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Overview 

• The need for and benefits of 

advance care planning 

• Resources for advance care 

planning 
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Changes in leading causes of death 

Top Three Causes of Death 

1900 2010 

Pneumonia & Influenza Heart disease 

Tuberculosis Cancer 

Diarrhea & Enteritis Chronic Lower Respiratory Disease 

4 Centers for Disease Control.  Hyattsville, MD: Leading Causes of Death; 2010.  

Available from: http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm.  

http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
http://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm


Deaths in Acute Care Settings are Down; 

Intensive Care at the End of Life is Increasing 
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Trajectories of eventually fatal chronic illnesses. Source: Lynn & Adamson, 2003 



Why plan? 

• 50% of people at the end of life 
won’t be able to make their own 
medical decisions 

 

• Healthcare professionals and 
family are left  with uncertainty, 
stress 



Californians Think Planning for Serious 

Illness and End of Life is Important 

CHCF 2012 data, The Final Chapter 

Wishes for care recorded  

in some form 23% 

Think recording wishes 

 is important 82% 



Most Patients Do Not Discuss  

End-of-Life Wishes with Family 

Source: Californians’ Attitudes Toward End-of-Life Issues, Lake 

Research Partners, 2011. Statewide Survey of 1,669 adult Californians, 

including 393 respondents who have lost a loved one in the past 12 

months. Copyright 2012, California HealthCare Foundation. 



What is important to the individual: 

Hopes, goals and concerns 
about the future 

The realities facing the individual: 

Diagnoses, abilities, limitations, 
resources 

Completing documents and 
arrangements 

 

Advance Care Planning: 

a conversation about… 



What is an Advance HealthCare 

Directive? 

• Tool to make health care wishes known if unable to 

communicate 

• Allows a person to do either or both of the following: 

• Appoint a surrogate decision maker (Durable 

Power of Attorney for Health Care) 

• Give instructions for future health care decisions 

(Living Will) 

 



What goes into an AHCD? 

•Healthcare Agent 

•Goals 

•Values 

•Treatment Preferences 

•Leeway 

 



Benefits of ACP Discussions: 

The Patient’s Perspective 

• Increases likelihood that wishes will be respected at end of life 

• Achieves a sense of control 

• Strengthens relationships 

• Relieves burdens on loved ones 

• Eases sharing of medical information (HIPPA) 

• Provides opportunities to address life closure 



ACP: What patients need to hear 

from healthcare professionals 

Current state 

Diagnoses 

Threats to wellbeing and function 

Expected trends and outcomes  

Treatment options 

Benefits 

Burdens 

Likely results 

Alternatives 



Benefits of ACP Discussions: 

The health system perspective 

• Individuals often choose care in the home and 

community, with lower overall costs 

• Fewer hospitalizations  

• Lower intensity of care 

• Earlier hospice enrollment  

• Better quality of life 



What healthcare professionals 

need to hear from patients 

Surrogate 

Who is to speak for the patient if incapacitated  

Treatment wishes  

Such as resuscitation (CPR)  

Values, Goals, Preferences 

What makes life worth living 

What needs to be completed before death  

What is unacceptable to the patient 

“I’d rather die in comfort than _____ .” 

Special religious or cultural preferences 



Advance Care Planning Documents  



Complete an Advance Directive 

Complete a POLST Form 

Age 18 

Treatment Wishes 
Honored 

Diagnosed with Serious or Chronic, 

Progressive Illness (at any age) 

Update Advance Directive Periodically 

CCCC  perspective on Advance Care Planning 

ACP across the continuum 



POLST 

Physician Orders for Life-Sustaining Treatment 

 Physician’s Medical Order 

 Provides instructions regarding specific 

medical treatment 

 Legally binding across healthcare sites in 
California 

 Valid only if appropriately signed 



Indications for a POLST Form 

• Serious illness 

 

• Medically frail 

 

• Chronic progressive condition 



Advance Directive & POLST 

AHCD POLST 
 General instructions for   

FUTURE CARE 

  Requires interpretation 

 Specific orders for 

    CURRENT CARE 

 Needs to be retrieved  Stays with the patient 

 Many different forms 

 Signed by patient, witnesses 

 Single, standardized form 

 Signed by patient (or HC 

Agent) and physician 



What Is Our Goal? 

 



What We Need to Get There 

 



Effective Communities 

 



Resources for Creating  

Effective Communities 

 
 Local Coalitions 

POLST & Advance Care Planning 

Training in advance care planning 

 Faith Leader Outreach 

 Social Media 



COALITIONCCC.ORG 



COALITIONCCC.ORG/tools-resources 



• One year pilot project 

• 9 Local coalitions 

• Ranging from 10 to nearly 

100 members 

  

Public Engagement Initiative 

 Alameda/Contra Costa 

 Orange 

 Riverside 

 Santa Cruz 

 Sonoma 
 

 Journey Project/Sonoma 

 Monterey 

 CACCC 

 West Los Angeles 
 



Local coalition members 

represented: 

 

 
• hospices 

• hospital systems  

• medical groups 

• senior organizations 

• county health agencies, and  

• faith communities. 
 



ACP Facilitator Trainings 

• CCCC trained 21 coalition members as 

ACP facilitator trainers 

 

• Coalition members in turn trained more 

than 400 community members as ACP 

champions and/or coaches 



ACP Community Outreach 

 

• Local coalitions 

hosted more than 

160 events 

• Attended by more 

than 3,100 people 
 



Effective Professionals 

 



Resources for “The Conversation” 

CoalitionCCC.org 



Resources for Creating 

Effective Professionals 

 Interactive training 

• Skill development 

• Communication 



Regular Offerings 
POLST  

Advance Care Planning 

Diversity and Cultural Sensitivity  

Monthly Webinars 
Palliative Care, Public Policy, and More 

Online Course 
Working with POLST  

for Professionals 

 

 

Education for Professionals 

 



Bringing Training to You 

 
Recent trainees: 



Effective Systems 

 



Resources for Creating 

Effective Systems 

 •  POLST Form 

•  POLST Registry 

•  Resources 

•  Consultation Service 

 





POLST Cover Sheets 

CaPOLST.org/forms 



POLST Registry 

 



CHCF.org/gatherround 

Ethnographic Research 

Gather Round: 

Understanding How 

Culture Frames End-of-

Life Choices for Patient 

and Families 



Diversity Training & Resources 

• Shared decision-

making 

• Developmental 

disabilities 

• Multilingual 

resources 

 



Value Snapshots 

CoalitionCCC.org/valuesnapshots 

 

Resources for Making the Case 
 



Consultation Service 

 

Recent clients: 



CoalitionCCC.org 
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