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The Medical Orders for Scope of TreatmevitqST) program begins with eonversation

between a healthcare professional and patient/johall) to determine preferences in key aregs

of life-sustaining medical treatment, including GRRtibiotics, artificial nutrition & hydration.

The conversation may be guideddny healthcare professionalvith sufficient expertise to
discuss the medical facts of tineividual's situation and likely risks and benefits of trerious
treatments described.

The decisions are then documented orM@ESTform: a 1-page, 2-sided document that
consolidates and summarizethoseindividual preferencedndividualsmayrefuse treatment,
request full treatment, or specify limitations.

These preferences may be previously or more extelgsiocumented in advance directives,
such as a Living Will, CPR Directive, or Medicalwar of Attorney.Completion of aMOST
does not revokeahese instruments; all such other and earlier ttueg remain in effectThe
MOST overrules prior instructions only when they directy conflict. Completion of aMOST,
however, invalidates all previodbdOSTforms.

TheMOSTis primarily intended foelderly, chronically, or seriously ill individuals who are in
frequent contact with the healthcare system. Noi®nequired to completeMOST.

TheMOSTmust besigned by theindividual or, if incapacitated, by theadividual's authorized
Healthcare Agent or Guardian. It must also be signea physician, advanced practice nurse
physician’s assistant. This signatir@nslates patient preferences into medical orders.

The standardized form can basily and quickly understoodby individuals healthcare
providers, and emergency personnel.

TheMOST*travels” with theindividual and ishonored in any setting:hospital, clinic, day
surgery, long-term care or rehab facility, ALR, pizg, or at home. The portability of the formy
allows seamless documentation of treatment prefereas and closes gapasindividuals
transfer from setting to setting or experience ykela access to providers.

The original is brightly colored for easy identditon, butphotocopies, faxes, and electronic
scans are also valid.

The latitude of authorized signers (physician/APA)/BIlows prompt documentation of
preferences, especially faral regions or areas where physicians and healtlare services
are limited.

A section on the bagbrompts individual s and providers to regularly review confirm, or
update choices based on changing medical condidéiodgoals.

Healthcare providers who cannot follow the ordersnfioral or religious reasons may decline

but they must arrange prompt transfer of the irttlial to another provider who will comply wigh

the orders.

A master MOST form can be downloaded from the Colorado Advance itectives
Consortium Web site: www.coloradoadvancedirectives.comFor best results, photocopy
onto Wausau AstrobrightsO Vulcan Green Smooth Finish 65Ib cover paper.
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Members of the Colorado Advance Directives Conaattichaired byavid Koets, MD, Chief Medical Officer &
Medical Director, The Denver Hospice, met monthbynfi 2007 to 2009 to develop tMOSTprogram in Colorado.
They includefred Abrams, MD, Director, Clinical Ethics Consultation Grouggnnifer Allen, Chair, Rose
Hospital Ethics Committedlarilyn Amer, Vice President, Colorado Board, Compassion andceisph. Lee
Anneberg, MD, LTC Medical Director, COPIC Board of Directolsnora Athey, RN, Clinical Manager-CCU,
Memorial Hospital;Jennifer Ballentine, MA, Research Program Strategist, The Denver Hospiezidy Bodwell,
FACHE, MBA, RN, NHA, Chief Nursing Officer, Centura Senior Services, &tive Director, Villas at Sunny
Acres;Edie Busam,Aponté & BusanPublic Affairs Consultantslulie Christiansen (ret.), DRCOG Ombudsman;
Penny Cook, MSW,DRCOG Ombudsmarary Crumbaker, JD, Director, Research and Compliance-
Saccomanno Research Boasdra Dent, NHA, Adminstrator, The Villas at Sunny Acres, Centuralte Lisa
DiSalvo, VP Strategy & Business Development, Enclara Healtli;; Fred Feinsod, MD, CMD, Past-President,
Colorado Medical Directors Association, LTC Medi&itector, Ethics Committees: El Paso and Douglasriies,
Pindn CommunityGail Finley, Vice-President, Policy Analysis and Strategic PlagnColorado Hospital
Association;Terry Fowler, RN, MAR, JD, Corporate Compliance Manager, Evercare Hospice |8afee Care;
Sandra Franklin, JD, Magistrate (ret), Magistrate, Denver County Cou@@reg Gahm, MD, Medical Director,
Evercare/lUHC-Ovations, LTC Medical Director, Getigiin; Carl Glatstein, JD, Elder Law Attorney, Glatstein &
O'Brien, LLP; David Griffith, JD, Magistrate (ret), University of Denver College @i, Elder Law Institute,
President-emeritus, Continuing Legal Education @alo;Susan Hanson, BSWChair, Colorado Health Care
Association Social Services Committee; ResidentiSes Director, Rowan Communitipaniel Johnson, MD,
FAAHPM, Director, Life Quality Institute; Regional DepartmeChief, Palliative Care, Kaiser Permanente-
Colorado;Cordt Kassner, PhD,CEO, Colorado Center for Hospice and PalliativeeCistichael Kirtland, JD,
LLM, CELA, Chair, Colorado Bar Association, Advanced Diretideint Task Force, Vice-Chair, Elder Law
Group; Trust and Estates Section Representati@@korado Bar Association Ethics Committdean Kutner,

MD, MSPH, FAAHPM, Director, Palliative Care Consult Service, UCDH®@rector, Population-based Palliative
Care Research Network (PoOPCRN); Associate ProfeggbDivision Head, Division of General Internal ditgne,
University of Colorado School of MedicinBandy Kuykendall, MLS, NREMT-P, Chief, Emergency Medical
and Trauma Services Division, Colorado Departmémtublic Health and Environmeniyo Labode, DRCOG
OmbudsmanMark Levine, MD, FACP, Chief Medical Officer, Denver Regional Office, Cert for Medicare &
Medicaid ServicesCari Levy, MD, President, Colorado Medical Directors AssociatiohC Medical Director,
Assistant Professor of Medicine, UCH and DenverN@spital;Peter Mayerson, MD,Board, Compassion &
ChoicesJim Miles, JD, Vice-chair, Long-term Care Practice Group, Amerietalth Lawyers Association, Miles
& Peters, PCKennan Moore, MSW, Palliative Care Specialist, Kaiser Permanedéginy Nate, MSW,Health
Policy Analyst, Colorado Department of Health CBrdicy and Financinglennifer Prinz, RN, BSN, CPTC,
CTBS, MPH, Chief Operating Officer, Donor Allianc®Jichelle Reese, JDDeputy Chief, Emergency Medical
and Trauma Services Section, Colorado Dept. ofittdalth and EnvironmenbDavid Ross , DO, FACER
President, Colorado Chapter of American Collegemgrgency Physiciankpri Rothwell, Senior Vice President
for Compliance and Quality Initiatives- Total Lofigrm Carefred Severyn, MD,Medical Director-EMTS
Section, CDPHE, President, Colorado Chapter of AcaarCollege of Emergency Physicians (ACEP), Calora
Department of Public Health and Environme®ieryl Siefert, MNM, Program Manager, Life Quality Institute;
Mary Anne Smith, RN, BSN, PCCN-CMC,Clinical Educator, Graduate Studed#net SnipesNHA, President,
Colorado Health Care Association, Nursing Home Adstiator-Holly Heights Nursing Homé&jeg Steinborn,
Esq., Attorney, Ombudsman-DRCOGandra Szabo, RHIT,Director, Health Information; HIPAA Privacy
Liaison/Security Officer, State Veterans Home —ré&hee;Stephen Telatnik, MD, Palliatist, Pikes Peak Palliative
Care, El Paso Co. Medical Society Ethics Commit@eir, El Paso Co. Medical Society Developmentally
Disabled Committee, Pikes Peak Forum for Healthcainaron Thorson,Board Chair, Guardianship Alliance of
Colorado, Ombudsman-DRCOGhristopher Unrein, DO, FACP, CMD, Physician/Geriatrician, Associate
Professor of Clinical Medicine-UCDHSC, Medical Oiter, Hospice of Saint JohMichael Valdez, Director of
Legislative Relations, Colorado Bar Associati@inny Vravick, RN, Palliative Care Clinical Nurse Specialist,
Centura-Penrose/Saint Francis HospitBlsh Wham, JD, & Dottie Wham, Senators (ret.), Colorado State Senate;
Christine Zanoni, BSBA, Director, Performance Improvement; Co-chair Etl@osnmittee-The Denver Hospice.

Primary author, Jennifer Ballentine, MA, ResearcbglPam Strategist, The Denver Hospice
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Medical Orders for Scope of Treatment (MOST) isasant of a program first pioneered in Oregon & th
early 1990s: Physician’s Orders for Life-Sustainimgatment (POLST). The POLST program, or
“paradigm,” was developed to address flaws in theuchentation and communication of patient
preferences for key life-sustaining treatmentstaraksist healthcare providers in following those
preferences. Briefly,

A Physician Orders for Life-Sustaining TreatmdP©O( ST Paradigm Program is designed to
improve the quality of care people receive at the: @f life by turning patient goals and
preferences for care into medical orders.

POLSTis based on communication between the patienthar dégally designated medical
decision-maker and healthcare professionals thatres that patients understand the decisions
they are making.

ThePOLSTParadigm Program: (1) Assists healthcare profeaaliscuss and develop
treatment plans that reflect patient wishes; (JuRe in the completion of tHeOLSTform;

(3) Helps physicians, nurses, healthcare facildied emergency personnel to honor patient
wishes regarding life-sustaining treatmen®O[STWeb sitewww.polst.org

The program is intended to promote a competent adii/idual’s right to self-determination and
autonomy with respect to treatment preferencesifckaeatment choices and goals; and reduce rigeti
actions and inappropriate hospitalization/trandfemmerous studies conducted by B@LSTParadigm
pioneers have shown that the program and use @& Tform has had a number of positive effects in
various settings including

Accurate reflection of individuals’ actual treatnhelecisions (90%)

Higher rate of patient wishes being honored (90%)

Greater clarity of decisions as perceived by enmerg@ersonnel (74%)

Improved perceived usefulness of the instructionguide treatment by emergency personnel for
individuals without pulse or respiration (91%)

Congruence betwedPOLSTform and previously executed advance directivgsatient chart
(100%) POLSTWeb sitewww.polst.ord

In Colorado, the Colorado Advance Directives Cotigor (“the Consortium”) began developing a
POLSTprogram in 2007. The Consortium is a multidiscighy volunteer group including representatives
from healthcare (hospital, hospice, long-term camergency services), professional associations and
statewide organizations (Colorado Medical Soci€glprado Bar Association, Colorado Center for
Hospice & Palliative Care, Colorado Health Careckgation, Colorado Hospital Association), patient
and consumer advocates (Guardianship Alliance, @ssipn & Choices, and others), government and
social services (Colorado Department of Public the@lEnvironment, ombudsman, Denver Regional
Council of Governments, Colorado Department of He@lare Policy & Finance, legislators), healthcare
ethicists, elder law and health law attorneys, @thérs.

The Consortium has customized P@LSTprogram and form for consistency with Colorado,law

medical practice, and statewide healthcare systaiiities. Thus, the Consortium has adopted onleeof t
POLSTvariant approaches: tivedical Orders for Scope of Treatment MOST). The goal was to
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make use and acceptance as broad as possiblesfande, the ColoraddOSTcan be signed by a
physician or an advanced practice nurse or physg@ssistant.

The Consortium provides administrative support to he MOST program: At our Web site,
www.coloradoadvancedirectives.comMOST master form and instructions are posted for easy
electronic download or printing, education and traning opportunities are listed, and over time,
additional educational tools will be available.

In addition, the Consortium, in collaboration witie NationaPOLSTprogram, will be developing
ongoing quality improvement efforts and directinglity processes and outcome measures.

1* 1% + !

According to the American Society on Aging, “84 ganmt of individuals 65 and older have at least one
chronic illness, and 62 percent have two or mdseich illnesses include hypertension, congestivet hea
failure, coronary artery disease, pulmonary disgatiabetes, stroke, neurological and neurodegevera
diseases, cancer, and AlDs (Warshaw, 2006).

A study conducted by the National Research Centaihk Colorado Department of Human Services,
Division of Aging & Adult Services in 2004 foundah28 percent of Coloradans over age 60 suffered
from some condition(s) that substantially limiteald activities; 20 percent [or about 120,000] Heen
hospitalized at least once in the previous ye@ersent [or about 30,000] had had a stay in a
rehabilitation or skilled nursing facility; and 2nqzent [or about 12,000] were “at risk for instibumal-
ization” (NRC, 2004). In 2007, more than 16,000&atlans were living in 209 certified nursing
facilities, and about 13,000 were admitted to hosgare (Kaiser, 2007; CCHPC, 2008). Approximately
30 percent of nursing home residents die withino®itins of admission (USDHHS, 2007), and the
average length of stay in U.S. nursing homes isyoder 2.5 years (Heiser, 2007). The average hewfgt
service for hospice patients in 2007 was just vereeks, with a median of less than 3 weeks.

In Colorado, the 65+ population is expected tdérfpom 400,000 to 1.2 million between 2000 and®03
(currently about 600,000). This is in large part doi the aging of the “baby boomers,” termed by the
State Demography Office to be “the largest singt#dr affecting the demographic trends in Colorado.
By 2010, this group will have increased by 75 petaince 2000; by 2030, about 1 in 6 Coloradank wil
be over 65 (State Demography Office, 2008).

In short, the population of Coloradans who, duadeanced years and/or life-limiting illness, are in
frequent contact with healthcare settings and ses\is large and growing exponentially. This pofoite
is also the one most in need of tools for considgrexpressing, and documenting decisions about the
desired extent of medical treatment, especiallgnmergency or end-of-life situations.

"# $ $"%%$# !

Since 1985, the Colorado General Assembly has ethactollection of laws and instruments governing
individuals’ ability to express advance medicakdtives and/or appoint surrogate healthcare decisio
makers. These include the “Living Will,” the CPRr&itive, Medical Durable Power of Attorney for
Healthcare, and the healthcare Proxy process (spenilix A for details). The first two — the Livinill
and CPR Directive — express refusals of certamdifpport treatments under certain circumstanhes; t
second two provide mechanisms by which legal remtasives or surrogates may be appointed for the
purpose of healthcare decision making. All fouremgpowered by the well-established, in law and
medical practice, right of the adult individualrefuse any medical treatment at any time for aagaa,
even if the result is death.

www.coloradoadvancedirectives.com 6 MOST Guidelines for Healthcare Professienal




The Federal Patient Self-Determination Act of 188§uires any healthcare facility receiving Federal
funds to ask patients whether they have advaneetdies and to provide information on the available
options, if desired. Despite this requirement, anate than two decades of vigorous efforts to ecuttsat
public about their rights and responsibilities wiéispect to advance medical treatment decisionngaki

it is estimated that only about 18 to 30 percerAmiricans generally and only about 1 in 3 chrdhica

ill individuals have executed advance directivesiolg the critically or terminally ill, the rate doaot
exceed 1in 2 (USDHHS, 2007). Furthermore, evennvatlvance directives are completed, barriers and
stumbling blocks can impede their use.

There are numerous explanations for the “failufedidvance directives, but some of the most ofteedci
include:

Opportunities for discussion of possible treatnmeferences and documentation of decisions are
limited by systemic gaps or constraints and pergesaes.

Documented treatment preferences/decisions areamciot specific, or not relevant to the
individual’s current health status.

Documents — or surrogates — are not availableediriire they are needed.

Documents are incomplete, in a form that is notilianto the healthcare professional or setting, or
otherwise do not conform to legal or standard jpcacequirements. (USDHHS, 2007)

Responses to this troubling state of affairs haenbvaried and variously successful. Some intelysive
collaborative educational efforts focused on paticcommunities have achieved completion and
adherence rates well above 70 percent (e.g., La€rdgl [Hammes & Rooney, 1998]; Oklahoma
[McAuley, 2008]). Other interventions have focusedparticular factors, such as enhanced training of
healthcare and social service professionals, cortynaducation, introducing setting-specific systems
(e.g., automatic completion of ADs on nursing hadenission), and improving particular documentation
tools (USDHHS, 2007). No advance care planningumns¢nt or effort to date, however, has been as
effective as th@OLSTprogram and its variants.

1 10

The heart of the Medical Orders for Scope of Treainprogram is the interaction between healthcare
providers and patients around treatment decisiokey areas of life-sustaining cailde program
begins with a conversation and ends in a complet@édOST form, which then provides guidance for
care when the individual cannot express his owokar choices.

The form provides the motivation and the strucforea conversation that otherwise might be difficul
vague, or unproductive. It allows for quick reviamd documentation of a set of essential decisivas i
standardized format. It prompts frequent reviewl@gisions as the individual’s health situation gesl

This conversation and completion of theMOST form can occur in any healthcare settingprimary
care practice, hospital, nursing facility, homeltiewisit, hospice intake. The success of MW@ST
program, in fact, is often demonstrated in situziof transfer between medical settings. For igan

Mr. Smith collapses at home and is taken to theaBtRadmitted to the hospital for treatment.
While he is there, his physician enters a DNR ondler his chart, based on Mr. Smith’s medical
condition and his preferences as expressed bydattttare Agent. Once stabilized, Mr. Smith is
discharged to a nursing facility on Friday aftermo®he nursing facility attending physician is
not scheduled to visit the facility until the foding Monday. Mr. Smith arrests on Sunday, is
resuscitated by EMS, and transferred back to tiseitad in a considerably worse condition.
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Completion of aMOSTform before Mr. Smith left the hospital could hasdended his No-CPR
preference to the nursing facility setting. Thesmuy facility staff would not have contacted EMS.
Instead, Mr. Smith would have died peacefully, asvshed, without additional trauma, retransfeth®
hospital, and extended maintenance care.

1# '

As noted abovahe MOST is generally completed by individuals who alreadyave a life-limiting
condition and are in frequent contact with healthcae services.For this population, the form should be
completed at the earliest opportunity in any sgttin

Nursing facilities: Nursing facilities should institute policies forhezluled completion of MIOSTfor
new admissions before the first quarterly care ptaeting. Staff should complet¢OSTforms for
all current residents before the next scheduledtey care plan meeting, and future quarterly
assessments should trigger automatic review di#@&Tfor all nursing facility residents.
Hospitals: TheMOSTshould be incorporated into the hospital dischargeess so that each
qualifying individual (any individual at risk of odiopulmonary arrest or ongoing or renewed life-
sustaining treatment) leaves the hospital withfoinen completed.

Hospice:The form should be incorporated into the hospiaguiasion process.

Primary care:For appropriate individuals (chronically or sesbwill, requiring intensive medical
management, frail elderly, etc.), the form showdcbmpleted and reviewed in the context of a
routine checkup in a medical practice office.

« " # | '
To begin, download the master MOST form framvw.coloradoadvancedirectives.cand photocopy
onto Wausau AstrobrighsVulcan Green, 64lb papefhe MOST form must be completed by a
healthcare professionalwith sufficient expertise to discuss medical ctiods, treatments, risks and
benefits with the individual. This professional altbbe competent and comfortable with conductirg th
kind of conversation. He or she should also be tbirake a determination of the individual's demisi
making capacity or locate another professional aerthat determination. The professional who
conducts the conversation and completes the foometer, need not be the same professional who signs
the form. The form must be signed by a physiciab (@ DO), advanced practice nurse, or physician’s
assistant; the individual—if able—or the individgaHealthcare Agent or Guardian.

If the individual lacks capacity, a surrogate decision maker (Healthcare Agent,yPbgxstatute, or
Guardian) must be located and consulted. Evereifrttividual has capacity, if he or she has appdint
an Agent, that person should be included in theudision, if at all possible, or at least briefedioan
conclusions. Ideally, all involved family membel®osld also be aware of the individual's decisians i
order to avoid future conflicts. If there is no Ag®r Guardian, see the box on page 17 on the izt
Proxy-by-Statute process.

Below, each section of the form is reviewed anditkebffered for explaining the options to indivals
and completing the form and following the instraog. The most essential provisions are also recappe
on the back of th1OSTform in the section “Directions for Healthcare fessionals.”

Appendix C provides a protocol for tMOSTprogram and some tips for conducting @S T

conversation. Appendix D provides concise summdadesnplementing thé1OSTprogram in various
healthcare settings.

www.coloradoadvancedirectives.com 8 MOST Guidelines for Healthcare Professienal




!ll
#

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
Colorado Medical Orders bast Name

for Scope of Treatment (MOST)

¢ FIRST follow these orders, THEN contact Physician, Advanced Practice
Nurse (APN), or Physician Assistant (PA).

¢ These Medical Orders are based on the person’s medical condition & wishes. Date of Birth e

¢ Any sectionnot completed implies full treatment for that section.

Firat Name/Middle Name

¢ May onlybe completed by, or on behalf of a person 18 vears of age or older. Hair Color Eye Color Race/Ethnicity
* Everyone shall be treated with dignity and respect.

General rules and provisions of thOSTprogram are given in the upper left. Note tM&STcan only
be used for individuals 18 years of age or oldetofado does not currently havé/®STprogram for
minors.

B

In the upper right of thMOSTform, the individual's identifying information shiwl be provided. Sex,
hair color, eye color, and race/ethnicity are yseaharily to ensure appropriate identification bét
individual and to meet statutory requirements figr Colorado CPR directiv&his section must be
completely filled in.

% $ "

When aMOSTform is presented by an individual or his or harggate decision maker,
healthcare professionals should check the uppbt sigction and — if possible — the individual's
identification to ensure that the form applieshe individual. In an emergency situation,
checking identification may not be practical, botezgency personnel should check the
individual's apparent age, sex, hair and eye calod, race/ethnicity against the form and be
reasonably satisfied that the form and individuateh up.

# & ' (

A CARDIOPULMONARY RESUSCITATION (CPR) Person has no pulse and is not breathing,
O No CPR Do Not Resuscitate/DNR/Allow Natural Death

Check
omjc]_;?oX O Yes CPR Attempt Resuscitation/ CPR
Only When not in Cardiopulmonary ayvest, follow ovders B, C, and D
oo # # $"

Check one box only: ‘No CPR” or “Yes CPR.”

Note that this choice appliesly when the individual haso pulseandis not breathingThis is a
stricter standard than the Colorado CPR directitéch can apply when the individual is
experiencing a cardiopulmonary malfunction shorfudifarrest of both pulse and respiration.

If “No CPR” is checked, death will be allowed tocac without any attempt at resuscitation. If the
individual is in full cardiopulmonary arrest, hesire has expired, or will expire very shortly.
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If “Yes CPR” is checked, emergency measures wilidien to restore pulse and respiration including
but not limited to chest compression, intubatioechanical ventilation, and electric shock.

If “Yes CPR” is checked, the individual is likely be transferred to the hospital for further treaim

Important: If the individual previously completed a CPR dtree refusing resuscitation, a
Healthcare Agent, Guardian, or Proxy-by-statutenoacheck “Yes CPR” on the individual's behalf
in this section. Only the individual him- or herffsglay revoke a CPR directive or make a different
choice on theMOSTform.

% $ "

Note that this choice appliesily when the individuahas no pulsandis not breathingThis is a
stricter standard than for the Colorado CPR divectivhich can apply when the individual is
experiencing a cardiopulmonary malfunction shotfudifarrest of pulse or respiration.

If “No CPR” is checked, do not call 9-1-1; do notteampt resuscitation by any meanSPR is more
than just chest compression—this applies to bosickEnd advanced therapies.

Always provide comfort measures.

If the individual isnot in full cardiopulmonary arrest, Section A does apply, orders in Sections B,
C, and D should be followed.

If “Yes CPR” is checked, call 9-1-1 and/or initi@mergency resuscitation.

*

Check
One Box
Only

MEDICAL INTERVENTIONS Person has pulse and/or is breathing.

O Comfort Measures Only: Use medication by any route, positiomng, and other measures to relieve pain
and suffering. Use oxygen, suction and manual treatment of airway obstruction as needed for comfort.
Do not transfer to hospital for life-sustaimng treatment.
Transfer only 1f comfort needs cannot be met in current location; EMS-Contact medical control
[0 Limited Additional Interventions : Includes care described above. Use medical treatment, IV fluds
and cardiac monitor as indicated. Do not use intubation, advanced airway interventions, or mechanical
ventilation.  Transfer to hospital if indicated. Avoid intensive care; EMS-Contact medical control.

O Full Treatment: Includes care described above. Use intubation, advanced airway interve ntions,
mechanical ventilation, and cardioversion as indicated.
Transfer to hospital if indicated. Includes intensive care. EMS-Contact medical control.
Additional Orders: (EMS=Em ergency Medical Services)

¥oo$ " # # %"

Check One Box only.

Applies when the individual has a puksed/oris breathing but may require life-sustaining drest
medical interventions. Defines extent of medic&tliventions desired and instructions on transfer to
hospital and admission to intensive care.

The individual should understand each level ofrirgation and express a preference based on his/her
wishes and medical condition and goals.

Note thateach level of care includes the measures in thegeding levelsuch that comfort measures
are always included and full treatment may incllicted treatment interventions.

Additional orders can be noted here: other inteives such as dialysis, invasive diagnostic tests o
procedures, blood products, etc. may be refuséichied. If other instructions and preferences are
noted in other documents such as a Living Will ROA, use this line to reference the appropriate
materials.
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A note to family members, nonmedical caregiversdarnursing facility staff: if “Comfort Measures
Only” box is checked, it is recommended that gounot call 9-1-1 but rather contact the
individual's treating physician, hospice agencyptiter healthcare provider for instructions.

Responding emergency or other medical personneldiperform the level of intervention as
indicated on the form.

Examples of treatments given on the form are nabdmaustive list of possibilities. If questionssai
EMS should seek advice from medical control.

EMS should also contact medical control for indtiarss on transfer based on indicated level of
intervention and particular circumstances.

Note that individuals who have indicated “Comforedéures Only” or “Limited Additional
Interventions” shouldhot be entered into the Trauma System.

For “Comfort Measures Only,” concentrate on retiepain, distress, agitation, and the like. Transfe
to the hospital only if comfort cannot be achiewrethe current location.

For “Limited Additional Interventions,” provide appropriate comfort measures, IV fluids, and
cardiac monitoring as indicated. Intubation, adeahairway intervention, and mechanical ventilation
are notto be used. Avoid invasive procedures as muclossilgle. Intensive care should be avoided.

“Full treatment” includes all appropriate comforeasures, and all available and indicated support
measures to maintain and extend life.

Note “Additional Orders” line. This may provide other instructions containedtimeo advance
directive documents such as a Living Will or MDPQ#these documents are not attached to the
MOST, request them.

+

C

ANTIBIOTICS

0 No antibiotics. Use other measures to relieve symptoms.

Check
OncchOX O Use antibiotics when comfort is the goal.
Only | O Use antibiotics.
Additional Orders.
)# $ n # # $ n

Check One Box Only

The discussion for this section should focus oibantics as a life-sustaining treatment, which in
some cases might provide little or only temporaepddit and might only serve to prolong dying.
Three options are offered: complete refusal oftéatics; use solely for comfort (e.g., to relieve
pain); or open-ended use of antibiotics as appatsriCheck the box that best reflects the indididua
preference.

Additional orders may be included: for instancegdain timeframe, route, or context for antibiotic
administration can be specified.

% $ "

This order should be very straightforward, butuggtions arise, further discussion to clarify gaals
define comfort may be pursued with the individuahis or her surrogate decision maker.
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D ARTIFICIALLY ADMINISTERED NUTRITION AND HYDRATION
S *hE* Always offer food & water by mouth if feasible™****
O;'I:BGOX [J No artificial nutrition/hydration by tube. (NOTE: Special rules for proxy by statute on page 2)
Only [ Patient has executed a “Living Will” [0 Patient has not executed a “Living Will”
[ Defined trial period of artificial nufrition/hydration by tube.
{ Length of trial: Goal: )
L] Long-term artificial nutrition’hydration by tube.
Additional Orders:
)# $ n # # $ n

Check One Box Only.

Artificial nutrition and hydration (ANH) is any degkry of nutrients and fluids by tube: intravenous,
nasogastric, or gastrointestinal. As ANH can bepropriate, routine, and temporary measure in
many contexts, any degree of refusal should bg @&dplored with reference to goals of care. In othe
words, if an individual says, “No tube feeding!” appropriate follow-up might be, “Do you mean
that we shouldn’t give you an IV if you become deéfated or are unconscious for some time during
surgery or after an accident?” If this type of AMHacceptable, but the individual does not want
long-term maintenance feeding by tube, the secptidrois more appropriate.

NOTE: Check the appropriate box regarding a Living Wills very important that the MOST form
and a previously executed Living Will—if there isee—are consistent in the choices for ANH. An
individual’s Guardian or Agent under Medical DumBlower of Attorney may refuse or withdraw
ANH on an individual's behalf. However, if the initiual has a previously executed Living Will, the
Guardian, Agent, or Proxy-by-statute must follow thstructions in the Living Will. A healthcare
Proxy-by-statute (see box on page 17) may withbolithdraw ANH only if two physicians, one
trained in neurology, certify that the procedurensy prolonging the individual’s dying.

The second option allows for a defined trial perodise of ANH for a specific purpose. This option
could be completed as, for example, “Length of:trizax 6 months. Goal: opportunity to recover
following major medical event.” Timeframes are degent on the clinical condition and circum-
stances and the individual’s goals. This sectidhreguire specific conversations between the
individual and the healthcare professional. Atéhd of the trial period, ANH can be continued or
discontinued based on the stated goals and ther@ngonversation.

The third option should be selected only by indinl$ who intend truly long-term use of ANH under
any circumstances, including terminal illness, miaily conscious or persistent vegetative state,
traumatic brain injury, neurodegenerative disepaglysis, etc. The individual should be cautioned,
however that “long-term” does not mean “forever.His or her surrogate decision maker, in
consultation with medical professionals, may stithdraw ANH after a “long-term” administration

if the individual is deriving no benefit, or indeegperiencing harm, from the procedure.

Additional orders can be provided.

% $ "

Food and water by mouth should always be offerddeasible.This section only applies if the
individual cannot take food or water by mouth.

“By tube” includes intravenous, nasogastric, anstrgéntestinal. Instructions apply to all forms of
ANH delivery.

The first option meanso ANH by any tube form of delivery under any circtamses.

The second option should define a timeframe anobé ¢f these specifications are not clear, further
discussion with the individual or his or her suatiydecision maker should be initiated.
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If the time period elapses and the goal has nai bebieved, further discussion and evaluation
should be undertaken with the individual or hider surrogate decision maker. At that point, ANH
might be continued for another defined time pemaith a revised goal, or discontinued.

“Long term” in the third option does not mean “feee.” The individual's surrogate decision maker,
in consultation with medical professionals, maij} stithdraw ANH after a “long-term”
administration if the individual is deriving no kedit, or indeed experiencing harm, from the
procedure.

Important: An individual’s Guardian or Agent under Medical Rble Power of Attorney may refuse
or withdraw ANH on the individual’s behalf. Howeydrthe individual has a previously executed
Living Will, the Guardian, Agent, or Proxy-by-st&umust follow the instructions in the Living Will.
A healthcare Proxy-by-statute (see box on pageriy)withhold or withdraw ANH only if two
physicians, one trained in neurology, certify ttheg procedure is only prolonging the individual’s

dying.
& $
E DISCUSSED WITH: SUMMARY OF MEDICAL CONDITION(S):
O Patient
Check | O Agent under Medical Durable Power of Attorney
Aplll T?at O Proxy (per statute C.R.S. 15-18.5-103(6))
¥ 1 O Guardian
O Other:
(SECcTION RESERVED FOR FUTURE USE)
Physician/APN /PA Signature (mandatory) Print Physician/APN/PA Name, Address and Phone Number Date

Colorado License #:

HIPAA PERMITS DISCLOSURE OF THIS INFORMATION TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

Colorado Advance Directives Consortium www. ColoradoAdvanceDirectives.com ; FO Box 270202, Littleton, CO 80127 v.7.10

¥t o# 4 g

Check All That Apply.

Indicate in the “Discussed with” box all the persmonsulted in the completion of this form. “Other”
might be other consulting healthcare professiomaladditional family members, friends, or advisors
who are involved with the individual's care but dficially authorized as decision makers.

In “Summary of Medical Condition(s)” box, indicgbemary diagnosis and any other relevant
physical or functional factors that support thatneent decisions indicated.

Do not write in screened box labeled Section Reskfor Future Use

TheMOSTform must be signed by a physician, advanced practicesauor physician assistantf
this signing professional is not the person wh@éelthe individual complete the form, the signing
professional should review it, making sure all mett are complete and clear and appear to be
consistent with the individual’s medical situation.

A healthcare professional may complete M@STwith an individual and then obtain verbal (i.e.,
phone) orders from a physician, APN, or PA untibaiginal signature can be supplied. The time and
date, along with the physician/APN/PA license nungi®uld be noted on the form. The
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physician/APN/PA must countersign the notationhef verbal order within 30 days. The signature
may be provided by photocopy, fax, or electroni@angeor in person.

As indicated, the professional should provide,rintphis or her name, address, and phone number;
the date; and professional license number. Theafatignature may be very important for
determining precedence of orders and instructions.

% $ "

A signature by a physician, advanced practice narsghysician’s assistant is required to translate
the individual's preferences into medical orderd samensure portability across settings. However,
verbal orders taken by phone and appropriatelycatdd are also valid. The physician/APN/PA
signature may be provided in person or by photoctapy or electronic means.

An original, bright-green colored OSTform is preferablebut photocopies, faxes, and electronic
scans are also valid and should be honored.

This document complies with all regulations of #ti@te health department with respect to portability
of orders -any healthcare professional in receipt of thesersig orders should follow them.

Receiving physicians must review the orders at @meckfollow them to the extent possible and
appropriate to the individual's current conditi¢inthe physician has concerns about the medical
appropriateness of the orders, he or she may sugdedternative treatments to the individual or

the individual's surrogate decision maker. If agneet is reached to change the orders, the changes
must be noted and initialed on the form or a nesmfoompleted. If agreement is not reached,
original orders should be followed or the indivitlitransferred to the care of another provider.

Healthcare providers and facilities may refuseotmiv MOSTorders on moral or religious grounds.
In this case, the providers must inform the indinadas soon as possible and arrange for prompt
transfer to another’s care.

If a provider or facility chooses to refuse to gatcall MOSTorders as a matter of policy, this policy
must be made known to other providers and potepdigénts through usual information sharing
methods such as written notices in the facilityigd information packets, on facility Web siteg.et

Prior to discharge from the facility or providecare, thalOSTform should be reviewed and
updated according to the individual's current ctindiand treatment preferences.

Important: If the individual is transferred to another provider facility or discharged, be sure the
MOST form accompanies the individual and is presemd to the receiving healthcare teamThe
original form is the individual's personal propertppies may be made for the medical record. If the
individual is at home, the original should stayhwtihe individual and a copy placed in the supengsi
provider’s chart.

The absence of a physician/APN/PA signature doeaultify the instructions as expressions of the
individual's choices for treatment. EMS and othealthcare providers may — and should — still
adhere to the instructions.
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Theindividual must also sigrthe form. The signature means that the individaal ¢nven thorough
consideration to the issues and the choices ireticate consistent with his or her wishes and with
other prior advance directives if any.

If the individual does not have capacity to makesthassertions and decisions, his or her surrogate
decision maker — Healthcare Agent under Medicabble Power of Attorney, Guardian, or Proxy-
by-statute (see box on page 17) — must sign aricaitedhis or her status.

Surrogate decision makers may complete a MOST balbef an incapacitated individual, but the
MOSTorders should reflect the individual’s preferenaed choices — as far as they are known — not
the surrogate’s. If the surrogate does not knowcamthot determine with confidence the individual's
preferences, choices should be made in the indiVglbest interests.

Only valid surrogate decision makers (Medical Digd®owers of Attorney, Guardians, Proxy-by-
statute, etc.) have authority to sign M&STform; family members, financial powers of attorney
other persons who are not valid healthcare decisi@kers do not have authority to sign.

The form must be dated. revisedMOST form automatically supersedes all previously coeted
MOST forms. See the section on Review and Replacement for athuctions.

Completing aMOST form does not revoke or replace previously comgteadvance directives such
as a Living Will, MDPOA, CPR directive, et&fforts should be made to locate any previously
executed advance directives and review them iptbeess of completinglOST. Provisions

in previous advance directives, if still appropegiand desired, should be transferred taM@ST. If
previous advance directives are no longer appriapriaey should be revoked and destroyed. In cases
of direct conflict, theMOSToverrules previously completed instructioRtease review instructions
under Section D for interactions between M@ST and the Living Will.

The primary contact person for the individual isstnappropriately his or her surrogate decision
maker, but can be any close family member or fridine primary contact person is a contact; not
necessarily the authorized decision maker.

The healthcare professional who helped complet&®&Tform should provide his or her name,
title, phone number, and date of preparation. Ehielpful information in case any questions arise
about the preparation of the form.
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If the individual is enrolled in a hospice prograime agency’s contact information and date of
enrollment should also be noted.

% $ "

If there is no signature by the individual or hisher surrogate decision maker, the orders ardithva
A revisedMOST form automatically supersedes all previously coeteldMOST forms.

If provisions of theMOST conflict with provisions in previously completedi@ance directives, the
MOST orders should be followedPlease review instructions under Section D, howdee
interactions between tidOSTand the Living Will.

This section recaps key instructions — all of whack covered above in this booklet.

% #

The final section on the back of tMEOSTform provides for documentation of reviews of M®ST The
MOSTshould be reviewed periodically (quarterly for sing facility residents), especially on transfer to
another care setting, any change in condition, ghaf preferences or choices, change in contact
information of individual; physician, APN, PA; Agear Guardian.

If the individual resides in a nursing facility etffiacility staff are responsible for keeping MOST
updated. If the individual lives independently, disher primary care provider, attending physican,
other healthcare provider should prompt appropreews of theMOSTinstructions. Individuals, too,
may initiate such a review with their healthcarevders.

EE

Record date of review (very important in estabhghprecedence of forms).
Provide name of reviewer (healthcare professional).

Record location of review.

Indicate outcome: No change, Form voided, New FGompleted.
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In some cases, the changes to the form are enouglyuire completion of a new form. “Form
Voided” and “New Form Completed” should be check&slan extra assurance, write the word
“VOID” prominently on both faces of the form.

Voided forms may remain in the individual’s chartpersonal files; any copies of superseded forms
should be destroyed.

% $ "

Healthcare professionals and EMS personnel shdwdkcthis area to make sure the form is not voided.

345-45

In Colorado, no one is given automatic authoritgé@cision making for another adult, and healthclre
providers cannot simply make decisions for indialdexcept in an emergency.

If an individual does not have a Healthcare Agemeflical power of attorney or Guardian, and if tRat
individual is unable to make or express decisiart®roxy-by-statute” is needed.

First, the individual's physician “certifies” th#te individual does not have capacity to make his g
her own decisions. As of January 1, 2009, AdvarkRredtice Nurses may also make this
determination about an individual in collaboratieith the attending physician. Such collaborationj
may be done in person, by phone, or electronic@ilye nurse must document the name of the
physician with whom she or he collaborated.

Next, the physician, advanced practice nurse, imesne designated by the physician or nurse mst
make a good faith effort to locate and assemblggjphlly or by telecommunications) people who
have an interest in the care of the individual whidl.

These “interested parties” — which can be familyrbers, life partners, close friends, pastoral or
other advisors — determine by consensus which btieew group will serve as the “Proxy” for the

individual. Once the Proxy is selected, the phgsi@r advanced practice nurse documents the name
and contact information for the Proxy in the mebtateart. The individual must also be informed o

the choice of Proxy.

If the group can’'t agree on who the Proxy shouldtfven guardianship must be pursued through the
courts.

Like a Healthcare Agent, the Proxy should act atiogrto the known wishes and values of the
individual; so the Proxy know the individual weli@, if possible, should have a clear understandifpg
of what his or her wishes and values and how thightnaffect medical treatment decisions.

Proxies selected in this way cannot withhold or kdtaw artificial nutrition and hydration for the
individual, unless two physicians (one trained irearology) determine that the treatment is only
serving to prolong the individual's death.

Once theMOSTform is completed, the original stays with theiundual.
In a facility: The original should be kept in the very frontloé individual’'s chart or in the Advance

Directives section. When the individual is transédrbetween care settings, a copy should stayain th
same location in the chart, but the original sh@ddvith the individual to the new setting.
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At home:When the individual is at home, tMOSTform should be kept in any place that is easily
accessed and obvious: on the refrigerator, by tioagin the kitchen, or by the individual's bede$a
are the locations that emergency personnel areetidp look for important medical directive docurtsen

In the community: If the individual is not homebound, he or she $ti@arry a copy of the form in wallet
or purse for easy location by emergency personnel.

36 7 7

Please be aware that what follows is just informatin, not advice.Every situation is different. If
individuals have questions about their particularagions, please direct them to an appropriatdiftpc
healthcare or legal professional. More informatout advance directive documents and the Colorado-
specific forms can be found on the Colorado Advebicectives Consortium Web site:
www.coloradoadvancedirectives.canwww.caringinfo.org
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In Coloradono one is automatically authorizéd make healthcare decisions for another adult.

The Medical Durable Power of Attorney (also callled “Power of Attorney for Healthcare”) is a
document an individual (the principal) signs to @ppsomeone else to make the principal’s
healthcare decisions in case of incapacity. Theqreappointed is called a “Healthcare Agent.”

In most cases, the Agent only makes decisiondtoptincipal when he or she cannot. This may be
temporary, following an accident or injury, or lotegm, if the principal is permanently incapacitate

The Agent is authorized to request and review natdecords, consult with the principal’s doctors
and other healthcare providers, and make all napebkgalthcare decisions.

The Agent is supposed to act accordinth®principal’swishes and values, so whoever is appointed
Agent must have a clear idea of the principala liflues, goals, and preferences for treatment. The
Agent must be able to devote the time and energyamaling complex healthcare needs.

A Medical Durable Power of Attorney (MDPOA) is rtbe same as a general Power of Attorney
(POA). The MDPOA Agent is only authorized to malealthcare decisions. A general POA covers
legal and financial affairs. The authority of bogpes of Agent ends at the death of the principal.

$"$H+ 19
* In Colorado, the Living Will is called the “Decldian as to Medical or Surgical Treatment.”

It tells healthcare providers what to do aboutdifsstaining treatments if the individual is unatale
make or express his or her healthcare decisiodss in a terminal conditioor “persistent
vegetative state.”

In Colorado, a Living Will does not go into effaattil 48 hours after two doctors agree in writing
that the individual has cannot make or expresshiger own decisions, and has a terminal condition
or is in persistent vegetative state.

In these circumstances, a Living Will directs thggicians to continue or discontinue, as indicated,
life-sustaining procedures, artificial nutritiomdaartificial hydration.

The Living Will can also provide other instructiofes care following certification of terminal
condition or persistent vegetative state.
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An individual does not need an attorney or heatthgaofessional to complete a Living Will, but two
witnesses must sign. The witnesses cannot be dinédoal’s healthcare providers, an employee of
the healthcare provider, or anyone likely to inhproperty from the individual.

A notary’s seal and signature is a good idea buteguired.

A Living Will is not the same as a regular will @kt Will and Testament”) or a Living Trust, which
refer to possessions and property. A Living Willyoprovides instructions on medical treatment, not
the distribution or disposal of property.

$ ¥

A CPR (cardiopulmonary resuscitation) directiveal an individual to direct in advance that no one
should administer CPR if the individual's heartworgs stop working or malfunction.

CPR directives are almost always used by indivisluddo are severely or terminally ill or elderly. In
these situations, the trauma involved in CPR @ljilto do more harm than good, but emergency
personnel are trained to perform CPR unless a GfReRtige tells them not to.

A CPR directive is not the same as a DNR order NRrder is a doctor’s order made for severely
or terminally ill individual in healthcare facilés, including nursing homes. The DNR does not
require the individual’s consent, and it does reotain in effect if the individual leaves the fagili

A CPR directive must be signed by both the indigidior the individual’'s MDPOA Agent or Proxy-
by-statute) and his/her physician. Faxes, phot@sypind electronic scans of CPR directives are just
as valid as original forms.

CPR directives must be immediately visible to ereaay personnel. For more active folks with CPR
directives, a wallet card or special CPR direchvacelet or necklace can be obtained.

6 A helpful chart summarizing these advance direstithe Five Wishes form, théOST, and
processes for Proxy selection and guardianshigedound on the Colorado Advance Directives
Consortium Web sitavww.coloradoadvancedirectives.com

3-6 - 9 9
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Current Colorado law has some complexities arounatwealthcare Agents under Medical Durable
Power of Attorney (“Agents”), Guardians, and Prexig/-statute can and cannot do on behalf of
individuals. One point is absolutely clear and aarie emphasized enoughll surrogate decision
makers must always make decisions according touighes of the individual, in the way that the
individual would, to the best of the surrogates’ibly and knowledge Agents and others must set aside
their own desires, values, and preferences in dodeonor the wishes of the individual for whomythe
are speaking. They should also, as much as possdsult with the individual about those prefersic
Healthcare professionals should not refrain fromineling Agents and others of this requirement, or
from supporting sincere efforts to uphold this dugcognizing how difficult it can be.

There are limits, however, to what Agents and atltsan do when an individual has already expresised h
or her own wishes. To recap:

If an individual has executed a CPR directive andriher own behalf, in any manner or on any form
including aMOST, an Agent, Guardian, or Proxy-by-statatay notrevoke or change it under any
circumstances. This section of t&STform, when being completed by an Agent or otherogate,
must conform to anMOSTor other CPR directive previously completed byitigdvidual.
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If an individual has executed a Living Will, an AgeGuardian, or Proxy-by-statutgay notrevoke it
unless that power is specifically granted in théng Will or MDPOA document. The provisions of a
Living Will are not exactly mirrored in thRIOSTform, but the Living Will does include a section on
artificial nutrition and hydration that should lakeén into account in the completion d/®ST Again,
this section of thlOST, when being completed by an Agent, Guardian, okyRrby-statute, must
conform to any previously executed Living Will.

If the individual has not previously executed aibgyWill that includes instructions as to artificia
nutrition and hydration, an Agent or Guardian —fmita Proxy-by-statute — may withhold or withdraw
ANH according to the known wishes or best interesthe individual. A Proxy-by-statute may not
withhold or withdraw ANH unless two physicians, draned in neurology, certify that continuing ANH
is simply prolonging death and not providing anydfi to the individual.

36

Prepare for discussion
Review what is known about the individual and fangibals and values.
Understand the medical facts about the individuakslical condition and prognosis.
Review what is known about the individual's capatit consent.
Request, retrieve, and review completed advaneetiie and MDPOA appointment documents (if
applicable).
Determine who key family members are, and if tlidvildual has not appointed an Agent and lacks
capacity to do so, initiate the Proxy-by-Statutecess.
Find uninterrupted time for the discussion.

Begin with what the individual and family knows
Determine what the individual and family know regjag condition and prognosis.
® What have your doctors told you about your [diseasadition, problems]?
® Have you talked about what can be done to helpggbietter?
® Is there anything you don't understand about yalis¢ase, condition, problems] and the
treatments you are receiving?
Determine the individual's views and values foed#ustaining treatment in light of the medical
condition and likelihood of interventions.
® When you think about the future, what is most itgmtrto you right now?
If your heart or lungs stop, what do you want uso@
What are you afraid of/worried about?
How do you feel about having a machine to helplyeathe? Getting fluids and nutrients
through a tube? Getting antibiotics to treat infens?

® @ e

Provide any new information about the individual’smedical condition and values from the medical
team’s perspective

Provide information in small amounts.

Allow plenty of time for responses or questions.

Seek a common understanding.

If asked, make recommendations based on cliniga@mance and individual’s condition / values.

Try to reconcile differences in terms of prognosisgoals, hopes, and expectations
Explore (rather than challenge or dismiss) choymesthink are medically inappropriate.
If individual and surrogate decision maker or otikerested persons disagree, negotiate and try to
reconcile differences; seek common ground/compremis
Use conflict resolution when necessary.
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Respond empathetically.
Acknowledge & legitimize.
® | understand what you are saying.
® These are difficult issues.
® That's a very common concern.
® No question is silly.
Explore assumptions; correct misinformation.
® You know, a lot of people have that idea, but redeauggests . . .
® How do you think X will help/hurt you?
® Let’s think of how this might apply in your case .
Reinforce commitment and nonabandonment.
We'll support you whatever decision you make.
Even if you don’t want a lot of treatment, we alivays give you care.
It's not what we want or think that matters, butatvilou want or think.
If we can’t do what you want us to, we’ll be surdihd someone who will.

@@ 66

UseMOST to guide choices and finalize individual/family wshes.
Review the key elements with the individual andéonily.
Apply shared medical decision making.

Manage conflict resolution.

Complete and signMOST from (or provide to physician, APN, PA for reviewand signature).
Review for any internal contradictions between chsi
Review for consistency with previously executedambe directives, if applicable.
Make sure individual or Agent/Guardian/Proxy sigmsMOSTform too (on the back).

Periodically review and revise:
When individual transfers to another setting
When condition changes
When choices change
When contact information changes

*Adapted with permission from New York State “Medi©rders for Life Sustaining Treatment Guidebo&Q06.
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Offer/completeMOSTpromptly after admission; for current residentsjuearterly
conference

Include resident, Healthcare Agent, other familgamversations

Incorporate prior advance directives; attentioAlH provisions

Place original and backup photocopyAdvance Directives”section of chart; inform staff
If resident transferred, semdiginal MOSTwith the patient

Review/update as condition changes; at least qlarte
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Recognize form
Review, and follow instructiong&:o0k at Sections A and B, signatures
Must be signed by MD/DO, APN, PA to be “orders”; shbe signed by patient or surrogate
Without signature may still indicate preferences
Contact Medical Control with treatment questions
Obtain original form prior to transfer
Present to receiving health care professionals

Implementation by ERs

"H S HBY
Recognize form
Review, follow orders pending additional physicenrders
Transcribe as appropriate

Departure from orders/instructions possible onlthweonsultation with patient or authorized
surrogate

Alert admitting physician
EnsureMOSTstays with patient if admitted

"H SHS %S $% +
Retrieve form and review choices
Revise/replace as needed
Send form with individual to next setting
o If healthcare facility/agency, inform receiving fgssionals of MOST orders

R OSHEDHE I,
Palliative Care consultations tool
Review relative to change in condition precipitgtneferral to hospice

Re-evaluatgoals of careand consistency wittteatment wishegelative to current diagnoses,
condition and life-limiting prognosis

Colorado Center for Hospice & Palliative Care. (0@olorado hospice utilization statistics. Wetesi
www.cochpc.org

Hammes, B.J., & Rooney B.L. (1998). Death and eriif@planning in one midwestern communifyrchive of
Internal Medicinel58:383-390.

Heiser, G. (2007). Nursing home survey issued—20ff://ezinearticles.com/?expert=Gabriel Heigarcessed
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Kaiser Family Foundation. (2007). State healthdadieb sitewww.statehealthfacts.ordccessed 9/16/08.
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Colorado Advance Directives Consortiuwww.coloradoadvancedirectives.colfour “go-to” site for the latest
information on the MOST program, forms and instiut$, educational events and resources.
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