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Objectives

Definition of Palliative Care

Be comfortable discussing the difference between Palliative Care and Hospice Care

Improve knowledge and skills for discussing natural and comfortable death

Understand the importance of Advance Care Planning (ACP)

• Advance Directive vs Maryland Medical Orders for Life-Sustaining Treatment (MOLST)

Understand the things to think about when planning for End of Life (EOL) scenarios

• CPR

• Artificial Ventilation

• Blood Transfusion

• Other interventions

Resources to help you have the “crucial conversations”
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Nothing could be kinder to people who love you than 
to give them clear guidance for the hardest decisions 

they ever have to make. And little could be more
empowering than protecting yourself from unwanted

medical treatments that, now, far too often
dehumanize modern death.

~Katy Butler, The Art of Dying Well
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Palliative care is specialized medical care for 

people with serious illnesses. It focuses on 

providing patients with relief from the 

symptoms and stress of a serious illness. The 

goal is to improve quality of life for both the 

patient and the family.

Definition of Palliative Care
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Elements of Palliative Care

FOCUS – RELIEVING 
SYMPTOMS, PAIN, AND 
STRESS ASSOCIATED 

WITH SERIOUS 
ILLNESSES, 

REGARDLESS OF 
PROGNOSIS

TIMING – CAN BE 
PROVIDED AT ANY 

STAGE OF A SERIOUS 
ILLNESS, FROM 

DIAGNOSING THROUGH 
TREATMENT AND 

BEYOND

GOAL – TO IMPROVE 
QUALITY OF LIFE AND 

WELL-BEING FOR 
PATIENTS AND THEIR 

FAMILIES

CURATIVE TREATMENT –
PALLIATIVE CARE CAN BE 

PROVIDED ALONGSIDE 
CURATIVE TREATMENTS

WHO CAN RECEIVE IT -
ANYONE WITH A 

SERIOUS ILLNESS
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What Palliative Care Providers Do

Listen
Provide physical 
symptom control

Provide emotional, 
social, and spiritual 

assessment

Help define goals 
and choose 
treatments:

• Burden vs. Benefit

Educate about 
what to expect

Discuss a peaceful 
death and transition 

to hospice, if 
appropriate

Life review, finding 
new hope and 

meaning

Interdisciplinary 
support
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Death and Natural Aging

Survey of independently 
living elderly showed that

• 76% want to continue to live 
independently

• Pain control and length of life 
were most important concerns

50% of surveyed patients 
with cancer or end-stage 
conditions want to die at 

home

< 25% die at home
53-65% of Americans die 

in hospitals
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Hospice care is a specialized type of palliative 

care for people with terminal illnesses and a 

life expectancy of six months or less, 

focusing on comfort and dignity during the end 

of life.

Hospice Care
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Elements of Hospice Care

Focus – Comfort, dignity, and quality of life for individuals with 
terminal illnesses who are no longer seeking curative treatment

Timing – Typically starts when it’s clear that a cure is no longer 
possible, and the focus shifts to comfort and symptom management

Goal – To provide compassionate comfort care and support to 
patients and their families during the final stage of life

Life expectancy – Generally, hospice care is for individuals with a life 
expectancy of six months or less

Curative treatment – Hospice care does not focus on curative 
treatment

Who can receive it – People with terminal illness who have a life 
expectancy of six months or less
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Our reluctance to honestly examine the experience of 
aging and dying has increased the harm we inflict on 
people and denied them the basic comforts they most 

need…People with serious illness have priorities 
besides simply prolonging their lives. Surveys find that 

their top concerns included avoiding suffering, 
strengthening relationships with family and friends, 
being mentally aware, not being a burden on others, 
and achieving a sense that their life is complete. Our 

system of technological medical care has utterly failed 
to meet these needs, and the cost of this failure is 

measured in far more than dollars.
~ Atul Gawande, Being Mortal
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ADVANCE CARE PLANNING

It’s a PROCESS

It’s about CONVERSATIONS/communication not the document/form

Its about empowering people to have the medical care they want (PERSON-
CENTERED CARE)

Its about SHARED DECISION-MAKING

Its about LIVING the final phase of your life as well as you can (and  dying well 
when the time comes)
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▪ Planning ahead is for everyone! (Especially your family!!)

▪ A serious illness or accident can happen at any age

▪ Triggers for ACP: 

▪ Change in life condition (ex: marriage, births/deaths)

▪ New diagnosis of a serious illness

▪ Change in health condition

▪ Preferences elicited

▪ Serious illness with unclear goals

▪ Medicare wellness visit

Who is Advance Care Planning for?



15

▪ Enhance patient/family education 
about their illness including 
prognosis and likely outcomes of 
different care plans

▪ Define key priorities in end-of-life 
care

▪ Shape future clinical care to reflect 
personal preferences/values

▪ Help patients find hope and meaning 
in life remaining

▪ Strengthen relationships with loved 
ones and relieve burden of 
surrogate decision-making

Value of Advance Care Planning
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▪ Increasing demographic of persons living longer with heavier 
burden of illness/complicated treatment options

▪ Increasing numbers of persons losing decisional capacity as 
their condition worsens

▪ Surrogate decision makers put in                                                        
difficult position of making decisions                                                                  
when they don’t know what the                                                          
patient would choose

▪ Often results in increased amount of                                                                   
non beneficial or even harmful                                                                    
medical treatment leading to suffering                                                                
near the end of life

Why ACP Now?

This Photo by Unknown Author is licensed under CC BY

https://courses.lumenlearning.com/wmopen-lifespandevelopment/chapter/cognitive-development-in-late-adulthood/
https://creativecommons.org/licenses/by/3.0/
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Nothing could be kinder to people who love you than 
to give them clear guidance for the hardest decisions 

they ever have to make. And little could be more 
empowering than protecting yourself from unwanted 

medical treatments that, now, far too often 
dehumanize modern death.

~ Katy Butler, The Art of Dying Well
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▪ Naming a healthcare agent who you would trust to make 
healthcare decisions

▪ Talking to your loved ones and care team about your 
preferences for care

▪ Completing ACP documents such as advance 
directives/MOLST

▪ Ongoing conversations over time, as your preferences 
may change

What are the major parts of ACP?
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▪ Also known as surrogate decision-maker or medical power of 
attorney (POA) if legally appointed in documents

▪ Must be >/= 18yo and available when needed

▪ Legal order in the state of Maryland, if you do not have any 
ACP documents: 

▪ A guardian for the patient, if one has been appointed;

▪ The patient’s spouse or domestic partner;

▪ An adult child of the patient;

▪ A parent of the patient;

▪ An adult brother or sister of the patient; or

▪ A friend or other relative of the patient who meets certain requirements

Choosing a HealthCare Agent
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▪ Advance directives: 

▪ Durable power of attorney for healthcare allows designation 
of healthcare agent/POA

▪ Living will gives written instructions about your healthcare 
wishes

▪ Many different advance directive document options

▪ MOLST

▪ Most important is quality of conversations that lead to 
document!

▪ Document does NOT preclude ongoing in-the-moment 
discussions/decisions

ACP Documents
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▪ PREPARE for your CARE is a step-by-step program with 
video stories to help:

ACP Documents



ACP Documents

▪ PREPARE for your CARE is a step-by-step program with video 
stories
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ACP Documents
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Barriers to ACP/Advance Directives

Difficult subject 
(serious illness, EOL, 
dying)

A lot of work/need for 
ongoing attention

Misunderstanding 
(lack of coordination 
between 
legal/medical 
professions)

Fear that AD may 
limit options for 
treatment

Complicated process 
(lack of evidence for 
impact)

Lack of uniform, clear 
messaging/response from 
health care system
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Maryland Medical Orders for Life-Sustaining Treatment (MOLST)

The MOLST conversation is an opportunity to understand the likely course of your health and medical 
condition, so that you may make informed choices that are appropriate and reflect what you want. If you 

choose, you may invite loved ones to join this conversation.

The MOLST form is required for patients being discharged from an acute care hospital to any of the 
following:

Nursing 
Home

Assisted 
Living 

Home Health
Community 

Dialysis
Hospice

Other acute 
care hospitals

MOLST is a process for documenting treatment choices. It is a portable, standardized Medical Order 
that will be recognized and followed by Maryland health care providers.
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Advance Directive vs. MOLST

Advance Directive MOLST

Who has one? Anyone over 18 People with serious illness or 
frailty

What is it for? Future care Current care

Where is it stored? With other legal documents Anywhere it can be found 
easily in an emergency to go 
with you to the hospital

Form is Legal Document:
Must be translated to medical 
orders before it can be 
honored

Medical Orders: 
Honored in medical 
institutions, clinics, 
ambulances, etc

Can it be changed? Yes – with witnesses Yes – with doctor

Authorized Representative Cannot change anything Can make changes if patient 
has lost capacity
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▪ Designed to work in concert with Advance Directive

▪ Takes effect immediately (medical order)

▪ Health care providers are obligated to honor within medical standard of care

▪ Does not preclude real time-shared decision making and clinical judgement

▪ Flexible - can be changed, voided with any change in circumstances

Other aspects of MOLST
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How Advance Directives and MOLST Work Together

Adapted with permission from California POLST Education Program 
  © January 2010 Coalition for Compassionate Care of California

Age 18

Complete an Advance Directive

Update Advance Directive Periodically

Diagnosed with Advanced Illness or Frailty(at any age)

Complete a MOLST Form

Change in health status

May Complete a new MOLST Form

Treatment Wishes Honored
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Can someone else make MOLST decisions for me?

You make health-care decisions for yourself as long as you have decision-
making capacity. You have the right to change your authorized representative at 
any time while you have decision making capacity.

If a physician determines that a person lacks decision-making capacity, an 
authorized representative can sign a MOLST form on behalf of that person. A 
MOLST form does not change the decision-maker designated by an Advance 
Health Care Directive, a Health Care Power of Attorney document, a guardian 
of person appointed by a Court, or Maryland law on health care surrogates.

If you have capacity and complete a MOLST form, you can sign on the form 
saying that if you lose capacity, your authorized representative cannot void the 
form you signed.
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▪ Ask the right questions to the right people.  Quality of the conversation. 

▪ Be fully informed on options

▪ Medically consistent

▪ Time limited trials

▪ Communication with POA/loved ones

▪ Share with health care provider/others

▪ Simple clear format

▪ Revisit periodically

Best Practices for completing Advance Directive
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The Four Things

“Please forgive me.”

“I forgive you.”

“Thank you.”

“I love you.”

“When I work with people who are approaching the end of life, I emphasize the value of 

saying the Four Things and I also encourage them to say ‘good-bye.’ The Four Things offer 

essential wisdom for completing a lifelong relationship before a final parting. It’s important to 

say good-bye in a way that affirms our relationship and acknowledges our connection to one 

another.”

~ Ira Byock, MD, The Four Things that Matter Most: A Book About Living
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Questions?

This Photo by Unknown Author is licensed under CC BY-ND

https://bmawufbp.blogspot.com/2012/11/are-you-mentally-and-emotionally.html?m=0
https://creativecommons.org/licenses/by-nd/3.0/


44

https://www.marylandattorneygeneral.gov/Pages/HealthPolicy/advancedirectives.aspx

https://marylandmolst.org/ 

https://agingwithdignity.org/

https://prepareforyourcare.org/en/welcome

https://www.fivewishes.org/

https://www.mydirectives.com/ 

https://respectingchoices.org/ 

Resources

https://www.marylandattorneygeneral.gov/Pages/HealthPolicy/advancedirectives.aspx
https://marylandmolst.org/
https://agingwithdignity.org/
https://prepareforyourcare.org/en/welcome
https://www.fivewishes.org/
https://www.mydirectives.com/
https://respectingchoices.org/
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Thank you!!

Please take a moment and complete the 

survey using this QR code.

https://app.smartsheet.com/b/form/b5d74d1bec9f499a80b78382c3f8adff 

https://app.smartsheet.com/b/form/b5d74d1bec9f499a80b78382c3f8adff
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