ED COVID-19 Conversation Guide: Treatment Preferences
FOR HEALTHCARE PROFESSIONAL USE
How to use The Conversation Guide:
- The first three pages of this guide are for you to use when speaking with patients and families to help them
proactively express their preferences for care in the event they become seriously ill with COVID-19.
- The goal is to make sure that every individual’s preferences are documented so they can be respected.
- Include the individual’s healthcare agent / Medical Durable Power of Attorney Link to MDPOA Form
- Listen with intent to understand; reflect back/summarize; acknowledge & validate; offer further, clarifying
information; ask for feedback.
- Roll with resistance – or, to put it another way, dance versus wrestle.
- Conversation can be done by phone/video call with a healthcare agent and patient if they have decisional capacity
and are able to participate.
Links to resources: Center for Advancing Palliative Care COVID Communication Resources/Videos
- Colorado Website for Advance Directives in English/Spanish with Large Font Option
- Vital Talk Resources Link Please review before conversation for ways to respond to challenging questions.
- Two Page COVID Conversation Guide to Give Every Patient whether admitted or discharged.
- COVID Treatment Decision Guide – Page 3 of this document
REVIEW ALL KNOWN ADVANCE DIRECTIVE DOCUMENTS BEFORE YOU BEGIN How to Find Advance Directives in Epic UCHealth
Healthcare Professional script
Conversation By Healthcare Professionals with MDPOA:
Video Link Goals of Care COVID + Older Adult Patient
Hello is this (patient’s daughter)? I’m (insert name) from the Emergency
Department.

Family Responses

Hi.

I understand your father has tested positive for COVID

Yes. I’m very worried. I feel guilty that he
got it in a nursing home. I thought that place
would be ok.

Anyone would be worried. And there is no way you could have known this
would happen.
Is it ok if we talk about what COVID means for your father?
May I first ask if you are the person who makes medical decisions for him.

I suppose so.

Perfect. I like to make sure I’m talking to the right person.
I need to give you some background. Most people who get COVID have a
mild or moderate illness and don’t need to be admitted to the hospital. The
people who most often get a severe pneumonia with COVID are older and
have existing medical problems, like your father.
Well that’s a very normal reaction. COVID has put all of us in a tough
situation.
We are doing our best under the circumstances. So I hope your father has a
mild case and can stay where he is. We can make sure he gets all the
treatments he needs. However, if his COVID becomes severe, it will almost
certainly take his life.
It’s not what any family member wants to hear. Given that, if the worst case
scenario happened and he was going to die, do you think he would rather be
in the hospital or be at home—I mean at his nursing home.
I can see that you want the best for him.
Let me put it another way. If he didn’t have dementia and was as sharp as you

Please.
Yes. I’m his surrogate whatever you call it. I
have the papers.
That’s me.
You know, I’ve heard that on the news but
have been afraid to think about it.

Yes. And I know that you are so busy.
I was afraid you would say that.

Gosh. That’s a big decision.

Absolutely.
Oh he would say, enough already. I’ll stay

Resources: https://www.vitaltalk.org/guides/covid-19-communication-skills/, https://respectingchoices.org/covid-19-resources/
https://profiles.ucdenver.edu/display/224504, http://maseriouscare.org/, https://www.cdc.gov/mmwr/volumes/69/wr/mm6912e2.htm,
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or me. And he understood COVID and what would happen if he got a severe
case. If he were sitting here with us, what would he say.?
It sounds to me like If you put on his hat and become him, he’d say ‘enough
already. But if you put on your hat , you’d say, I don’t know. Do I have that
right?
Tell me more.

Would he believe in you now? To speak for him?
It’s not the kind of decision anyone wants to make. It does sound like you two
may have talked about this?

Wow, thank you for telling me that.
Hmm. That kind of memory is a gift. Would it be ok to honor that?

here.
But I don’t know.
Yes. I’m not ready to lose him.
He’s always been there for me and my kids.
He’s the backbone of the family. He always
believed in me.
When you put it like that, I know the answer.
I just don’t like it.
He told me when he was first diagnosed with
dementia, back then he was just a little
forgetful, nothing big. We were driving to the
park to walk the dog. He turned to me and
said remember, when I can’t do this anymore,
it’s time to let me go.
I had kind of forgotten about that. Its funny—
I can see him saying it to me.
Now it’s clear to me. Let’s keep at him at his
home.

I want to honor your wishes.
I respect what you are saying. What that means is that you would rather not stay in
the hospital. Continue script to inquire about CPR if time allows.
If they say they want to admit to the hospital, continue to elicit medical preferences for
this as well.
Could we also talk about attempts at resuscitation also known as CPR? We ask
everyone this question.
Review Attempts at Resuscitation Tip Sheet. Link to page containing resources
MOST Form Conversation Videos for ED Providers:
Capable Patient: Link to MOST Conversation with Capable Patient Video
With Surrogate: Link to MOST Conversation with Surrogate Video
CPR Video: https://www.advancecareplanning.ca/resource/cpr-decision-aids/
If you do become seriously ill, and have decided to stay home, we will continue to give
you the best care possible, in line with your preferences. We do recommend getting
the support of hospice and we can help you get connected. Whether you choose to go
to the hospital or stay at home, we will do our very best to help you stay in contact
with your family members. We are using innovative strategies to ensure this important
communication can take place as much as possible.
https://www.aarp.org/health/conditions-treatments/info-2020/coronavirus-socialisolation-loneliness.html
If you decide to be at the hospital, we will also continue to talk to you about your
preferences to give you the best care possible.
Okay, let’s get this documented. END OF CONVERSATION (Link Here)

Yes I appreciate that.
Yes I think that is my decision.

Yes.

Okay, I hope this doesn’t happen
but thanks for all of your help.

Thank You.

At the end of the conversation, ensure that decisions and preferences are documented through the proper mechanisms completing a MOST form, adding a Do Not Hospitalize Order, or a CPR directive and MDPOA if in a Long-Term Care
Facility.

Resources: https://www.vitaltalk.org/guides/covid-19-communication-skills/, https://respectingchoices.org/covid-19-resources/
https://profiles.ucdenver.edu/display/224504, http://maseriouscare.org/, https://www.cdc.gov/mmwr/volumes/69/wr/mm6912e2.htm,
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COVID-19 Treatment Decision Guide:
If one become seriously ill, this guide reviews decisions that should be considered.

Serious health information to support informed decision making:
●
●
●
●
●
●
●
●
●
●

Most people recover from COVID-19 without aggressive interventions, such as ventilators and intensive care.
Current evidence suggests that about 80% of people with COVID-19 have mild disease and never require
hospitalization.
Shortness of breath can be managed with medications and treatments, including oxygen.
Most COVID-19 hospitalizations are due to problems breathing and about a third of these patients end up in the
intensive care unit (ICU).
Utilizing a ventilator does not guarantee survival. Current mortality rates range from 50-97% among those
requiring life support/ventilators.
Older adults who are intubated may not survive, and when surviving, may have reduced quality of life.
Extended stays in the ICU can result in reduced quality of life long-term.
Hospice and palliative care support can be very helpful for those who have difficult symptoms.
Due to the aggressive nature of COVID-19, it may lead to cardiac arrest. Cardiopulmonary Resuscitation (CPR) is
not very effective in cases of critical illness in the intensive care unit and less than 5% survive.
COVID information: https://www.worldometers.info/coronavirus/coronavirus-age-sex-demographics/
This is only a discussion guide for you, your family and your healthcare provider.
You or your decision-maker can change your mind at any time.

Treatment Options: If you become seriously ill with COVID-19 what would you want?
Hospitalization:
□ I do NOT WANT to go to the hospital. Focus on my comfort and consider a palliative care or hospice consult if
indicated. I would like to stay in my current residence if at all is possible.
□ I WANT to go to the hospital.*
□ I WANT to go to the hospital, but I do NOT want to receive a life support machine/ventilator.*
□ I WANT to receive a life support machine/ventilator.*
□ If there are NOT enough life support machines, I do NOT want one.*
Resuscitation (CPR):
□ I do NOT want attempts at resuscitation. Please ensure proper medical orders are completed.
□ I WANT attempts at resuscitation. I am aware that if there is a crisis situation, attempts at CPR may not be
offered.*
Comfort Care:
□ I WANT a Hospice or Palliative Care Consult if indicated/possible.*

*The availability of hospital beds or emergency equipment such as life support machines/ventilators is not guaranteed. These are
unusual times. It is the goal of healthcare providers to honor your informed preferences whenever possible and manage breathing
problems, anxiety and other symptoms no matter what. Strong efforts are being made to ensure emergency equipment and beds are
available and ethics experts are involved in the processes as well.
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