
Advance Care Planning



Advance Care 
Planning

• Goals of Care/ End of life goals should be discussed at the time of 
admission to facility and readdressed periodically and with any 
change to health status (review process)

• A Surrogate decision maker should be identified using hierarchy
o Are these individual aware of patient's goals/wishes and engaged in 

patient's care?
o Does this person have a copy of the advanced directive (if completed)?

• End of life decisions should be recorded using an advanced directive/ 
POLST form

• There should be a clear way to identify patient's who have an 
advanced directive/ POLST

End of Life Care Plan



Advance Care 
Planning

• Only 40% of Americans have advance 
directives

o 60% of Boomers

o 80% of people 75 years and older

o Often incomplete or not updated

• Advance directives:

o Living will

o POLST

o DNR/DNI

o Medical POA

o Organ donation

Advance Care Planning



How to start the 
conversation?

• Ideally: Early, recurring

o Do not need more than a few 
minutes at a time

o Advance Care Planning is billable:
 CPT 99497- first 30min 

 CPT 99498- every 30 min thereafter

• Give a “warning shot”
o ask permission to discuss

• Good starting points: 
o What do you understand about your illness?

o What confuses you about your illness? 

o Do you know if it is curable?

How to start the conversation?



How to start the 
conversation?

• Discuss prognosis :

o “treatable” vs “curable”

• Don’ts: 

o “there is nothing left to do”

o “time to talk about the end”

o “no other options”

• Hopes? Fears? What is most important to 
you now? 

• Use this information to make plans (short 
term and long term) that address the 
patient’s goals

• Follow up and adjust plans based on 
outcome

o Do not need a “final decision”

o Involve family if possible

o Make it routine



Put it in writing (NJ POLST):

• A) Goals of Care

• B) Medical Interventions

• C) Artificial Fluids and Nutrition

• D) Code Status

• E) Surrogate(s)

• F) Attestation and signatures

• Reverse side) Addresses and phone numbers
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Put it in writing (NJ POLST):

• Goals of care 

o Hopes and fears

o General or specific

oWhat DON’T they want



Put it in writing (NJ POLST):

• Code status
o Give realistic 

explanations

o Give advice 
(DNI but not 
DNR?)

o Additional 
order: trach?



Put it in writing (NJ POLST):

• Artificial nutrition

o Feeding tube?



Put it in writing (NJ POLST):

• Medical interventions

o Level of care: Full, limited, comfort only

o Location of care: DNH?

o Additional orders



Put it in writing (NJ POLST):

• Surrogate decision maker

o Consider a “back up”

o Have surrogate present if possible

o Can surrogate override the POLST?



Put it in writing (POLST)

• Give patients time to consider their choices
o “homework” for next visit
o “full everything” can be complicated for surrogates

• Put it in writing with them! 
o do not have them fill out a POLST alone

• Valid POLST form:
o Must be completely filled out (empty sections default to full aggressive care)
o Must be signed by: Attending, PA, or NP
o Must be signed, dated/timed, with license # 
o Make sure surrogate is aware/present
o Make sure POLST is available to patient and health providers
o Update as goals change (progression of disease, hospitalization, change in function)

 VOID the old POLST



Resources

respectingchoices.org

https://respectingchoices.org/

