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Objectives 
• Explore your personal experiences and values 

about dying  

• Review Arizona and national data on end of 
life care 

• Explore healthcare workers views on end of 
life care 

• Discuss advance care planning resources and 
it’s impact on death in America 

• Discuss the Thoughtful Life Conversations 
initiative and resources 



Life Expectancy 

Center for Disease Control  
Atlanta, GA: National Centers for Health Statistics 
http://www.cdc.gov/nchs/  
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Need for Caregivers Increasing 



Leading Causes of Death in the U.S. 

Centers for Disease Control [Internet].  
Hyattsville, MD: Leading Causes of Death; 2010. Available from: 
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm 
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Deaths in Acute Care Settings are Down; 
Intensive Care at the End of Life is 

Increasing 

Change in End-of-Life Care for Medicare Beneficiaries:  Site of Death, Place of Care, and 
Health Care Transitions in 2000, 2005, and 2009 
Teno, JM JAMA, 2013 February 6 
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Medicare Expense & Mortality 



Death Dying, and End of Life 

“the well-documented finding that health care 
spending during the last year of life represents 
a significant amount of health care costs and 
accounts for a substantial proportion of total 
Medicare expenditures, with approximately 
60% of spending during the last 6 
months of life among Medicare 
beneficiaries occurring during their final 
month.” 

Bauchner, H., Dr., & Fontanarosa, P. B., Dr. (2016). Jama.  
Jama, 315(4), 270-271. doi:10.1001/jama.2015.14072  
 



Death Trajectories 

7 of 10 
Americans 

die from 
chronic 
disease  

 

 
9 of 10 deaths in 
Medicare 
population are  
associated with 
chronic illnesses 

 



 

HOPE is not a plan - Atul Gawande 

 

When the plan is unclear 
• The default is to treat 

aggressively  
 
Family  & friends are left 
with 
• Uncertainty 
• Stress 
• Guilt or possibly 

depression 
• Financial concerns  

Avoid interventions by default 



Dying is not 
a medical 

event. 



IOM Report: Dying in America 
• Most people nearing the end of life are not 

physically, mentally, or cognitively able to make 
their own decisions about care. 

 

• The majority of these patients will receive acute 
hospital care from physicians who do not know 
them. 

 

• Therefore, advance care planning is 
essential to ensure that patients receive 
care reflecting their values, goals, and 
preferences. 

 



Family Perspectives on  
End-of-Life Care 

Inadequate emotional support 50% 

Not enough information 30% 

Inadequate physician 
communication 

24% 

Inadequate attention to pain 24% 

Inadequate attention to 
dyspnea 

22% 

Teno, J.M., Claridge, B. R., Casey, V., Weich L.C.; Wetle, T., et al. (2004) Family 
perspectives on end-of-life care at the last place of care. JAMA, 291, 88-93. Wright 
AA Associations between end-of-life discussion, patient mental health, medical care 
near death, caregiver and bereavement adjustment, JAMA 2008; 300(14) 1665-1673 



Understanding of the Efficiency and Effectiveness of the Health Care System. (n.d.).  
Retrieved Dec 1, 2016, from http://www.dartmouthatlas.org/  

Total Medicare  
reimbursement 

per decedent  
in the last 6 

months of life 

Arizona 
Compared to 

National 
Average 



Understanding of the Efficiency and Effectiveness of the Health Care System. (n.d.).  
Retrieved Dec 1, 2016, from http://www.dartmouthatlas.org/  



Arizona Medicare Heart Failure Patients 
Days to Death from the Last Hospitalization 
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Percent of Arizona Medicare HF 
Beneficiaries with a Hospice Claim 
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Medicare FFS Heart Failure Beneficiaries  
Hospice Length of Services 
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Goal is for 
Hospice 

referrals earlier, 
not 0-7 days  

prior to death 





Let’s Talk…. 



New Netflix Video: Extremis 

Extremis 

Impossible situations, wrenching emotions, that 
accompany end of life decisions as doctors, patients and 
their families in a hospital in the ICU face harrowing 
choices, impossible situations… 
 

http://www.indiewire.com/2016/09/extremis-trailer-netflix-documentary-end-of-life-care-1201723561/


How to bridge the gap between what 
patients want and what they get?  

 

 

 

 

 

At some point in life, the only thing worse 
than dying is being kept alive. 

S Bowron, MD  St Paul, MN 





How Physicians Really Feel 
 • A recent poll of physicians revealed their personal 

views: 
– Nearly half (46%) report they frequently feel unsure 

of what to say 
– Less than 1/3 (29%) report having any formal training 

on talking to patients and their families on end of life 
care 
• Of the physicians who have had training on end of life 

conversations 60% said they rarely feel unsure about what to 
say   

– 99% of physicians feel it is important for health care 
providers to have EOL conversations with patients 

Poll-"Conversation Stopper: What's Preventing Physicians from Talking with Patients About End-of-Life and 
Advance Care Planning?" (2016, April 14). Retrieved May 10, 2016, from http://www.jhartfound.org/news-
events/news/advance-care-planning-poll 
 

http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll
http://www.jhartfound.org/news-events/news/advance-care-planning-poll


Ain't The Way To Die 

How Healthcare Providers 
 Really Feel 

http://zdoggmd.com/aint-the-way-to-die/


EOL Conversations Meet the Triple Aims 

Earlier conversations about patient goals and 
priorities for living with serious illness are 
associated with: 

– Enhanced goal-concordant care Mack JCO 2010  

– Improved quality of life 

– Reduced suffering 

– Better patient and family coping 

– Higher patient satisfaction Detering BMJ 2010 

– Less non-beneficial care and costs Wright 2008, Zhang 2009 

 



Conversations are too little, too 
late, and not great 

• Multiple studies show patients with serious medical 
illnesses do not discuss EOL preferences, or first discuss 
them only in the last days to month of life Wright 2008, Dow 2010, Halpern 2011 

• Among patients with advanced cancer: 

• First EOL discussion occurred median 33 days before 
death Mack AIM 2012 

• 55% of initial EOL discussions occurred in the hospital 

• Only 25% of these discussions were conducted by the 
patient’s oncologist Mack AIM 2012 

• Many conversations fail to address key elements of quality 
discussions, especially prognosis 



Advance Care Planning 

ACP is a process that unfolds over a life span 



Planning for Future Care 
ACP Across the Continuum 

Age 18 
 

 

 Complete an  
 Advance Directive 

  

 Update Advance  
 Directive Periodically 

 

 Diagnosed with a Serious  
 or Chronic, Progressive  
 Illness(at any age) 

 

     Complete a POLST Form  

                    or ACP 
 

 
Treatment Wishes Honored 

 

End-of-Life 
Care Planning 



Advance Directives vs POLST 
Advanced Healthcare Directive 
(AHCD) 

Provider Order for Life 
Sustaining Treatment (POLST)  

Voluntary Voluntary 

General instructions for FUTURE 
CARE 
Requires interpretation 

Specific orders for CURRENT CARE 
based on CURRENT CONDITION 

Completed by anyone 18 y.o. or older Completed only by those who are very 
ill, elderly and frail 

Arizona Registry – must be retrieved 
or family must provide 

Stays with the patient across the 
continuum of care 

Many different forms 
Signed by patient and witnesses 

Single, standardized form 
Signed by patient (or HC agent) and 
provider 



 POLST vs Pre-Hospital DNR 
POLST Pre-Hospital DNR (Orange 

Form) 

Allows for choosing wishes about 
resuscitation  

Can only use if choosing DNR 

Allows for other medical treatments 
• Nutrition 
• Ventilation 
• Others 

Only applies to resuscitation  

Honored across all heath care settings Only honored outside the hospital 
(EMS form) 

Not legislated in Arizona currently Is legislated in Arizona currently 

Used only in Pilot form in Arizona 
currently 

Available statewide, used minimally 
(per EMS) 





Arizona POLST Form 
• Developing state 
• In pilot currently 
• Undergoing revisions 
• Seeking legal review 
• Stay tuned 

 



Palliative Care vs Hospice 
Palliative Care Hospice 

For people with serious illness Care at the end of life (last 6 mos.) 

Intra-disciplinary  Team based 

Relief from symptoms, pain and stress Focused on symptoms, comfort, 
quality of life 

Improves quality of life for both 
patient and family 

Supports patient and family 

Can be provided along with curative 
treatment in any setting  

Come into your “home” 
No curative treatment (unless in 
demonstration project) 

Can bill for advance care planning 
sessions under Medicare as of 1/1/16 
(PA, NP or Physician) 

Provided as medical benefit under 
Medicare and some payment models 



Palliative care is a high-value 
clinical intervention 

Provision of early palliative care services—with 
strong emphasis on communication and patient 
and family education—to lung cancer patients 
leads to: 

– Improved quality of life 

– Less use of aggressive care 

– 25% increase in survival 

– Reduced costs 
Temel et al NEJM 2010 

 

But there are not 
enough 

Palliative Care 
providers to 

meet the 
demand 



http://www.thoughtfullifeconversations.org/ 

 

http://www.thoughtfullifeconversations.org/
http://www.thoughtfullifeconversations.org/




Thoughtful Life Conversations is an 
affiliation of healthcare leaders, providers 

and community representatives with a 
shared commitment and a sense of 

accountability to improving end of life care 
for Arizonians.  

Our mission is to empower Arizonans to make 
known their life wishes and care directives 
and to equip their healthcare teams with 

resources to honor them.   

 

    



What We’re Aiming For 

WISHES 
EXPLORED 

WISHES 
EXPRESSED 

WISHES 
HONORED 



Professional 
Education & 

Development 
Providers 

 

Public 
Education & 
Engagement 

 

Policy & 
Payment 
Systems 

 

Build A 
Sustainable 

Coalition 

Thoughtful 
Life 

Conversations 
 



What We Need to Get There 

COMPETENT 
COMMUNITIES 

COMPETENT 
HEALTHCARE 

PROFESSIONALS 

COMPETENT 
SYSTEMS 

PUBLIC POLICY 
& COMMON VISION 



What Will You Do  
By Next Tuesday? 



http://www.thoughtfullifeconversations.org/ 

 

http://www.thoughtfullifeconversations.org/
http://www.thoughtfullifeconversations.org/


 

Personal Reflection 

Check all answers that apply 

 

1. Who died in your first personal 

experience with death? 

 Grandparent/great-grandparent 

 Parent 

 Brother or sister 

 A child 

 Other family member 

 Friend or acquaintance 

 Stranger or a public figure 

 Animal or pet 

 

2. When you were a child, how was 

death or dying talked about in your 

family? 

 Openly 

 With some sense of discomfort 

 As though it were a taboo subject 

 Do not recall any discussion 

 

3. What does death mean to you? 

 The end; the final process of life 

 The beginning of a life after death; a 

transition, a new beginning 

 A kind of endless sleep; rest and 

peace 

 End of this life, but survival of the 

spirit 

 Other (specify): 

_________________________ 

 

 

 

 

4. What about your own death 

concerns you most? 

 I could no longer have any 

experiences. 

 I am afraid of what might happen to 

my body after death. 

 I am uncertain about what might 

happen to me if there is a life after 

death. 

 I could no longer provide for my 

family. 

 It would cause grief to my family and 

friends. 

 There would be some things left 

undone. 

 I have no concerns about my death. 

 Other (specify): 

_________________________ 

 

5. What about the process of dying 

concerns you most? 

 It would be long and painful. 

 Being a financial burden to my 

family 

 Causing my family to suffer 

 Being dependent on others to care 

for me 

 Losing control of my mind and body 

 I am not concerned about the 

process of dying. 

 Other (specify): 

_________________________ 

 

 

 



 

 
 
 

 

6. How large a role has religion 

played in your attitude toward death? 

 A very significant role 

 Influential, but not a major role 

 A relatively minor role 

 No role at all 

 

7. If you were told that you had a 

limited time to live, how would you 

want to spend your time until you 

died? 

 I would pursue personal pleasures 

(travel, adventure, chocolate). 

 I would prefer being alone: reading, 

thinking or praying. 

 I would shift from my own needs to a 

concern for others (family, friends). 

 I would try to tie up loose ends. 

 I would try to do one important 

thing. 

 I would make little or no changes. 

 Other (specify): 

_________________________ 

 

 

 

 

 

 

8. If or when you are married or have 

a long-term partner, would you prefer 

to outlive your spouse/partner? 

 Yes, I would prefer to die second and 

outlive my spouse/partner. 

 No, I would rather die first and have 

my spouse/partner outlive me. 

 It doesn’t matter to me. 

 This question doesn’t apply to me. 

 

9. If you had a choice, what kind of 

death would you prefer? 

 Sudden, unexpected death 

 Quiet, dignified death 

 Death in the line of duty 

 Death after a great achievement 

 There is no “appropriate” kind of 

death. 

 Other (specify): 

_________________________ 

 

10. What is one thing you would want 

to say to someone special before you 

die? 

______________________________

______________________________

______________________________

______________________________

 

 

 

The Center for Healthcare Decisions developed this questionnaire, based in part on  

Edwin Schneidman’s “You and Death: An Exercise.” 

For more information, contact the Center for Healthcare Decisions at www.chcd.org.  

http://www.chcd.org/






















































Office of the Attorney General of Arizona, Mark Brnovich 
Life Care Planning Packet: Prehospital Medical Care Directive 

Section 7: Page 1 of 1  Updated 06/16 

PREHOSPITAL MEDICAL CARE DIRECTIVE (DO NOT RESUSCITATE) 

(IMPORTANT—THIS DOCUMENT MUST BE ON PAPER WITH ORANGE BACKGROUND) 

 

1. My Directive and My Signature: 
 

In the event of cardiac or respiratory arrest, I refuse any resuscitation measures including cardiac 
compression, endotracheal intubation and other advanced airway management, artificial ventilation, 
defibrillation, administration of advanced cardiac life support drugs and related emergency medical 
procedures. 

 
Patient Signature:  Date:    

 

PROVIDE THE FOLLOWING INFORMATION: OR ATTACH RECENT PHOTOGRAPH HERE: 
 
 

   
 
 
 

 
 
 

2. Information About My Doctor and Hospice (if I am in Hospice): 
 

Physician:  Telephone:    

Hospice Program, if applicable (name):   
 

PREHOSPITAL MEDICAL CARE DIRECTIVE (DO NOT RESUSCITATE) (Last Page) 
 

3. Signature of Doctor or Other Health Care Provider: 
 

I have explained this form and its consequences to the signer and obtained assurance that the signer understands that death may 
result from any refused care listed above. 

 
Signature of a Licensed Health Care Provider:  Date:    

 

4. Signature of Witness to My Directive: 

I was present when this form was signed (or marked). The patient then appeared to be of sound mind and free from duress. 

Signature: Date:    

GENERAL INFORMATION AND INSTRUCTIONS: A Prehospital Medical Care Directive is a document signed by you 
and your doctor that informs emergency medical technicians (EMTs) or hospital emergency personnel not to 
resuscitate you. Sometimes this is called a DNR – Do Not Resuscitate. If you have this form, EMTs and other 
emergency personnel will not use equipment, drugs, or devices to restart your heart or breathing, but they will not 
withhold medical interventions that are necessary to provide comfort care or to alleviate pain. IMPORTANT: Under 
Arizona law a Prehospital Medical Care Directive or DNR must be on letter sized paper or wallet sized paper on an 
orange background to be valid. 
 
You can either attach a picture to this form, or complete the personal information. You must also complete the form 
and sign it in front of a witness. Your health care provider and your witness must sign this form. 

NOTE: At least one adult witness OR a Notary Public must witness the signing of this document. The witness or Notary Public 
CANNOT be anyone who is: (a) under the age of 18; (b) related to you by blood, adoption, or marriage; (c) entitled to any part of your 
estate; (d) appointed as your representative; or (e) involved in providing your health care at the time this form is signed. 

My Date of Birth 
My Sex 
My Race 
My Eye Color 

My Hair Color 
 



Created by The Conversation Project and the Institute for Healthcare Improvement

Your Conversation Starter Kit

The Conversation Project is dedicated to helping people 
talk about their wishes for end-of-life care.

We know that no guide and no single conversation can 
cover all the decisions that you and your family may 
face. What a conversation can do is provide a shared un-
derstanding of what matters most to you and your loved 
ones. This can make it easier to make decisions when 
the time comes. 
 
 
Name: ____________________________________ 
 
Date: _____________________________________
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This document does not seek to provide legal advice. © 2014 The Conversation Project. All rights reserved.

Step 1: Get Ready

Step 2: Get Set

Step 3: Go

Step 4: Keep Going

This Starter Kit doesn’t answer every question, but it will help you 
get your thoughts together, and then have the conversation with 
your loved ones.

You can use it whether you are getting ready to tell someone  
else what you want, or you want to help someone else get ready  
to share their wishes.

Take your time. This kit is not meant to be completed in one  
sitting. It’s meant to be completed as you need it, throughout  
many conversations.

........................................................  1

................................................................  3

............................................................................  6

......................................................  9

Copyright © 2014 The Conversation Project                                                                                                                              
All rights reserved.  Individuals may photocopy these materials for educational, not-for-

nsed in any way and 
that proper attiribution is given to The Conversation Project, including its web address 
theconversationproject.org, as the source of content.  These materials may not be 

means, or republished 
under any circumstances, without written permission of The Conversation Project.
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Step 1: Get Ready   

There are a million reasons to avoid having the conversation. But it’s critically important.  

And you can do it. 

 
 
Consider the facts. 

More than 90% of the people think it’s important to talk about their loved ones’ and their own 
wishes for end-of-life care. 

Less than 30% of people have discussed what they or their family wants when it comes to 

end-of-life care. Source: National Survey by The Conversation Project 2013. 

60% of people say that making sure their family is not burdened by tough decisions  
is “extremely important”

56% have not communicated their end-of-life wishes

Source: Survey of Californians by the California HealthCare Foundation (2012) 

 

 

70% of people say they prefer to die at home

70% die in a hospital, nursing home, or long-term-care facility

Source: Centers for Disease Control (2005) 

 

 

80% of people say that if seriously ill, they would want to talk to their doctor about  
end-of-life care

7% report having had an end-of-life conversation with their doctor

Source: Survey of Californians by the California HealthCare Foundation (2012)

 

82% of people say it’s important to put their wishes in writing

23% have actually done it

1

Source: Survey of Californians by the California HealthCare Foundation (2012)

One conversation can make all the difference.

This document does not seek to provide legal advice. © 2014 The Conversation Project. All rights reserved.
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What do you need to think about or do before you feel ready to have the conversation?

2

Remember:
        You don’t need to talk about it just yet. Just think about it.

        You can start out by writing a letter—to yourself, a loved one, or a friend.

        Think about having a practice conversation with a friend. 

        These conversations may reveal that you and your loved ones disagree. That’s okay.  
        It’s important to simply know this, and to continue talking about it now—not during  
        a medical crisis.
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Step 2: Get Set   
Now, think about what you want for end-of-life care. 
 
Start by thinking about what’s most important to you. What do you value most?  
What can you not imagine living without?  

 
What matters to me at the end of life is 

Sharing your “What matters to me” statement with your loved ones could be a big help down the 
road. It could help them communicate to your doctor what abilities are most important to you—

what’s worth pursuing treatment for, and what isn’t.

Where I Stand scales 
 

 
Select the number that best represents your feelings on the given scenario.  
 
As a patient...

1   2   3   4   5

1   2   3   4   5

1   2   3   4   5

I only want to know 
the basics

Ignorance 
is bliss

I want my doctors to 
do what they think 

is best

I want to know  
as much as I can

I want to know how 
long I have to live

I want to have a say 
in every decision

3
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Look at your answers. 
What kind of role do you want to play in the decision-making process?

 

How long do you want to receive medical care? 

Look at your answers. 
What do you notice about the kind of care you want to receive?

1   2   3   4   5

1   2   3   4   5

1   2   3   4   5

I want to live as 
long as possible, 
no matter what

I’m worried that  
I won’t get  

enough care

I wouldn’t mind  
being cared for in  
a nursing facility 

Quality of life is 
more important to 
me than quantity

I’m worried that  
I’ll get overly  

aggressive care

Living independently 
is a huge priority  

for me

4
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How involved do you want your loved ones to be?

1   2   3   4   5

1   2   3   4   5

I want my loved ones to do 
exactly what I’ve said, even 

if it makes them a little 

When the time 
comes, I want to 

be alone

I want my loved ones to do 
what brings them peace, 

even if it goes against 
what I’ve said

I want to be  
surrounded by  
my loved ones

5

What role do you want your loved ones to play? Do you think that your loved ones 
know what you want or do you think they have no idea? 

What do you feel are the three most important things that you want your friends, 
family and/or doctors to understand about your wishes for end-of-life care? 

1. _________________________________________________________________________________________________

2. _________________________________________________________________________________________________

3. _________________________________________________________________________________________________

1   2   3   4   5
I don’t want my 

loved ones to know 
everything about 

my health

I am comfortable with 
those close to me 

knowing everything 
about my health
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Step 3: Go   
When you’re ready to have the conversation, think about the basics. 
 

Mark all that apply:

Who do you want to talk to? Who do you trust to speak for you?

 Mom

 Dad

 Sibling

When would be a good time to talk?

 The next big holiday

 At Sunday dinner

 Before my kid goes  
 to college

Where would you feel comfortable talking?

 At the kitchen table

 At a cozy café or  
 restaurant

 On a long drive

Child/Children

Partner/Spouse

Minister/Priest/Rabbi

Before my next big trip

Before I get sick again

Before the baby arrives

On a walk or hike

Sitting in a garden  
or park

At my place of worship

Friend

Doctor/Caregiver

Other: ______________________

Other: ______________________

Other: ______________________

What do you want to be sure to say? 
If you wrote down your three most important things at the end of Step 2, you can use those here.

6
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How to start 
Here are some ways you could break the ice: 

      “I need your help with something.” 

   Remember how someone in the family died—was it a “good” death or a “hard” death? 
  

 “I was thinking about what happened to (Uncle Joe), and it made me realize…” 

      “Even though I’m okay right now, I’m worried that (I’ll get sick), and I want to be prepared.” 

 “I need to think about the future. Will you help me?” 

      “I just answered some questions about how I want the end of my life to be. I want you  
   to see my answers. And I’m wondering what your answers would be.” 

What to talk about 

   When you think about the last phase of your life, what’s most important to you?  
   How would you like this phase to be?  

        Do you have any particular concerns about your health? About the last phase of your life? 

        Who do you want (or not want) to be involved in your care? Who would you like to make  
   decisions on your behalf if you’re not able to?  (This person is your health care proxy.)

        Would you prefer to be actively involved in decisions about your care? Or would you  
   rather have your doctors do what they think is best?

        Are there any disagreements or family tensions that you’re concerned about?        

   Are there circumstances that you would consider worse than death?  (Long-term need  
   of a breathing machine or feeding tube, not being able to recognize your loved ones)

   Are there important milestones you’d like to meet if possible?  (The birth of your  
   grandchild, your 80th birthday)
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   Where do you want (or not want) to receive care?  (Home, nursing facility, hospital)

   What kinds of aggressive treatment would you want (or not want)?  (Resuscitation if your  
   heart stops, breathing machine, feeding tube) 

   When would it be okay to shift from a focus on curative care to a focus on comfort  

   care alone?

 (Personal  
    property, relationships)

This list doesn’t cover everything you may need to think about, but it’s a good place to start.  
Talk to your doctor or nurse if you’re looking for more end-of-life care questions.  

Remember:
   Be patient. Some people may need a little more time to think.  

   You don’t have to steer the conversation; just let it happen. 

 

   Nothing is set in stone. You and your loved ones can always change your minds  
   as circumstances shift.

          Every attempt at the conversation is valuable. 

         
   everything right now.

Now, just go for it!  
Each conversation will empower you and your loved ones. You are getting ready to help each 
other live and die in a way that you choose.
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Step 4: Keep Going   
Congratulations!

Now that you have had the conversation, here are some legal and medical documents you should 
know about. Use them to record your wishes so they can be honored when the time comes.

   Advance Care Planning (ACP): the process of thinking about your wishes—exactly what   
   you have been working on here.

   Advance Directive (AD): a document that describes your wishes.

   Health Care Proxy (HCP):  
   person you trust to act on your behalf if you are unable to make health care decisions or  
   communicate your wishes. In some states, this is called the Durable Power of Attorney for  
   Health Care. This is probably the most important document. Make sure you have many  
   conversations with your proxy.

   Living Will:  
   life, or if you are no longer able to make decisions on your own (e.g. in a coma).

of the website Starter Kit at www.TheConversationProject.org.

then look back to them when you prepare for future conversations. 

9

Is there something you need to clarify that you feel was misunderstood  
or misinterpreted?
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How did this conversation make you feel? What do you want to remember?  
What do you want your loved ones to remember?

What do you want to make sure to ask or talk about next time?

10

Who do you want to talk to next time? Are there people who should hear things  
at the same time (like siblings who disagree about everything)?

We hope you will share this Starter Kit with others. You have helped us get one conversation 
closer to our goal: that everyone’s end-of-life wishes are expressed and respected.  
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