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Conversations of a Lifetime
Local initiative  to create a conversation ready community

The aim is to increase the number of Advance Care 
Planning (ACP) and end of life planning 
conversations and  related satisfaction among 
patients, families and providers by end of 2016.

Conversations of a Lifetime

A $2.3M grant funded by Bethesda Inc. and Catholic Health 
Initiatives to improve the quality of EOL care

What is Advance Care Planning?

Advance Care Planning is a series of 
conversations to discuss and understand your 
end-of life care wishes, and to document 
those wishes, to provide a shared 
understanding of what matters most, and to 
make decisions easier when the time comes.

It’s about the conversation 
Wisconsin Medical Society video

Talking about end-of-life The burden of decisions

https://vimeo.com/109633109
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Talking to our doctors What are Advance Directives?

Advance Directives

• A general term

• Gives instructions about 
future care if you are unable 
to participate in medical 
decisions due to serious 
illness or incapacity

– Living Will

– Medical Power of 
Attorney

Living Will

• A type of advance directive 
in which you write down 
your wishes about medical 
treatment should you be at 
the end of life and unable to 
communicate. 

Medical POA

• Names someone else to 
make decisions about your 
medical care if you are 
unable to speak for yourself. 

– Healthcare proxy

– Durable POAHC

• The person named may be 
called:

– Healthcare agent

– Surrogate or proxy

– Attorney-in-fact

Palliative and Hospice Care

Palliative Care may be offered at the same time as curative and 
healing treatments. You do not need to have a terminal illness. 
Palliative care focuses on quality of life by predicting, preventing, 
and treating pain and distress. Available from beginning of any 
illness to the end of life, the focus is on the whole person and family 
needs from physical, emotional, spiritual and social aspects of care. 

A form of palliative care that provides aggressive symptom 
management at the end-of-life. To enroll a patient in hospice, two 
doctors certify the patient has 6 months or less to live, should the 
illness take its natural course. The patient also opts out of 
aggressive curative treatments that are generally no longer 
helpful. Patient and family goals are focused on comfort and 
aggressive symptom management to improve the patient’s 
quality of life while maintaining independence and creating 
moments of joy. 

MOLST
(medical 

orders for life 
sustaining 
treatment) 
in Ohio- a 

community 
standard, not 
yet legislated

In Ohio, must be 
paired with an 
OH DNR CC or 
CC arrest form

Kentucky MOST—Medical Order for Scope of Treatment
Status: Developing
• March 2014: Kentucky House passed legislation 
• March 2015:  Senate passed-sent to Governor for signature

http://www.lrc.ky.gov/record/14RS/HB145.htm

Indiana POST—Physician Orders for Scope of Treatment 
Status: Endorsed
• May 2013: signed into law
• July 1, 2013: legally valid throughout state

http://www.indianapost.org/

Status of surrounding states

Medical Power of Attorney
Living Will

Healthy or 
with 

reversible 
illness

Chronic 
Illness

Advance Directives

Curative Treatment

Terminally Ill or 
Frail Elderly

Advance Care Planning

MOLST / POST
Medical Orders for Life Sustaining 

Treatment
“Would I  be surprised if this person died 

in the next 12 months.? ”

Palliative Treatment

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.greenbaypressgazette.com/story/money/2014/07/28/naming-health-care-power-attorney/13300947/&ei=YlLeVOD0OIimNqrTgbAG&bvm=bv.85970519,d.eXY&psig=AFQjCNHPPgKSD0fpc5FdDae9-1Fryn52gw&ust=1423942602412213
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.greenbaypressgazette.com/story/money/2014/07/28/naming-health-care-power-attorney/13300947/&ei=YlLeVOD0OIimNqrTgbAG&bvm=bv.85970519,d.eXY&psig=AFQjCNHPPgKSD0fpc5FdDae9-1Fryn52gw&ust=1423942602412213
http://www.lrc.ky.gov/record/14RS/HB145.htm
http://www.indianapost.org/
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Stages of advance care planning over 
the lifetime of adults

Last Steps ®
Establish a specific 

plan of care expressed in 

medical orders using 

MOLST 

Adults whom it would not be a 

surprise if they died in the next  

12 months

Next Steps®
Determine what goals of 

treatment should be 

followed if complications 

result in “bad” outcomes

Adults with progressive,

life-limiting illness, suffering  

frequent complications

First Steps ®
Create Healthcare POA and 

consider when a serious 

neurological injury would change 

goals of treatment

Healthy adults

who have not planned

Source:  Respecting Choices®

How often should we have the 
conversation?

Use these triggers to start the conversation 

The 5 Ds

DEATH Death of a friend or family member

DIVORCE Choose another proxy and redo ADs

DIAGNOSIS
Diagnosis of a significant medical condition, a 
chronic or terminal illness

DECADE It’s been 10 years since the last talk

DECLINE Decline in physical or mental condition

ABC News-Conversation Project
Part 1

Advance care planning is a part of good 
health care for anyone over age 18.

• We want all of our patients to have these 
conversations, no matter their health status. 
Anyone can have an accident.

• It is important for you to consider what 
decisions you would make if you were unable 
to speak for yourself due to injuries or a 
serious illness.

• It is also important for your family and health 
care team to understand what you want.

Values worksheet

http://www.conversationsofalifetime.org/what_do_i_want.shtml
http://www.conversationsofalifetime.org/what_do_i_want.shtml
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ABC News-Conversation Project 
Part II

ConversationsOfaLifetime.org

Start the conversation Resources for taking action

Do I need a lawyer to fill out any of 
these forms?

• No. Patients can complete the Living Will and Health Care 
Power of Attorney forms themselves. Once completed, the 
forms should be witnessed or signed in front of a notary. 

• Signing them in front of the proper witnesses or notary 
makes them legal.  

• You may want to ask for assistance or review with a lawyer 
as part of estate planning, but you do not have to.

• MOLST form must be completed in a medical setting and 
signed by a Physician/PA/APRN

Will another state honor my Advance 
Directives?

• Laws regarding advance directives differ from 
state to state but generally, your expressed

wishes will be honored. 

• If you regularly spend time in another state, 
you may wish to document your wishes on 
that state’s form as well.

http://abcnews.go.com/WNT/video/conversation-opening-death-21202158
http://abcnews.go.com/WNT/video/conversation-opening-death-21202158
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Points to 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.
•Don’t judge. A “good” death means different things to different
people. 

•Nothing is set in stone. You can always change your minds as  
circumstances shift.

•Every attempt at the conversation is valuable.
•This is the first of many conversations—you don’t have to cover
everyone or everything right now.

Thank you for your time!

Questions??

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.ihi.org/Engage/Initiatives/ConversationProject/&ei=6ZXfVOGaE8ipgwSMooKYBA&bvm=bv.85970519,d.eXY&psig=AFQjCNHiomvKzNt2zf8AjhACfAHOwsY66Q&ust=1424025439792640
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.ihi.org/Engage/Initiatives/ConversationProject/&ei=6ZXfVOGaE8ipgwSMooKYBA&bvm=bv.85970519,d.eXY&psig=AFQjCNHiomvKzNt2zf8AjhACfAHOwsY66Q&ust=1424025439792640

