As a Vice President for Patient Services at Sturdy Memorial Hospital and a former member of the Massachusetts Expert Panel on End-of-Life Care, I have been in full support of assuring that health care providers and systems reliably identify needs and preferences of all patients with serious advancing illness and of supporting these patients in living well.  Sturdy Memorial Hospital has been very committed to ensuring respect for patients’ wishes and accountability for excellence in care.  Over the past couple of years we have enhanced our efforts to educate the Sturdy associated physicians, to provide public education outreach on these topics, and to implement a system for accepting and communicating patient’s wishes if admitted with a MOLST form or completed a MOLST form while hospitalized.  Despite these efforts, there has been minimal progress in terms of measurable outcomes at this time.

In the Expert Panel Report and Recommendations, the recommendations had been to “identify patients with life-limiting conditions who may benefit from hospice or palliative care and to have mechanisms for referral to appropriate caregivers if desired by the patient; to demonstrate that these protocols are being systematically used; and to have a systematic way of helping patients designate a health care agent and elicit goals of care” (pg. 20).  While the essence of these recommendations is embodied within the proposed amendments to 105 CMR 130.000, I do have concerns about the language in some of the requirements for licensed facilities.  

Licensed facilities should clearly make information accessible for patients clinically identified as appropriate.  However, to set up any system that automatically disseminates this information, except through generalized public education efforts, could potentially minimize and undermine the very important relationship between the patient and their PCP.  This is because the average length of stay for many patients is 4.5 days and those hospitalized medical patients are being managed by Hospitalist Services, as the “attending health care practitioner”.  Hospitalists have limited histories and personal connections with these patients.  Introducing these concepts under such acute situations could be perceived as overwhelming and insensitive to patient abilities to comprehend their illnesses and treatment choices and, in fact, is late in the decision making process.  

A more clinically appropriate approach for licensed facilities is to clarify with their PCP any palliative care or end-of-life discussions that has occurred, when possible, early in the hospitalization; assure a timely follow-up appointment with their PCP post discharge from the licensed facility; and include recommendations for PCP discussion regarding advance care planning (including MOLST) and available hospice and palliative care services within the Transfer of Care/Discharge Summary document.  Clearly, licensed facilities would also have to be prepared to discuss and have these informational resources available for patients who do not have a PCP and/or end-of-life outcomes are eminent, but that should only be required under such limited circumstances.  I would strongly urge a reconsideration of the proposed licensing language to address appropriate clinical approaches, which would ensure that care and comfort is consistent with each patient’s personal values, goals and preferences, based on their discussions with their PCP, in a manner that assures thoughtful discussions in preferably non-acute or potentially life threatening circumstances.  Subsequently, these discussions about patient values, goals and preferences need to be communicated as part of each transition of care.
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