comfort care with discussions with 
the resident and/or substitute 
decision maker. 
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Check all that 

participated in 

discussion



What to capture on the back

• Resident’s capacity to make health care decisions – ask 

the resident their understanding of their illness? Ask the 

resident their values, worries or fears?

• The name of the Proxy or Substitute Decision Maker (if 

applicable and available)

• Specifics around their goals of care: what are they 

willing to accept or not accept (ie bloodwork, antibiotics 

etc).

• Ensure the resident is aware they can change their mind 

at anytime 

12



13
In this example, we addressed our cognitive concerns in a person centered approach by involving 

her proxy. We documented what she wanted for her care and that she can change her mind.
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Question?
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