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Allows patients and families to discuss and document treatment plans that are 
important to them.
Decreases PTSD in family members who don’t have to guess about what someone 
wanted or did not want. Promotes consensus and discussion!

Advance care planning documents are:
Living will or advance directive/health care power of attorney and POLST type 
document. May use 5 wishes or other documents!
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Why do PACE programs do it better??? See literature!

Physician Barriers
Less time constraints
More comfort with the discussion

Patient/Family Barriers- we know the family dynamics better than most situations!
DETOXIFY the discussion!
This is just a part of providing better care
Is not a “one size fits all” discussion
Must be individualized to patient readiness and stage of health
Use examples
Ask about their own experiences/observations
Complete your own advance directive (i.e. Practice what you preach.)

But wait, there’s actually good news….ACP discussions are covered by Medicare since 
January 1, 2016 (so patients might be entering PACE having heard of ACP 
discussions!)
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PSDA mandated that we all must be given the opportunity to document our wishes in a living will. Everyone is asked this when 
they go to any facility that takes federal $. 
Advanced directives or living wills are documents that are USUALLY written in advance of illness that outline the kinds of care 
that you would want when you cannot speak for yourself. The recommendations are that all of us have this kind of document 
but in reality, less than 25% of us have one. 
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The second document that is available and more important that a living will is the 
power of attorney for health care or “who you want to make decisions for you if you 
can’t speak for yourself”! This is a very important person who knows your goals and 
values so there are a lot of issues in just the naming of this crucial person!! It should 
be someone that the patient has talked to about what is important to them and what 
types of treatments and outcomes that are acceptable. It should be someone who 
can make decisions especially in the face of adversity. These decisions are usually 
made during times of crisis and require advance knowledge of the kind of care they 
would want in this situation
If no one identified then state law decides the order of “authority”. See reference 
provided.
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There are 3 stages of ACP ….
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Normalize this conversation!
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PACE programs have implemented documents like this to document what someone 
would want today and when they “get worse”. This helps the family and team adjust 
their care plans based on the goals outlined. Sometimes, this is difficult to get 
documented or even have the conversation with the right family member.
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It is for patients with health conditions that are life limiting and physicians should 
consider completing the document with patients who want to avoid or receive life 
sustaining treatments, reside in long term care facilities or require similar services or 
might die within the next year—what we call the “no surprises” question. “Would you 
be surprised if the patient died in the next 12 months?”
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This is what the document looks like in Louisiana. Other documents are available at 
www.POLST.org
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