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Definition:  Advance Care Planning 

(ACP)
A process of planning for future medical decisions.   This 

process, to be effective, needs to meet similar 
standards as the process of informed consent, i.e., the 
person planning needs to…

� Understand selected possible future situations and 
choices;

� Reason and reflect about what is best; and

� Discuss these choices  and plans with those who might 
need to make the final decisions.



What are the desired outcomes 

of Advance Care Planning?
Ideally to “know” and to “honor” a patient’s informed plans, 

by…

1. Creating an effective plan, including:

a) selecting a well prepared health care agent or proxy when 
possible, and

b) creating specific instructions that reflect informed 
decisions that are geared to the person’s state of health.

2. Having these plans available to the treating physician.

3. Incorporating plans into medical decisions when needed.



Why is Advance Care Planning 

Needed?
� In a medical crisis, especially when the patient cannot 

make decisions, health professional must assume that 
all treatment that might prolong life is reasonable.

� We also know that at a certain point a patient, 
especially when his/her health is failing,  decide that 
some forms of treatment no longer make sense or 
simply have little or no chance of success.

� Unfortunately,  there is no obvious way to know who 
these patients are or when a patient would change the 
goals of treatment unless we plan.



What matters to ill patients?
“Our results suggest that an understanding of patients’ 
preferences depends on an assessment of how they view 
the burden of treatment in relation to its possible 
outcomes and their likelihood.”

Fried TR, Bradley EH, Towle VR et al.  Understanding 
the treatment preferences of seriously ill patients. NEJM
2002;346:1061-6.



Why is ACP an ethical 

responsibility?
� If patient’s have a right to make their own medical 

decisions, including the right to refuse medical 
treatment, then the only way someone can really 
decide about future, emergent medical care is by doing 
it before the acute event…in advance.

� If we deny a patient the ability to create an advance 
care plan, we are fundamentally deciding that they 
cannot exercise his or her right to make his or her own 
medical decisions.



Can elderly, chronically ill persons 

make informed care plans?
� Yes, if mentally capable and they receive help from a 

trained person… 
� They can select another person who might make 

decisions when they are incapable

� They can determine what health goals are most 
important to them (I don’t want to die hooked up to 
machines.)

� They can indicate when certain treatments may no 
longer have enough benefit or may create too much 
burden.  (My lung disease is so severe I know that a 
breathing machine will only prolong my dying and make 
me miserable.)



What is ACP facilitation?
� Assisting patients and their family about future care plans is time 

consuming.  Training non-physician health professionals to work 
with physicians to undertake this work is both realistic and 
effective.

� The goal of facilitation is to 1st understand the patient’s ability to 
make decisions and to determine their general goals of care.  
Patients are the only true experts at their own goals.  We then 
can work with patients to determine if certain medical 
treatments will or will not be acceptable means of attempting to 
achieve these goals or can achieve these goals at all.  

� Plans are seldom either/or…do everything or do nothing.  In 
most cases with elderly patients with advanced illness plans are a 
combination of attempting some type of treatments, but not 
attempting others.



Last Steps
ACP:  Establish a 
specific plan of care 
expressed in medical 
orders using the POLST 
paradigm.

Adults whom it would not 
be a surprise if they died in 

the next  12 months.

Next Steps
ACP:  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
ACP:  Create POAHC and consider 
when a serious neurological injury 
would change goals of treatment.

Healthy adults between ages 55 and 65. 

Stages of Advance Care Planning Over the Life Time of Adults





Outcome data on ACP in 

La Crosse, Wisconsin



La Crosse County Health System
� Population in La Crosse County:  110,000 people 

(about 45% of German ancestry).

� Two integrated health systems. 

Each system has:
� A tertiary hospital plus other community hospitals

� Large physician practice (approx 650 physicians total)

� A home hospice

� 7 independent nursing homes (in La Crosse County)

� The two systems serve a population of approximately 
450,000 people in 19 counties



Prevalence, Availability, and Consistency of Advance Directives in 

La Crosse County after the creation of an ACP system in ‘91-’93

LADS I *
Data collected in 

‘95/’96  N=540

LADS II**
Data collected in 

‘07/’08  N=400
P value

Decedents with 
ADs, No (%) 459 (85.0) 360 (90.0) .023

ADs found in the 
medical record 
where the person 
died

437 (95.2) 358 (99.4) <.001

Treatment 
decisions found 
consistent with 
instructions

98% 99.5% 0.13

*Hammes BJ, Rooney BL. Death and end-of-life planning in one Midwestern community. Arch Intern Med. 
1998;158:383-390. 
**Hammes BJ, Rooney BL, Gundrum JD.  A  comparative, retrospective, observational study of the 
prevalence, availability, and utility of advance care planning in a county that implemented an advance care 
planning microsystem.  JAGS.  2010;58:1249-1255.



Additional Data Regarding 

LADS II…’07-’08 (N=400)

� 67% of decedents had a POLST document.

� 98.5% of POLST forms were in the medical record of 
the health organization where the person died.

� The most recent POLST form was completed 4.5 
months prior to death.

� 96% of all decedents had either an AD or a POLST 
form at the time of death.



Comparison of POLST vs AD Only

POLST  (N= 268) AD only  (N= 116)

� Older:  Mean age 83

� More likely to die of  chronic  
or terminal illness (97% )

� More likely to die in LTC or at 
home (84%)

� 30% of POLST forms were 
completed by health care 
agents

� Younger:  Mean age 77

� More deaths from sudden or 
traumatic causes (18%)

� More likely to die in the 
hospital (59%) or inpatient 
hospice (23%)



Does POLST work in La Crosse?
� POLST has great flexibility:  Of 268 deaths where 

patient had a POLST, there were 35 different 
combinations of orders from the 4 POLST sections.

� POLST is highly prevalent:   67% of all deaths from all 
setting has a POLST.

� POLST is available:  The POLST form was available to 
the health professional where the patient died.

� POLST is honored:  If patients wanted treatment they 
always received it.  If they did not want it, they almost 
never received it.   There were only 2 cases where 
patients desire not to be hospitalized was not honored.



In the USA, has the political discussion 

of “death panels” harmed ACP?
� Yes…to some degree.   It has made it difficult, on a national level, 

to approve policies to support ACP work by providing a payment 
for it.

� No…at a local level patients and health professionals understand 
that good ACP results in better care of  patients and families.  
� There has been absolutely NO pressure in La Crosse from anyone to 

stop what we are doing!   

� Large metropolitan areas like Minneapolis/St. Paul (2.7 million 
people) are aggressively moving forward to implement effective 
ACP systems similar to those in La Crosse.

� The POLST program continues to wide gain support a crossed the 
USA and be approved by more and more state governments.



If ACP saves money, is it because of 

rationing care?
� Typically all interventions (Palliative Care/ACP) that engage 

patients, who have end-stage illness, in informed decision-
making about treatments lower the cost of care.

� The patients who participate in these intervention also live as 
long or longer (as a group) than patients who don’t have these 
services!!!

� Basically interventions that help patients make informed 
decisions about treatment save money because patients are 
smart enough to know when treatment offers little benefit (little 
survival benefit) and will more than likely prolong and increase 
their suffering.  

� This decision to limit treatment by patients or their surrogates is 
clearly NOT rationing and certainly NOT a death panel.



Conclusion
Creating effective care plans for patients, especially 
those who are both older and suffer advanced illness is 
both possible and respectful.

To accomplish this outcome requires an organized 
approach that includes trained health professionals, 
working together as a team, who share common 
practices like documentation tools and related standards 
of care.


