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DEFINITIONS

Advanced Care Planning:  the process of talking about and writing down your wishes for medical care if you become unable to speak for yourself.

Advanced Directive: written instructions about health care treatment made by adult patients before they lose decision-making capacity. An advance directive may include a:
· Health Care Proxy Form;
· Nonhospital Order Not to Resuscitate (DNR); and/or
· Medical Orders for Life Sustaining Treatment (MOLST).

Health Care Agent: someone you trust and choose to make health care decisions for you if you become unable to make your own decisions.

Health Care Proxy: a document you use to appoint your health care agent.

Living Will: a written statement of your specific health care wishes in the event you become unable to decide for yourself.

Non-Hospital Order Not to Resuscitate (DNR): 
A nonhospital DNR order means that emergency medical services (EMS) staff will not begin CPR, which includes actions such as:
· Mouth-to-mouth resuscitation;
· Chest compressions;
· Electric shock;
· Inserting a tube to open your airway (intubate); and/or
· Injecting medication to restart your heart.

Medical Order for Life-Sustaining Treatment (MOLST): a medical order filled out by the patient and their health care provider. Typically, a MOLST is used by someone who:
· Wants to avoid or receive any or all life-sustaining treatment;
· Resides in a long-term care facility or requires long-term care services; or
· Might die within the next year.

Decision-Making Capacity: the ability to understand and appreciate the nature and consequences of proposed health care. This includes the benefits and risks of (and alternatives to) proposed health care. It also includes the ability to reach an informed decision.




TOPIC: Advanced Directives 

POLICY
Residents and/or healthcare representatives will receive education regarding advanced directives on admission, re-admission, annually, with any change in condition, and as requested by the resident and/or healthcare representative. Additionally, education will be provided, as needed, during the quarterly comprehensive care plan review process.

PROCEDURE
1. Nursing staff and Social Service staff will receive ongoing education regarding the federal and state regulatory guidelines as well as public health laws governing advanced directives. 
2. A manual containing reference materials for teaching and blank forms will be available on each nursing unit. (i.e.  Living Will Forms, HCP forms, DNR forms, and Deciding about Health Care publication.)
3. The RN on admission will review the medical records received from the hospital to ascertain if there are copies of or any documents/information pertaining to advance directives.
4. The admitting RN will review advanced directives with the alert resident. Verification that the resident wishes to continue these directives will be documented in the nurses’ notes. 
· If there are no advanced directives in place, the admitting RN will provide initial education to the alert resident and complete documentation as necessary to reflect resident’s wishes. 
5. When it appears that the resident is not able to discuss continuing the directives that have accompanied him/her, the admitting RN will attempt to review these documents with the resident’s healthcare representative and document wishes in the nurses’ notes.
6. The social worker will contact or meet with the resident or healthcare representative the following day, Monday through Friday, and provide additional education and/or follow up actions.






TOPIC:  Health Care Proxy Agent

POLICY
All residents will receive education regarding appointing a Health Care Proxy Agent on admission, re-admission, as requested by the resident, and with a change in condition.  Residents who have not appointed a Proxy Agent will receive education during the quarterly CCP review process and upon request.

PROCEDURE
1. The Nursing staff will be educated regarding the procedure for appointing a health care proxy (HCP).
2. The admitting RN will review the medical records to determine if the resident has a HCP.
3. For residents without an HCP document, the admitting RN will provide education regarding the appointment of an HCP to the alert resident and assist with completing documentation for appointing an HCP where applicable, and document same in the nurses’ notes.
· If the resident has HCP paperwork in the medical records from the hospital, the RN will review this with the resident when appropriate, place the HCP paperwork in the chart.
4. The Social Worker will follow up and review and update the Advanced Directive care plan.
5. Residents who are capable of identifying an individual to speak for them regarding their health care wishes will be viewed as having the capacity to appoint an HCP.
6. Residents wishing to appoint an HCP can do so using the Health Care Proxy Form.  (Please note: Two witnesses are required, and the HCP cannot be a witness.)  This form will be filed in chart, and healthcare/advance directives care plan will be updated. 
7. In instances when the capacity of the resident is in question, the resident will be seen by the psychiatrist and/or PMD to determine his/her capacity to appoint a Health Care Proxy Agent.
8. Nursing will enter on the E-MAR the Resident’s Advance Directives. Residents that have a HCP will have this listed under Advance Directives.
9. The Advance Directives Care plan will be updated by the social worker.
10. This information will be reviewed quarterly, on re-admission and with significant changes.  If the HCP is invoked, the healthcare agent will be notified of the implementation. 
11. Confirmation of notification may be documented in the medical record by social worker and/or designee.




TOPIC:  Appointment of Surrogate

POLICY
Residents lacking decision-making capacity to appoint a health care proxy (HCP) agent will be identified by the interdisciplinary team (IDT) and measures will be implemented to allow for the appointment of a Surrogate.  This will be done on admission, re-admission, and with a change in condition.  

PROCEDURE
1. Residents who do not have decision-making capacity to appoint an HCP will be evaluated by the psychiatrist and the attending physician.
2. The resident will be informed of this decision when indicated.
3. The primary medical doctor (PMD) will appoint surrogate in accordance with public health law:
· Guardian 
· Spouse 
· Domestic partner ≥18 years, excluding blood relatives
· In keeping with regulatory guidelines, a domestic partner must submit a signed statement indicating that he/she has been in a relationship with the resident, and the resident and partner are/were mutually interdependent for support.
· Son or daughter ≥ 18 years
· Parent
· Sibling
· Close friend ≥ 18 years
· In keeping with regulatory guidelines, a close friend must submit a signed statement indicating he/she has maintained regular contact with the resident so as to be familiar with the resident’s activities, health and religious or moral beliefs)
4. This process will be documented in the medical record by SW including notification to the assigned surrogate.
· May scan document in the electronic chart if applicable. 
5. The Social Worker will follow up with the appointed surrogate to ascertain their acceptance.  
6. The Social Worker and a 2nd designated witness from the IDT may obtain telephone consent from the surrogate that he/she is willing to accept the role as appointed surrogate. This will be signed and filed in the medical record. 
7. The advance directives care plan will be updated accordingly by the social services department.




TOPIC:  Do Not Resuscitate (DNR)

POLICY
Residents and/healthcare representatives will receive education and will be given the opportunity to decide on consenting for a Do Not Resuscitate (DNR) advanced directive on admission, re-admission, with a change in condition, and as requested by resident and/or representative.  Residents/representatives who have opted not to consent to a DNR will receive education during the quarterly care plan review process. 

PROCEDURE
1. The Nursing and Social Service staff will be educated regarding the procedure for consenting to DNR order.
2. The RN on admission will review the medical records to determine if the resident has a DNR order.
3. The RN will review these documents with the alert resident.  Verification that the resident wishes to continue this DNR order will be documented on the Advance Directives care plan and the nurses’ notes.
4. The RN will obtain a telephone order from the PMD for a DNR.
5. When it appears that the resident is not able to discuss the DNR directive, the RN will review the DNR with the resident’s representative/HCP.
6. The RN will obtain a telephone order for the DNR when the representative/HCP wishes it to be continued.
7. The physician will determine whether a DNR order is indicated in instances when the representative is unable to be reached for confirmation and / or the supporting documentation is not able to be obtained from the transferring agency and /or an incomplete document has been received.
8. The Social Worker will follow up (facility to insert time frame) to review the medical records and assist with implementation and education as necessary.
9. For Residents/ Representatives who are admitted/ re-admitted with a DNR consent form other than the MOLST (i.e., Hospital DNR or Non-Hospital DNR), the RNS will verify that resident/representative wishes to continue DNR and it will be honored:
· The admitting RN will speak with resident and/or representative to confirm their desire to continue with the DNR Consent in the nursing home.  
· If the resident/family wish to continue the DNR consent, the admitting RN will communicate this with MD and ensure that a physician’s order is obtained. 
10. The Social Worker will arrange for the MOLST form to be completed by the resident or HCP agent reflecting DNR status.
11. The resident with a DNR will have the following identification markers:
       FACILITY TO INSERT
12. The Social Service Department will generate a list to all departments. 
 reflecting those residents having a DNR.  The list will be compiled on a regular / as needed basis. 
13. If a resident refuses to wear an ID band, an ID band indicating his/her DNR status will be taped above the head of the resident’s bed.  




TOPIC: Medical Orders for Life Sustaining Treatment (MOLST)

POLICY
It is the policy of this facility to honor a patient/resident’s wishes regarding cardiopulmonary resuscitation (CPR) and life sustaining treatments based on the directives on the Medical Orders for Life Sustaining Treatment (MOLST) completed by the resident and/or his/her healthcare representative. A patient with capacity to make medical decisions regarding life-sustaining treatment may revoke his or her consent to MOLST orders and may ask their physician, nurse practitioner, or physician assistant to change them at any time. 


BACKGROUND
MOLST is a medical order that conveys a patient’s wishes regarding cardiopulmonary resuscitation (CPR) and life sustaining treatment. The MOLST form can be used to indicate a patient’s end or life treatment preferences and can be used by health providers across the State as the legal equivalent of an inpatient Do Not Resuscitate (DNR) order. The MOLST form was created to provide a single document that would function as an actionable medical order and could transition with a resident through all health care settings across the continuum of care. It is intended to ensure that the patient’s wishes for life sustaining treatment, including CPR and mechanical ventilation, are clear and honored. The MOLST form is the only authorized form in New York State for documenting both nonhospital DNR and DNI orders.



PROCEDURE
1. Upon admission, re-admission, and with any change in condition, the RN and/or social worker will provide education to the alert resident and/or his/her healthcare representative regarding the MOLST form and give them an opportunity to complete the form. 
· In instances where a resident lacks the mental capacity to comprehend information, education will be provided to the healthcare representative.
· *Although the conversation(s) about goals and treatment options may be initiated by an RN or social worker, the primary care physician, nurse practitioner, or physician assistant will, at a minimum: (i) confer with the patient and/or the patient's health care agent or surrogate about the patient's diagnosis, prognosis, goals for care, treatment preferences, and consent by the appropriate decision-maker, and (ii) sign the orders derived from that discussion within 48 hours. 
2. For residents who have an existing MOLST form, the RN and/or social worker will review directives on the MOLST form to ensure resident and/or healthcare representative wishes to continue with those directives on any admission, re-admission, change in condition, during the quarterly care plan meeting, and as needed. 
3. The resident or other health care decision maker must consent to the MOLST orders, with the exception of patients covered by checklist #4 (Adult hospital or nursing home patients without medical decision-making capacity who do not have a health care proxy or a Public Health Law Surrogate).  
· *MOLST legal requirements checklists and general instructions for adult patients are:
· MOLST Adult General Instructions and Glossary (12/2022) (PDF)
· MOLST Checklist 1 - adult with capacity any setting (12/2022) (PDF)
· MOLST Checklist 2 – adult with health care proxy any setting (12/2022) (PDF)
· MOLST Checklist 3 - adult with FHCDA surrogate (12/2022) (PDF)
· MOLST Checklist 4 - adult without FHCDA surrogate (12/2022) (PDF)
· MOLST Checklist 5 - adult without capacity in the community (12/2022) (PDF)
· OPWDD MOLST Checklist – adult with a developmental disability without capacity or health care proxy
4. Verbal orders are acceptable with a follow-up signature by a NYS licensed physician or a border state physician for any new or updated MOLST. Verbal orders must be authenticated/signed by a medical doctor within 48 hours under Medicare and Medicaid hospital conditions of participation.
5. The RN or social worker will obtain telephone orders for directives indicated on a completed MOLST and place orders in the resident’s electronic health record.
· The RN or social worker will also indicate MOLST directives in a progress note and on the Advanced Directives Care Plan
6. When a new MOLST has been signed, there has been changes of an existing MOLST, or a MOLST has been rescinded, the licensed nurse on the unit will indicate this information on the 24-hour report and update all identifiers as indicated.
7. The physician, nurse practitioner, or physician assistant must review the MOLST form at least every 90 days and document the outcome of the review in Section I of the MOLST form, and under the following circumstances:
· If the patient is moved from one location to another to receive care, or
· If the patient has a major change in health status (for better or worse); 
8. A copy of the MOLST form will be placed with the medical record and sent with resident across all care transitions. 
9. In instances where the patient and/or healthcare representative does not wish to complete Section F (Additional Orders for Life-Sustaining Orders), draw a line across area and write "DECISION DEFERRED" next to those treatment options. 
· *Complete new MOLST when additional treatment decisions are made as indicated. 
10. In instances where there is a substantial change in patient's health status, medical decision-making capacity, goals for care or preferences that results in a change in MOLST orders, write "VOID" in large letters on pages 1 and 2 of the MOLST form, and complete a new form, in accordance with NYS Public Health Law decision-making standards and procedures. 
· Check the box marked "Form voided, new form completed". 
· Retain the voided MOLST form in chart, medical record, or electronic registry as required by law.
11. In instances when a MOLST has been voided and no new form has been completed with directives, full treatment and resuscitation will be provided, unless a different decision is made by the patient, surrogate, or health care agent. 
· Write "VOID" in large letters on pages 1 and 2 and the MOLST form and check box marked "FORM VOIDED, no new form." 
· Retain voided MOLST form in chart, medical record, or electronic registry as required by law.
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