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Person-Centered Care is defined as:

Care that's guided and informed by individual’s goals,
preferences, and values

®Success measured by self-reported outcomes

ed and coordinated care across health
systems, providers, and care seffings

Mahages Chronic and Complex conditions
Joint decision making between provider and individuals

elationships built on trust and a commitment o long-
rm well-being (CMS, 2024)




Focus of Person-Centered Care:

Holistic Care

ndividualized

ncludes family & significant others
ollaborative

Empowering

» Focused on Prevention, Promotion of Health, and
Individual Choice

» \When planning and delivering care, emphasis is on
developing relationships before completing tasks



American Association of College of Nursing (AACN)

The Center for Medicare and _ Q/f
Medicaid Services (CMS) a4 o
SUPPOr P ) | Qualtty of Life
Person-Centered Care as _ Person \
essential in providing quality ~ Centered

care Care S

Promotes \
Positive Well-




Person-Centered Care Example

Jane is a 80 year old married female in good
health. She is seeing her nurse practitioner for
her yearly physical. As an excellent nurse

ractitioner, you ask her if she has idenftified
who she would like to have as her health care
proxy and if she has completed an advanced
directive.




What's the difference between
Advanced Care Planning &
Advanced Directives?

=» Advanced Care Planning is the ongoing process of planning for future medical care
» What you want and also what you don't want
» Reflection and documentation of personal values & goals

Advanced Directive are legal documents that provide instructions for future medical care
» Examples of Advanced Directive Documents include:

» Health Care Proxy - Identification of proxy/decision-maker to make decisions if you are not able to
» Durable Power of Attorney for Health Care

= Durable Power of Attorney (need a lawyer to complete)
» MOLST

= |jving Wil

Documents only go into effect when an individual cannot communicate their wishes
National Institute on Aging (NIA), 2024)



Advanced Care Planning

Where do you start?

®|nitiate discussions early on with individuals to allow
them to share their “wishes” with l[oved ones when they
are capable

ays ask if they have completed any documentse”

ho is listed as the health care proxye
®» Do they have an alternate listede




Provide resources for the family to start educating themselves
regarding decision that need to be made in the future

» Hard Choices for Loving People
»Ni{ps://Hardchoices.com

» 5 WISHES
»Niips://www.fivewishes.org/for-myself/

» Medjcal Order for Life Sustaining Treatment
»Nitps.//molst-ma.org

= Honoring Choices — MA
»Ni{ps://www.honoringchoicesmass.com/

Conversation Project
®»Ni{ps://theconversationproject.org/



https://hardchoices.com/
https://www.fivewishes.org/for-myself/
https://molst-ma.org/
https://www.honoringchoicesmass.com/
https://theconversationproject.org/

MA
Health
Care
Prox
For

VERIR BRTH OATE {midky]

MASSACHUSETTS HEALTH CARE PROXY
I, . residing at

(Principal: FRIMNT vour sami)

{Street) iy horwem) (SuieZIry
appoint as my Health Care Agent:
[Pame of persom you chooe as A geni|
of
St} [ herers) (S ZIRy
Apent's tel (h) {w) E-mail

OPFTIONAL: If my agent 15 unwilling or unable to serve, then | appoint as my Alternate Agent:

[Maime of persen yoo choosi 3 Alksmae Ageal)

of

(St} [Ciryserwa) {StanEIF) [Pl

|£| My Agent shall have the authority to make all health care decisions for me, including decisions
ahout life-sustaining treatment, subject to any limitations 1 state below, it 1 am unable to make health
care decisions myself. My Agent's authority becomes effective if my attending physician determines in
writing that 1 lack the capacity to make or to communicate health care decisions. My Agent is then 1o
have the same authority (o make health care decisions as 1 would if 1 had the capacity 1o make them
EXCEPT (here list the limitations, iff any, you wish to place on your Agent's authority):

I'direct my Agent o make health care decisions hased on my Agent’s assessment of my personal wishes.
1If my personal wishes are unknown, my Agent is to make health care decisions based on my Agent’s
assessment of my best interests, Photocopies of this Health Care Proxy shall have the same force and
effect as the original and may be given to ather health care providers,

E Signed: Date: /7 {maoddayiyr)

Compdete anly if Principal is physically unabde to sign: | have signed che Principal®s name above at his'her direction in
the presence of the Principal and twoe witnesses,

M) [Saeet)

(IR ] [SumerZIPy

m WITNESS STATEMENT: We, the undersigned, each witnessed the signing of this Health Care
Proxy by the Principal or at the direction of the Principal and state that the Principal appears to be at
least 15 years of age, of sound mind and under no constraint or undue influence. Neither of us is named
as the Health Care Agent or Altermate Agent in this docunent.

In our presence, onthisday 0/ (mo/ day /i)
Witness #1 Witness #2

[Signaiure] |.‘i|Hr|.|:|n-:|
Mame (pring) Mame (print)

Address Address




MOLST

What is MOLST ?

“Medical Orders for Life-Sustaining Treatment” is
a discussion process between a patient and his or
her physician, resulting in the completion of a
MOLST form containing medical orders about:

» Other life-
sustaining
freatments
include:

> Artificial
Nuftrition

> Artificial
Hydration

> Dialysis



Massachusetts

MOLST

SEND THES FORS 'WITH THE PATIEENT AT ALL TREES
R, e s 0 L T W SR L T SR I S

http://www.molst-ma.org/




Hard Choices for Loving People ___
(hardchoices.com) by Hank Dunn'" &

Shall resuscitation be attempted?
Shall arfificial hydration and nutrition

be utilizede

a nursing home resident or someone at home
be hospitalized?

Is If fime to shiff the treatment goal from cure to
hospice or comfort care only?

hat outcome can we reasonably expect from
edical freatment, given the current medical
dition of the patiente




Components of Advanced Directives

= (No CPR)
» Do Noft Infubate
= (No Ventilators)
eding Tubes
» Artificial Nutrition
» Artificial Hydration
»|\V's
» Medications

» Do Not Hospitalize

» Do Not Resuscitate

of people say it’s
important to put
their wishes in
writing

but only...

have done it.

»\When to withdraw routine medications
» Comfort measures/pain management




Do Not Resuscitate (CPR)
&
L Do Not Intubate (Mechanical Ventilation)

How successful are efforts to restart a hearte
®» Are there any complications?
Canrwe know ahead of time which patients

ow do patients let their wishes be known it
ey choose not fo have resuscitation efforise



Artificial Nutrition/Artificial Hydration
Feeding Tubes/IV's

LWhoT are some of the benetfits of artificial feeding tubese

some of the complications of arfificial feeding

What are some of the advantages of dying without the
use of artificial feeding or IV's?

»\What is a time limited trial¢



Cure sometimes, Comfort always

LWhen Is the “right time"” to prepare for dying”

Hospice?

can | assure that there will be a peaceful



Do Not Hospitalize (DNH)

What are some of the issues one needs to consider when thinking about hospitalization,
ventilator support, dialysis, or the use of antibiotics?

How do | communicate my tfreatment wishes to the medical team caring for mee

What are’some questions that need to be answered to help me make a decision about life-
prolonging procedures?



What options are available to support
individuals and their caregivers as medical
condition worsen?

Palliative Care:
symptom management of a
chronic or life-limiting illness

Hospice Care:
comfort care at the
end of life




Palliative care is about helping people
maintain quality of life through practical help,
physical care, medicines, and spiritual and

emotional su pport.

<l

[l

N

77X\ World Health
¢ Organization




Hospice

»Hospice iIs a philosophy of care for individuals with life-
imitfing medical conditions which focuses on:

» Fmotional support for the individual, as well as their support
system, and caregivers

Spiritual support for individuals, their support system, and
caregivers

Bereavement Care



ur job is not fo make up anybody's mind,
but to open minds and to make the agony
of the decision-making less intense

~Author Unknown
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