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Through all of the drastic changes we have experienced in this crisis, one thing has remained true:  

everyone must be prepared for an unexpected and serious illness. 

Advance Care Planning is the process of thinking about and talking about your wishes for health care, 

especially if you are unable to speak for yourself. It is sharing what matters most with the people who matter 

most to you. Advance Care Planning, including both conversations and documentation, is vital for all adults in 

Wisconsin. Conversations help us to clearly describe our wishes with the people we trust, such as our loved 

ones and health care providers, about our values and personal interpretation of quality of life. Documentation 

captures our wishes in writing, which can then be shared with anyone involved in our care. Documentation is 

also needed to name our Health Care Agent (the person we would want to speak for us if we cannot speak for 

ourselves), a critical step in Wisconsin as we do not have a surrogacy law allowing a family member to fill this 

role automatically.  

People who are older and/or have chronic health conditions are more likely to be severely affected by COVID-

19 and other serious illnesses. Ensuring person-centered care is key to honoring resident and family wishes, 

and senior care facilities have a critical role to support this work.   

The following toolkit has been created for facilities caring for people, especially seniors and older adults. These 

tools are intended to be utilized with staff, as well as residents and family members to approach the topic of 

Advance Care Planning and to ensure understanding and support through difficult decision making. Each tool 

can be personalized to your organization and culture, and can be modified to best meet your needs.  
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Included in this Toolkit: 

Tool Description 
Page 

Number(s) 
Suggested Language to 
Introduce Advance Care 
Planning 

Clear and concise language that can be included 
on outreach materials, emails, or other printed 
information about advance care planning and 3 
actions every adult can take right now.  

3 

Advance Care Planning and 
COVID-19: Information for 
Residents and Families 

A 1-pager handout for residents and families to 
introduce advance care planning and goals of 
care discussions.  
Source: Optimistic 

4 

Advance Care Planning and 
Serious Illness: My Wishes 
for Care 

A 2-page “worksheet” for staff to engage with 
residents about goals of care and preferences, 
values, and worries should they become 
seriously ill.  
Source: Adapted from Respecting Choices, The 
Conversation Project 

5-6 

CALMER Goals of Care – A 
Discussion Guide 

A discussion guide for staff as they approach the 
conversation of advance care planning. This is a 
time of heightened emotions and anxiety, so the 
conversation should be approached with care, 
ensuring resident and family is supported.   
Source: Adapted from VitalTalk 

7 

COVID-19 Conversation 
Guide for Long-Term Care 

A communication tool specifically adapted to 
assist health professionals in having 
conversations about values and care preferences 
with patients who reside in long-term care or 
other skilled nursing facilities or their caregivers. 
These conversations can help ensure the highest 
quality care. 
Source: Ariadne Labs 

9-10 

Proactive Care Planning for 
COVID-19: A Guide for High 
Risk Adults 

Easy-to-use handout for individuals who are 
interested in planning proactively for health care 
in the context of COVID-19.  
Source: Respecting Choices 

11-12 

Proactive Care Planning for 
COVID-19: A Guide for 
Healthcare Agents 

Easy-to-use handout for people who are health 
care agents in the context of COVID-19. This may 
be a useful tool in outreaching to agents of 
residents.  
Source: Respecting Choices 

13-14 
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Suggested Language to Introduce Advance Care Planning to Staff, 

Residents and Families 
During this challenging time it may seem like there are many things out of your control. 

However, there are actions you can take to be prepared – both for yourself and the people you 

care about. This guide will help you think about what you would want if you became seriously ill 

and write down your thoughts to clearly share your wishes with your loved ones and health 

care providers.  

Advance Care Planning is the process of thinking about and talking about your wishes for health 

care, especially if you are unable to speak for yourself. It is sharing what matters most to you 

with the people that matter most to you.  

Everyone should be prepared for an unexpected serious illness. The COVID-19 pandemic has 

only increased the importance of Advance Care Planning for all people, especially people who 

are older and/or have chronic health conditions.  

Three Actions You Can Take Right Now: 

1. THINK. Consider what you would want if you became serious ill. 

Making decisions about your health care wishes (such as whether you want CPR or not) can 

be difficult to make in the best of times. Decisions about going to the hospital, including life 

support measures in the Intensive Care Unit (ICU), become even harder when we think 

about serious illness, especially COVID-19. It is important to reflect on past experiences and 

your personal, cultural, and religious beliefs as they often influence medical decisions and 

these values should be clearly documented and respected by your care team. 

2. ACT. Review or complete your Advance Directive documents. 

Your wishes for health care might change over time and for many different reasons. Review 

your Advance Directive documents with your loved ones to see if you want to make any 

changes or updates. If you have not yet completed your Advance Directive documents, 

including naming your Power of Attorney for Health Care, do it today. For more information 

about advance care planning or for help creating an Advance Directive, contact your health 

care provider or Let’s Talk, Fox Valley at (920) 997-8412. 

3. Talk about what matters most to you. 
Talk with your loved ones about what matters to you. Then, talk to your doctor and your 

health care team. Call your primary care provider or specialists to set up an appointment or 

telehealth visit to talk about your wishes. Knowing what matters to you helps your care 

team provide the care that is right for you. Work with your loved ones and care team to 

discuss your questions and concerns.  
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Advance Care Planning and COVID-19:  

Information for Residents and Families 

What is COVID-19 and how does it affect senior living and nursing facility residents?  

COVID-19 is a virus and, at this time, there is no vaccine to prevent a person from catching it. People 

with COVID-19 have reported a wide range of symptoms, from mild to very severe. Common symptoms 

include fever, cough, shortness of breath, and fatigue. Symptoms may appear 2-14 days after a person is 

exposed to the virus.  

While anyone can have mild to severe symptoms, older adults and people who have severe underlying 

medical conditions like heart or lung disease or diabetes seem to be at higher risk for developing more 

serious complications from COVID-19 illness. Residents who are frailer and/or have advanced chronic 

health conditions will have a higher risk of death regardless of the type of treatment they receive.  

Why is Advance Care Planning more important than ever?  

Residents of senior living and nursing facilities are at high risk of getting COVID-19 and needing 

treatment and support. The more severe complications of COVID-19 require urgent decision making. 

Advance Care Planning is the process of talking about values, goals, and medical treatment preferences 

ahead of time. Advance Care Planning conversations can help prepare you for these decisions.  

This is especially important if you prefer to avoid invasive life-prolonging treatment. Identifying your 

goals and writing them down will help make sure treatments are provided only when they align with 

your wishes.  

What goals are most important to consider?  

Understanding which goal is the most important to you can help you make decisions that reflect your 

values. Below is an overview of three general goals of care. What goal is most important to you right 

now?  

 To Live Longer: Focusing on care most likely to help you live longer. 

 To Sustain My Current Health: Focusing on care most likely to help you stay strong and do 

as much as possible independently. 

 To Focus on Comfort Care: Focusing on care most likely to improve your comfort level and 

quality of life. 

 

What can I do now to make sure my wishes are known? 

1. Consider what you would want if you became serious ill. 

2. Review or complete your Advance Directive documents, including naming your Power of 

Attorney for Health Care.  

3. Talk about what matters most to you with your loved ones, your doctor, and other people you 

trust. 
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Advance Care Planning and Serious Illness: My Wishes for Care 
My Name: ___________________________________________________ Today’s Date: _________________ 

NOTE: This is NOT a legally binding document. It is a tool to help you share your wishes. 

 

Part 1. My Preferences For Medical Treatment 
Read each column below. Mark the option that best fits with what you would want if you were seriously ill. 

With any preference indicated, know that you would always receive:  

 Medications and treatments to keep you comfortable and 

 Emotional and spiritual care 

Should I be seriously ill, my preference would be: 

 To Live Longer  To Sustain My Current 
Health 

 To Focus on Comfort Care 

 I want to live as long as 
possible.  

 
 If I am in the hospital, I want 

to receive all care my doctors 
think will help me, even if it 
means relying on machines to 
keep me alive. 

 
 
 
 
 
 
 
My health care treatments might 
include:  

 Being in the hospital and 
Intensive Care Unit (ICU) 

 Trying full treatment, if you 
want it, for example a 
ventilator 

 Medications and fluids by IV 
(needle) 

 Long-term tube feedings 

 CPR, intubation, and/or 
ventilator 

 I want to live longer as long as 
I am comfortable. 

 
 If needed, I want to be in the 

hospital for effective care 
only. I want to avoid 
treatments that do not work 
or make me feel worse. 

 
 If my heart or breathing stops, 

I want to die naturally.  
I do not wish to have CPR, 
intubation and/or ventilator. 

 
 
My health care treatments might 
include:  

 Being in the hospital but NOT 
in the Intensive Care Unit 
(ICU) 

 Non-invasive positive airway 
pressure to help with 
breathing 

 A trial of selective treatment, 
if you want, for example, non-
invasive positive airway 
pressure 

 IV medications and IV fluids 

 Short-term tube feedings 

 I want to live the rest of my 
life focusing on my comfort. 

 
 I want to avoid the hospital 

and being on machines. 
 
 If my heart or breathing stops, 

I want to die naturally.  
I do not wish to have CPR, 
intubation and/or ventilator. 

 
 
 
 
 
My health care treatments might 
include:  

 Being in the hospital ONLY if 
my comfort needs are not met 

 Oxygen, suction, and manual 
treatment of airway for your 
comfort 

 Medications by mouth 

 Food and fluids by mouth, if 
you are able 

 Hospice care and services 
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Advance Care Planning and Serious Illness: My Wishes for Care 
My Name: ___________________________________________________ Today’s Date: _________________ 

NOTE: This is NOT a legally binding document. It is a tool to help you share your wishes. 

 

Part 2. What Matters Most To Me 
Answer the following questions as best as you can today. Use this to write down your feelings, make notes, 
and as guide while you talk with your loved ones and doctor.  

 

1. If you became very sick at this time, what would be most important to you?  

Examples: Being comfortable. Trying all possible treatments. 

 

 

2. What are you most worried about right now?  

Examples: Being alone. Being in pain. Being a burden. 

 

 

3. What is helping you through this time?  

Examples: My friends. My faith. My cat. 

 

 

4. What other questions or concerns do you want to bring up with your loved ones 

and/or doctors? 

 

 

5. If you became very sick (with an illness like COVID-19), would you prefer to stay 

where you live now or go to the hospital? 
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CALMER Goals of Care – A Discussion Guide 
Adapted from VitalTalk. Visit www.vitaltalk.org for the most up to date version of the COVID-19 guide. 

Check in 

 Take a deep breath (yourself!) 

 “How are you doing with all this?” (Take their emotional temperature.) 

Ask about COVID 

 “What have you been thinking about COVID and your situation?”  

o e.g., living in a nursing home, your Mom living in a nursing home 

 (Just listen) 

Lay out issues 

 “Here is something I want us to be prepared for…” 

 “You mentioned COVID. I agree.” 

 “Is there anything you want us to know if you/your loved one got COVID OR if you/your loved one’s COVID gets 

really bad?” 

Motivate them to choose a proxy and talk about goals of care 

 “If things took a turn for the worse, what you say now can help your family / loved ones” 

 “Who is your backup person–who helps us make decisions if you can’t speak? Who else?” (Having 2 backup 

people is best) 

o AKA Health Care Agent / Power of Attorney for Health Care 

 “We’re in an extraordinary situation. Given that, what matters to you?”  

o (About any part of your life? About your health care?) 

 “What is your treatment goal?” (Explain goals of care) 

 

  

  
 

Expect emotion 

 Watch for this – acknowledge at any point  

 “This can be hard to think about.” 

Record the discussion in the medical record 

 Any documentation – even brief — will help other health care providers and your resident.  

 “I’ll write what you said in the chart. It’s really helpful, thank you.”  

Focusing on care 
most likely to help 
the person live 
longer

Live 
Longer

Focusing on care 
most likely to help 
the person stay 
strong an do as 
much as possible 
independently

Sustain 
Current 
Health

Focusing on care 
most likely to 
improve the 
person’s comfort 
level and quality of 
life

Comfort 
Care



8 
 

 

 

This page intentionally left blank. 



© 2020 Ariadne Labs: A Joint Center for Health Systems Innovation (www.ariadnelabs.org) at Brigham and Women’s 
Hospital and the Harvard T.H. Chan School of Public Health, in collaboration with Dana-Farber Cancer Institute. 
Licensed under the Creative Commons Attribution-ShareAlike 4.0 International License, 
http://creativecommons.org/licenses/by-sa/4.0/ 

 

SI-CG-COVID-LTC 2020-06-04 

 

 
 
 
 
 

SE
T 

U
P

 

 This is a difficult and scary time because of the coronavirus. We know that it is made worse by the 
need to be separated from family and friends. I wanted to speak because…[A or B] 

A. Covid present: Despite our best efforts, some of our staff/residents tested positive for coronavirus. 

B. Covid absent: We are doing our best to prevent infection in our residents and staff but are 
preparing for the possibility that it may affect our facility. 

I’m hoping we can talk about how to provide the best care for you/[resident] if you/he/she became 
sick. Is that okay? 

   

A
SS

ES
S  What have you heard about how the coronavirus might affect your/his/her health? 

May I share with you my understanding of how the coronavirus could affect your/[resident]’s health? 

   

SH
A

R
E

 

 Most people in nursing facilities who get the coronavirus get better on their own. But if they become 
very sick, people who live in nursing facilities are less likely to survive. [Pause, respond to emotion] 

I’d like to make sure that we continue to provide you/[resident] with the best care possible. This 
includes talking about whether or not to send you/him/her to the hospital if you/he/she became very 
sick. Can I ask some questions to help us think about that? 

   

EX
P

LO
R

E 

 
 

Tell me about some of the things that are important in your/his/her life. 

What are you most worried about right now with the coronavirus? 

If you/he/she became very sick due to the coronavirus, how much would you/he/she be willing to go 
through to try to get better? 
Prompt: Some people would want any treatment to survive, even if it was unlikely to work. Others 
would want to stay here, with treatment focused on comfort, even if they might not survive. 

   

C
LO

SE
 

 This can be hard to talk about. And, it is so helpful for us to know what matters most for 
your/[resident]’s care at this time. 

I’ve heard you say ____. Keeping this in mind, and given the treatments that we can provide at 
[facility] I recommend that we... [A or B] 

A. Focus on supporting you/[resident] here at [facility]. We will provide treatments to help 
you/him/her get better and not suffer. If you/[resident] became very sick, we would not send 
you/him/her to the hospital. We would focus on your/his/her comfort here. Is that ok?  

B. Provide as much supportive care as possible here at [facility] but send you/[resident] to the 
hospital to receive additional treatment, if necessary. We can let the hospital know if there are 
certain treatments you/he/she would want to avoid. Is that okay? 

We will do everything we can to help you/[resident] and your family through this.  

COVID-19 Conversation Guide for Long-Term Care  

 

FOR LONG-TERM CARE OR NURSING FACILITY RESIDENTS, AND THEIR FAMILY OR OTHER CAREGIVERS  

https://www.ariadnelabs.org/
http://creativecommons.org/licenses/by-sa/4.0/
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What? This communication tool assists health professionals in having conversations about values 
and care preferences with patients who reside in long-term care or other skilled nursing 
facilities or their caregivers. These conversations can help ensure the highest quality care. 

Why? Communication with patients and/or surrogates about Covid-19 presents unique challenges 
in long-term care or other nursing facilities. If Covid-19 enters a facility, the speed with 
which it spreads can result in significant fear and distress among residents, surrogates, and 
staff. Frail nursing home residents are at higher risk of death and disability from Covid-19. 
Family members experience disconnection from their loved ones and worry about their 
safety and care. Nursing facility teams face daily challenges: understaffing, infection 
control, and changing workflows and protocols. Proactive conversations can facilitate 
shared decision-making and care planning.  

Who? The guide is for all health professionals who work in long-term care and other skilled 
nursing facilities. This conversation is for all residents in long-term care or other nursing 
facilities who are able to participate and/or family or other caregivers. 

 

Tips for successful use  

To prepare for the conversation 

 When planning to speak with a caregiver, review the patient chart or examine the patient 
in advance so you can provide an up-to-date clinical assessment. 

 Review the currently available supportive treatments in the facility (e.g. oxygen, fluids, 
antibiotics) so you have a sense of what is possible to provide there. 

 Review the latest facility policies for infection control, visitation, safety, and transfer. 

 Consider arranging a video call if possible. 

To prepare to use the Conversation Guide 

 Watch the demo video of the conversation guide. 

 Read the guide aloud slowly. 

 When working with interpreters, review plan and guide with the interpreter beforehand 
to discuss potential challenges. 

During the conversation 

 Use the exact words on the Conversation Guide to reduce your cognitive load 

 Use silence and acknowledge emotions when they arise 

After the conversation 

 Document what you heard, including information about what is important to patients and 
their treatment preferences. 

 Never struggle alone: Debrief with a colleague for support and self-care. 

 

COVID-19 Conversation Guide for Long Term Care 

CONTEXT AND DESCRIPTION 

https://www.ariadnelabs.org/
http://creativecommons.org/licenses/by-sa/4.0/
https://www.vitaltalk.org/guides/covid-19-communication-skills/
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Proactive Care Planning for COVID-19 
What matters most to you matters to us 

The fear and uncertainty we all are feeling related to COVID-19 is real, and it is understandable. 

During so much uncertainty amid the COVID-19 pandemic, the one thing you can control is who 

speaks for you if you can’t speak for yourself. The best time to plan for future healthcare choices is 

before a medical crisis occurs. It is more important than ever that your loved ones and healthcare 

team understand what matters most to you in the event that you become seriously ill. 

Why is this important to do now? 

Having a conversation before a medical crisis occurs allows time for reflection about how a serious 
illness may impact your health and your life. It helps you: 

− Think about your values and goals, 

− Reflect on healthcare choices you may have to make if you become severely ill, 

− Choose a person who can make decisions for you if you cannot make them yourself, and 

− Talk with this person and other loved ones about your goals, values and preferences for 
medical care if you were to become ill. 

Make sure your healthcare team is aware of these things and includes them in your plans for care. 
They can also help you record decisions and preferences in a legal document, such as an advance 
directive or power of attorney for healthcare. 

Who else should be included in this discussion? 
Your healthcare team would like to have a conversation with you about what matters the most to 
you in the event you become ill, need assistance with complex medical decisions, or cannot speak 
for yourself. 

We encourage you to also choose someone you trust to make decisions for you and include them in 
this discussion. This person is called a healthcare agent and can support you with complex medical 
decisions and would make decisions for you in the future if you are unable. 

It is important that you choose a healthcare agent or dedicated decision maker who is willing to: 

− Accept this role, 

− Talk with you about your goals, values, and preferences, 

− Follow your decisions (even if they do not agree with them), and 

− Make decisions in difficult moments (such as stressful times, differing opinions, crisis 
situations). 

Do you know anyone who could do this? 

Have you already chosen someone to be your healthcare agent? 

What if you had a sudden, severe illness and could not speak for yourself? 

Who would you want to speak for you? 

What would you want them to know about your preferences for care? 
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Start the conversation by talking about what matters most to you 

There’s no way to tell if a sudden illness, such as COVID-19, could leave you unable to make your 
own decisions. Your healthcare agent and loved ones may need to make decisions about treatment 
options and where you might receive care, such as in your home, hospital, or care facility. By giving 
direction ahead of time, your agent, loved ones, and doctors will know what matters most to you, 
treatments you want, and treatments that match your goals and values. 

This conversation will help them to know your answers to questions such as: 

− “What is most important for you to you to live well? For example, if you were having a good 
day, what would happen on that day?”  

− “What personal, cultural, or spiritual beliefs do you have, if any, that would impact your care?” 

− “What do you want if you became very ill? For example, would you want your medical care 
to focus on living longer, maintaining current health, or comfort care? 

− What worries you most about the situation? What fears do you have?” 

− “What else would you want us to know about what is important to you at this time?” 

What else needs to be considered?  
Understanding the complications of COVID-19 in the context of your current medical condition will 
help you weigh the benefits and burdens of treatment options―from your perspective―and then 
discuss your priorities for medical care with those closest to you, your doctor and healthcare team. 

What is an advance directive? 
It is important to write down your goals, values, and preferences. In addition to conversations with 
your healthcare team, we recommend that you use a document called an advance directive or 
power of attorney for healthcare document. This allows you to choose a person who can make 
healthcare decisions for you. This person will only make decisions if you cannot make them 
yourself. 

Start planning now 
These can be tough things to talk about especially in these uncertain times. Think of these 
conversations as a gift of love to those close to you. Knowing your decisions, goals, and values will 
be a great comfort to them. They won’t have to wonder if they are making a decision you would 
want them to make. 

Make an appointment (telephonic, telemedicine, video conference, or in-person, as appropriate) to 
talk with a clinician (e.g., Facilitator, nurse, social worker, chaplain, physician, advanced 
practitioner) to have this important conversation. 
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Role of the Healthcare Agent 

for COVID-19 

This guide will help you learn about the role and responsibilities of the healthcare agent (or legally 

appointed healthcare representative). 

During so much uncertainty amid the COVID-19 pandemic, the one thing all adults can prepare for is 

to control who speaks for them if they become unable to speak for themselves. The best time to 

plan for future healthcare choices is before a medical crisis occurs. Proactive care planning is a 

process that involves thinking and talking about complex and sensitive issues. If you have been 

chosen to be someone’s healthcare agent, how do you know what your loved one would want if 

they became very ill with the COVID infection? It is more important than ever that you talk with 

your loved one to learn and understand what matters most to them in the event that the person 

becomes seriously ill. 

What is a healthcare agent? 

A healthcare agent is a person who makes healthcare decisions for someone who cannot make 

their own decisions. An agent may be needed if the person is very sick, injured, or is nearing the 

end of their life. All adults are encouraged to choose a healthcare agent before a medical crisis. 

When does a healthcare agent start to make decisions? 

Every adult has the right to make their own decisions until it is determined that the person is not 

able to make their own decisions. An agent makes decisions only if the person is not able to 

communicate their own decisions and deemed incapacitated. Every state has their own laws as to 

who has to assess and agree that the person lacks decisional capacity (e.g., two doctors; or a doctor 

and a psychologist, physician assistant, or advanced practitioner). 

Participating in proactive care planning will help prepare healthcare agents for a possible decision- 

making role for someone who is at greater risk for COVID-19 complications and help advocate for 

care that aligns with the person’s goals, values, beliefs, and preferences for medical care. 

How do I know if I am ready to be a healthcare agent? 

You should be able to answer “yes” to all of these questions: 

− Am I willing to discuss what matters most to the individual? 

− Can I follow the person’s decisions and preferences even if I do not agree with them? 

− Am I able to make decisions in difficult moments? 
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Start the conversation by talking about what matters most to the person 

There’s no way to tell when a sudden illness, such as COVID-19, could leave your loved one unable 

to make their own decisions. You may need to suddenly make complex decisions about treatment 

options (such as hospitalization, IV fluids, and mechanical ventilation) and where the person might 

receive care, such as at home, in a hospital, or care facility. The healthcare team caring for your 

loved one can help you have a conversation about the possible complications of COVID-19 and 

potential treatment decisions that may be needed if the person becomes seriously ill by discussing 

questions such as: 

− “What is most important for your loved one to live well? For example, if your loved one were 

having a good day, what would happen on that day?” 

− “What personal, cultural, or spiritual beliefs, if any, does your loved one have that would 

impact their care?” 

− “What does your loved one want if they became very ill? For example, would your loved one 

want their medical care to focus on living longer, maintaining current health, or comfort care? 

− “What worries you and your loved one most about the situation? What fears does your loved 

one have?” 

− “What else would your loved one want you to know about what is important to them at this 

time?” 

− “What questions, fears, or concerns do you (healthcare agent) have about the possibility of 

having to make complex medical decisions?” 

Making decisions requires that you be willing to ask questions and learn about the complications of 
COVID-19 and hearing your loved one’s perspective about the benefits and burdens of treatment in 
the context of the person’s current medical condition, and then advocating for their priorities with 
their doctor and healthcare team, should your loved one be unable to speak. 

The healthcare team can help you and your loved one prepare for a possible decision-making role 

should it become necessary due to complications from COVID-19 infection. Knowing that you will 

advocate for the medical care that fits with your loved one’s goals, values, and preferences will be a 

great comfort to you both. 

Make an appointment (telephonic, telemedicine, video conference, or in-person, as appropriate) to 

talk with a clinician (e.g., Facilitator, nurse, social worker, chaplain, physician, advanced 

practitioner) to have this important conversation. 
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