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Advance Care Planning Preferred Practices 
National Quality Forum 

• Document the designated agent (surrogate decision maker) in a Health Care Proxy 
for every patient in primary, acute and long-term care and in palliative and hospice 
care. 
 

• Document the patient/surrogate preferences for goals of care, treatment options, 
and setting of care at first assessment and at frequent intervals as condition 
changes. 
 

• Convert the patient treatment goals into medical orders and ensure that the 
information is transferable and applicable across care settings, including long-term 
care, emergency medical services, and hospital, i.e., the Medical Orders for Life-
Sustaining Treatment—MOLST, an endorsed POLST Paradigm Program. 
 

• Make advance directives and surrogacy designations available across care settings; 
through collaboration with the RHIO and eMOLST. 
 

• Develop and promote healthcare and community collaborations to promote 
advance care planning and completion of advance directives for all individuals. e.g. 
Respecting Choices and Community Conversations on Compassionate Care. 

National Quality Forum, Framework and Preferred Practices  
for Palliative & Hospice Care Quality, 2006, Adapted for New York State  



Advance Care Planning Process 
Advance Directives vs. Actionable Medical Orders 

Advance Directives 
 

For All Adults 
     Community Conversations on 

Compassionate Care (CCCC) 

• New York 

– Health Care Proxy 
 

– Living Will 
 

• Organ Donation 

• State-specific forms: e.g. 
Durable POA for 
Healthcare 

Actionable Medical Orders 
 

For Those Who Are Seriously Ill  or 
Near the End of Their Lives 

 

Medical Orders for Life-Sustaining Treatment (MOLST) Program  
 

• Do Not Resuscitate (DNR) Order 
 

• Medical Orders for Life Sustaining 
Treatment (MOLST) NY’s Endorsed POLST 
 

• Physician Orders for Life Sustaining 
Treatment (POLST) Paradigm Programs 
 

CompassionAndSupport.org 

CaringInfo.org   

CompassionAndSupport.org 

POLST.org  
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LTC Office 
Hospital 

MOLST:  
End-of-life Care Transitions Program 

A Project of Compassion and Support, the Community-Wide End-of-life/Palliative Care Initiative 



• Work initiated Fall 2001 
• Created November 2003 
• Adapted from Oregon’s POLST  
• Combines DNR, DNI, and other LST 
• Incorporates NYS law 
• Collaboration with NYSDOH – 3/04 
• Revised 10/05; Approved Inpatient DNR form 
• Legislation passed 2005; Community Pilot launched 
• Chapter Amendment passed 2006 
• Gov. Paterson signed bill 7/8/08 

– MOLST consistent with PHL§2977(3) 
– Permanent change in EMS scope of practice 
– MOLST permanent and statewide 

• HEAL 5 grant includes eMOLST, 2008  
• DOH-5003 NYSDOH MOLST form, 6/10 
• FHCDA, effective June 1, 2010 
• eMOLST Preview: October 19, 2010 
• PCIA, effective February 9, 2011 
• PCAA, effective September 27, 2011 
• Hospice added to FHCDA, September 19, 2011 

© Patricia A. Bomba, MD, FACP  

History of MOLST/eMOLST Program 



Digital Transformation 
Defining eMOLST vs. eMOLST Registry 

• eMOLST 
– Secure web-based application allows enrolled users to complete the 

eMOLST form and document the discussion in the correct MOLST 
Chart Documentation Form (CDF) and/or mandated OPWDD Checklist 
for Persons with Developmental Disabilities who lack capacity 
 

– CDFs document goals for care, discussion, ethical/legal requirements   
 

– Forms are created as pdf documents that can be printed for the 
patient and a paper-based medical record, stored in an EMR via link to 
eMOLST, and become part of the NYS eMOLST registry 
 

• eMOLST Registry 
– Electronic database centrally housing MOLST forms and CDFs to allow 

24/7 access in an emergency 

 

 





8-Step MOLST Protocol 

1. Prepare for discussion 
• Understand patient’s health status, prognosis & ability to consent 
• Retrieve completed Advance Directives 
• Determine decision-maker and NYSPHL legal requirements, based on who 

makes decision and setting 

2. Determine what the patient and family know 
•  re: condition, prognosis 

3. Explore goals, hopes and expectations 
4. Suggest realistic goals  
5. Respond empathetically 
6. Use MOLST to guide choices and finalize patient wishes 

• Shared, informed medical decision-making 
• Conflict resolution 

7. Complete and sign MOLST 
– Follow NYSPHL and document conversation 

8. Review and revise periodically 

Developed for NYS MOLST, Bomba, 2005; revised 2011 



MOLST Instructions and Checklists 
Ethical Framework/Legal Requirements 

• Checklist #1 - Adult patients with medical decision-making capacity (any setting) 

• Checklist #2 - Adult patients without medical decision-making capacity who have a 
health care proxy (any setting) 

• Checklist #3 - Adult hospital or nursing home patients without medical decision-
making capacity who do not have a health care proxy, and decision-maker is a 
Public Health Law Surrogate (surrogate selected from the surrogate list)  

• 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 

• Checklist #5 - Adult patients without medical decision-making capacity who do not 
have a health care proxy, and the MOLST form is being completed in the 
community. 

• Checklist for Minor Patients - (any setting) 

• Checklist for Developmentally Disabled who lack capacity – (any setting)  must 
travel with the patient’s MOLST 

http://www.nyhealth.gov/professionals/patients/patient_rights/molst/  

http://www.nyhealth.gov/professionals/patients/patient_rights/molst/


MOLST and  
MOLST Chart Documentation Forms 

Align with NYSDOH Checklists 
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