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Interpretation

 �A level of care is not a substitute for consent to proposed care by the patient or his/her representative.

 �The level of care should be interpreted, within the limits of application of this form, as a decision-making tool, such that interventions  
are proposed in the best interest of the patient and are consistent across the continuum of care. 

 �The decision about cardiopulmonary resuscitation (CPR) should be interpreted, within the limits of application of this form, as a 
physician order by all health care professionals called to attempt CPR for a patient in cardiorespiratory arrest with arrest of circulation.

GUIDE TO USING THE HARMONIZED  
“LEVELS OF CARE AND CARDIOPULMONARY 
RESUSCITATION” FORM

The form applies if the following conditions are met:

  A competent patient or his/her representative has voluntarily participated in a discussion about levels of care, without coercion. 
The representatives of a minor patient are the parents or tutor, and for a mentally incompetent adult it is the mandatary (surrogate 
decision-maker), tutor or curator; the married or common-law spouse; or a close relative or a person who shows a special interest  
in the adult (article 15 of Québec’s Civil Code).

  The patient is clearly identified on the form, and the form is dated and signed by a physician. It is important to confirm that the form  
is the most recent one completed.

  Use of the form presumes that the health status and the choices of the person at the moment that the form was completed are still 
current. If in doubt, or in an emergency situation, it is important to verify this with the patient or with a loved one.

  All verbal directives of the patient or, in the case of incompetency, of his/her representative have precedence over written directives  
on a Levels of Care/CPR form, even if they differ.

  If the patient is incompetent and a valid Advance Medical Directive exists, the latter has precedence over a Level of Care/CPR form  
and constrains medical decisions insofar as the circumstances are judged to be appropriate for their execution (end of life or severe 
and irreversible loss of cognitive function).

This guide is intended for professionals who will fill out the form on “Levels of Care and Cardiopulmonary Resuscitation”.  
The complete guide on norms and quality standards presents information on each component of the practice of Levels of Care.

http://inesss.qc.ca/fileadmin/doc/INESSS/Rapports/OrganisationsSoins/INESSS_Guide_NiveaudeSoin.pdf


Other ways to express wishes

A competent patient for whom determining a level of care is relevant must be informed of other ways to express wishes and how to carry 
these out, if appropriate, particularly:

 �The completion of an Advance Medical Directive. For more information, consult the following: 
http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/directives-medicales-anticipees/

 �Consent to an organ or tissue donation. For more information, consult the following: 
http://www.transplantquebec.ca/en/organ-donation

To assist you in distinguishing between the different ways of expressing ishes, consult the Quick reference guide.

HOW to fill out this form:

 �The competency of the patient to participate in the discussion and determination of a level of care is verified in the same manner as 
for competency to consent to medical care, according to the guide by the Collège des médecins du Québec. It should be indicated in 
the box for notes whether the incompetency is permanent or temporary.

 �Levels of care and CPR are part of the same discussion. Distinct decisions must be made for each of these two elements and recorded 
in the appropriate places on the form. The physician guides the discussion such that the decisions are coherent with the goals of care. 
Providing explanations in the box for notes may be useful in cases where a decision about CPR does not seem compatible with a goal 
of care.

 �Regarding goals of care (B) and (C), the physician can discuss emergency intubation and assisted ventilation while unconscious with 
the patient, and can indicate on the form if these interventions are not desired. Such information serves to guide emergency care, 
particularly in the prehospital setting. The lack of any indication indicates that these interventions can be used if relevant, depending 
on the situation.

 �The following items must be recorded in the box for notes: 
–  the names of those who participated in the discussion and their relation with the patient;
–  any apparent conflict or difference of opinion between the patient and his/her representative, loved ones/family, or the care team;
–  a description of the situation and the words used by the patient or his/her representative during the discussion (these words 

facilitate the interpretation of the context in which a level of care is to be applied);
–  all information deemed useful about the acceptability of medically-appropriate interventions and technologies to the patient or 

his/her representative (e.g., hemodialysis, blood transfusion, nutritional support [enteral or parental], preventive care, etc.);
–  all information useful for guiding emergency care, particularly for paramedic ambulance technicians providing such care outside 

of the hospital/institutional setting;
–  information regarding co-existing conditions of the patient (e.g., treatment of ischemic heart disease in a patient with advanced 

cancer).

 �Dated and signed notes can be added as needed to the box, for example, each time the health status of the patient changes, or about 
once yearly if his/her condition is stable and the level of care and the CPR decision have not changed. If the level of care or the CPR 
decision has changed, a new form must be filled out.

 �The form must be signed and dated by a physician who records his/her contact information for verification purposes, if needed.

 �Only in exceptional circumstances should a level of care be determined without discussion with the patient or his/her representative. 

 �The patient or his/her representative must be informed that a level of care or CPR decision can be changed verbally or in writing at 
any time. 

 � Information on the form must be transmitted to care personnel and the form should be stored in the appropriate place, according to 
the regulations of the institution involved. 

 �The form must accompany the patient in the medical chart during any transfers, and must be easily retrievable.

 � If a call for emergency prehospital services is possible, a copy of the form (or a similar certificate) must be given to the patient, to 
his/her representative or to any person likely to be present when the paramedic ambulance technicians arrive so that it is rapidly 
available. The person who receives the copy must sign it in order for ambulance personnel to be able to follow the instructions on the 
form, if appropriate.

http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/directives-medicales-anticipees/
http://www.transplantquebec.ca/en/organ-donation
http://inesss.qc.ca/fileadmin/doc/INESSS/Rapports/OrganisationsSoins/INESSS_QuikReferenceSheet_NiveaudeSoin_EN.pdf

