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ACP: Advance Care Planning

ACP helps ensure patient treatment 
preferences are: 

• Documented
• Regularly Updated
• Respected
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Goals/Agenda
1. Be aware of the facts on CPR Survival Rate and in Intubation 

survival rates for adults in a hospital setting

2. Know the difference of Advance Directives (AD) & POLST Forms

3. Know the benefits of end-of-life (EOL) planning & how to use the 
billing codes

4. Know how to properly fill out a POLST for the seriously ill, and an 
Advance Directive (AD) all competent adults

5. Know how to access available AD/POLST Guides and Resources



CPR SURVIVAL
Rate to discharge
Overall was 18.6%. 
Survival was 
significantly lower
in patients who 
arrested during off-
hours compared
with on-hours 
(16.8% vs. 20.6%; 
p < 0.0001)
The mean age was 66.1 years.

(Ofoma, 2018)



Survival Rate of In-Hospital 
Cardiac Arrests

GeriPal Podcast, (2013) Outcomes of In-Hospital CPR: Not as Rosy as Some May Say. 
Retreived from https://www.geripal.org/2013/09/outcomes-of-in-hospital-cpr-not-as-rosy.html

Presenter
Presentation Notes
This feels like it’s relevant for our discussion, less so for our introduction as it ties to our results. 



2018 Study: Prognosis After
Emergency Department Intubation

Study Population: 65 and older intubated in the ED from 
2008 to 2015 from 262 hospitals across the United States  -
41,463 Intubations.

After emergency intubation, 33% percent of older adults die 
during the index hospitalization. 

Only 24% of survivors are discharged to home.
(Ouchi, 2018)



2018 Study: Prognosis After 
Emergency Department Intubation

(Continued)

Mortality for individuals a by age:
29% for those aged 65 to 74

34% for those aged 75 to 79

40% for those aged 80 to 84

43% for those aged 85 to 89

50% for those aged 90 and older.
(Ouchi, 2018)



2018 Study: Late Mortality after 
Acute Hypoxic Respiratory Failure

US Health & Retirement Study (HRS) – did a 
longitudinal cohort of 37,000 adults aged 51 and above 
in 23,000 households, ongoing since 1992.       

"The median age was 79.”

"Mortality was high:  42.7% at 30 days, 65.5% at 1 year
and 73.3% at 2 years
(Prescott, 2018)



What are 
Advance Directives (AD)?

AD documents: Living Will & Healthcare Power of 
Attorney (POA) allow an individual to put into writing 
wishes concerning treatment at the end of life.
ADs need to be witnessed but not notarized in UTAH, 
and don’t need a lawyer to be official. 
ADs are not medical orders

Presenter
Presentation Notes
EMTs may not follow the advanced directive since their job is to stabilize and transport.
In medical situation, EMTs may not be able to find or access the living will in time. 

May refer to any of several ‘forms’ –Living Will –Healthcare power of attorney 



The 5 D’s of Advance Directives

Decade

Divorce

Death

Decline

Diagnosis (NEW)



Anyone over 18 should have an AD:

 Hospitals routinely ask about living wills or an 
Advance Directive (AD)  but rarely is the 
document scanned into the Electronic Medical 
Record (EMR)

 Medical Power of Attorney forms can be scanned 
into EMR, and updated as needed. 

 Do you have an AD scanned into an EMR?



No AD, Who speaks for YOU?
Utah Comprehensive Health Care Decisions Act: 2009

1. Spouse
2. Adult Child
3. Parent
4.Adult sibling

5. Adult Grandchild

6. Grandparent

7. Close friend











The Surprise Question

Would I be surprised if this patient 
died within the next year?

YES
[discuss AD]

NO
[discuss POLST]



POLST.org 2013. Advanced Care Planning for the Seriously Ill. What is POLST. Retrieved from 
http://www.polst.org/wp-content/uploads/2015/01/2013.09.26-Final-POLST-Article.pdf 



What is a POLST / MOLST?

“Physician Order of Life Sustaining Treatment”
“Medical Order of Life Sustaining Treatment”

Medical orders that can be followed by Emergency Medical 
Services (EMS), Hospitals, and Extended Care Facilities (ECF)

Medical Order vs. Legal Documents

Presenter
Presentation Notes
Since this is a medical order, it can be followed by Emergency Responders and should be posted in a prominent place in the home like the refrigerator.




POLST: Provider Order for Life-
Sustaining treatment 

•Any seriously ill person & reflects the AD (Living Will & POA)

•POLST is a Medical Order that is transferable & follows with the patient.

•Must be completed and signed by the Medical Provider & Patient or 
Healthcare Proxy.

•Should include conversation with patient &/or family 

•Should be based upon patient’s  values & desires and Goals of Care

•Series of decisions and choices: resuscitation, intubation/ventilation, 
intravenous fluids, antibiotics, artificial feeding, comfort measures, & 
transfer to hospital if needed to maintain comfort.

•Part of one’s medical record  that may be changed or rescinded .









Benefits of ADs and POLST Forms

Allows an individual to express their wishes on 
what is important at the end of their life.

Reduces the emotional burden and cost of 
unwanted interventions

Reduces futile care



ACP Codes for Billing
99497 & 99498

Effective January 1, 2016, Medicare will pay $86 for 30 minutes of 
ACP in a physician's office (99497) and $75 for 30 additional minutes 
of consultation (99498). Hospitalists can bill these codes too.

CPT CODES BILLING CODE DESCRIPTION

99497 First 30 minutes of a Face-to-Face Discussion on 
ACP with patient, family members, &/or surrogate

99498 Second 30 minutes of a Face-to-Face Discussion on 
ACP with patient, family members, &/or surrogate



Challenges for End of Life 
Conversations

Caregivers are overwhelmed

Avoidance of discussing issues until the problem is forced into the open in a 
tense, emotional environment.

Abundant tools exist for starting this conversation but are underutilized.

Painful treatments continue that do not improve the quality of life

Cultural differences complicate how to discuss the topic with sensitivity and 
respect

Providers are hesitant to discuss end of life, since we were trained to cure.



Cultural Challenges
Talking about Death is Taboo 

Language barriers and use of interpreters

Traditional head of household may not be the best 
spokesperson for the patient

Traditions for the body after death can vary



Examples of Cultural Beliefs

Navajo & Several other cultures believe:
Discussing the death of someone to their face is taboo. Negative 
words and thoughts about health become self-fulfilling 

Religious Faith Based 
Reluctance to discuss the possibility of death based on the belief that 
miracles can happen, and  acknowledging mortality may be giving up

Middle Eastern: 
May lose trust in the medical providers if DNR code is offered as an 
option since death is in the hands of God



Goals of Care Conversation
“CAPTURES”

C: Capacity

A: Authorized Surrogate and Advance Directives

P: Perceptions of Illness and Prognosis

T: Target Patient’s Values and Goals

U: Understand Treatment Options

R: Recommendations

E: Exploration of Challenges and Empathetic Response

S: Summary





https://healthinsight.org/tools-and-resources/send/48-educational-resources/639-polst-conversation-guide

https://healthinsight.org/tools-and-resources/send/48-educational-resources/639-polst-conversation-guide




Utah Web Resources:
http://leaving-well.org

The Leaving Well Coalition exists to ensure 
every person in Utah has the opportunity to 

live well to the end of life by sharing the 
conversation about their values, making 

their wishes known and receiving the end-
of-life care they desire.

http://leaving-well.org/


Leaving Well Web site: Links to 
Utah AD & POLST Form

Utah Advanced Directive Form: 
http://leavingwell.org/upload/Utah_Advance_Directive_2009.pdf

Utah POLST:   
http://leaving-well.org/upload/Utah_POLST.pdf

http://leavingwell.org/upload/Utah_Advance_Directive_2009.pdf
http://leaving-well.org/


The Conversation Project
https://theconversationproject.org/

https://theconversationproject.org/


Prepare for Your Care
PrepareForYourCare.org

PREPARE for Your Care is an online resource that helps people learn about and 
prepare for medical decision making. 

This evidenced-based tool features video stories in English and Spanish and 
guides users as they explore their wishes and learn how to discuss them with 
family, friends, and medical providers. 

The website also offers PREPARE written pamphlets as well as a Toolkit to help 
put on a PREPARE Group Movie Event. 

These Movie Events can be used in group medical visits or in the community. 

PREPARE also offers easy-to-read, legally-binding advance directives for all 50 
states in English and Spanish.

http://prepareforyourcare.org/




A Soul Doctor & A Jazz Singer
https://www.youtube.com/watch?v=Dnnu43Zt-oA

https://www.youtube.com/watch?v=Dnnu43Zt-oA
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