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What’s the point of advance directives 
(ADs)?
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 Normal situation in health care: you decide about treatment
 Informed consent

 What if you can’t?
 ADs allow you to plan for this future situation 
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Two kinds of decisions in ADs
 Deciding who decides for you: naming health care agent(s)
 AKA durable medical power of attorney
 Not financial power of attorney

 Deciding what’s to be done: living will
 Covers life-sustaining, maybe other, treatments
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AD naming decision maker
 “Health care agent” is Maryland term
 AD says:
 Who agent is
 What authority agent has
 When authority may be exercised
 Usually after loss of capacity

 Usually covers all health care decisions
 Including about life-sustaining treatment



Decision-making criteria
 What would the patient want done?
 Sources of information:
 Living will-type of AD
 Prior statements or behavior
 Religious beliefs, personal values

 What’s in the patient’s best interest?
 Benefit/burden assessment
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Can a solo ager find a health care 
agent?
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 Cast a wide net
 Within the family
 Nieces, nephews, cousins, grandchildren

 Others you could count on
 Friends, neighbors, fellow congregants

 Be brave enough to ask
 Can you overcome their reluctance?



How to help your agent
 Prepare for the talk
 The Conversation Project
 https://theconversationproject.org/wp-

content/uploads/2020/12/ConversationStarterGuide.pdf

 Talk about your wishes
 Especially what’s in your living will
 How much discretion will your agent have?

 Give them a preview of what they’ll face
 “Making Medical Decisions for Someone Else: A Maryland 

Handbook”
 https://www.marylandattorneygeneral.gov/health%20policy%20docum

ents/proxyhandbook.pdf 

7

https://theconversationproject.org/wp-content/uploads/2020/12/ConversationStarterGuide.pdf
https://theconversationproject.org/wp-content/uploads/2020/12/ConversationStarterGuide.pdf
https://www.marylandattorneygeneral.gov/health%20policy%20documents/proxyhandbook.pdf
https://www.marylandattorneygeneral.gov/health%20policy%20documents/proxyhandbook.pdf


Navigating hard decisions
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Navigating hard decisions
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AD documenting treatment decisions
 Commonly called living will
 Follows “If … then …” model
 “If I lose capacity and I’m in [specified conditions], 
 Then no CPR, ventilator, etc.”
 Medically administered nutrition/hydration (tube feeding) same as other 

life-sustaining treatments, unless the AD says otherwise
 Or: aggressive interventions requested
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When is a living will refusal of life-
sustaining treatment effective?

 Certification of incapacity + qualifying condition
 Attending physician + second physician or NP

 Qualifying conditions:
 “Terminal” – death imminent
 “End-stage” – progressive, irreversible, advanced to the point of 

“complete physical dependency”
 Death not necessarily imminent
 Primarily advanced dementia, maybe other diseases

 “Persistent vegetative state” – permanent loss of consciousness



Addressing dementia in an AD
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 Instruction about end-stage condition would cover 
treatments when dementia becomes advanced

 What about treatment refusal earlier in the course of 
Alzheimer’s?
 Broadly empower your health care agent
 Living will instruction, by itself, won’t work

 Can a living will be used to refuse all food and water?
 No, though limits can be stated
 For example: “If I’m in an end-stage condition, I only want food 

and water for comfort, not regular meals.”



ADs: the legal formalities
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Creating a paper AD
 Signatures of individual and two witnesses, date
 No required form
 Out-of-state ADs valid

 Copies are valid – no magic in the original
 Distribute it widely



Creating an electronic AD
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 Use a state-approved platform
 https://www.mydirectives.com 

 Great advantage: easily accessible to Maryland and DC 
hospitals
 Via regional health information exchange

https://www.mydirectives.com/


Creating an oral AD
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 Can be useful in a pinch
 Statement to physician, NP, or PA + 1 witness
 Documented in chart 
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Changing an AD
 New one on same topic revokes old
 Only individual with capacity may change/revoke



Medical Orders for Life-Sustaining 
Treatment (MOLST)

 Physician/PA/NP order, not AD
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What is MOLST for?
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 Communicates CPR preference to EMS
 Essential if you want DNR status rather than CPR

 Seeks greater continuity of care -- valid in all health care 
facilities

 Bridges the gap between AD and a medically actionable order
 Aimed at people who already have significant medical issues
 MOLST is a short-term document, might change as 

condition changes
 Not everyone needs a MOLST
 If you think you do need one, talk to your doctor



MOLST content
 Code status (attempt CPR?)
 Plus, to the extent relevant:
 Ventilator
 Blood transfusion
 Hospital transfer
 Medical workup
 Antibiotics
 Nutrition/hydration via tube
 Dialysis
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Basis for orders on MOLST
 Physician/PA/NP certifies that orders are based on:
 Informed consent by
 Patient
 Agent or surrogate, or

 Instructions in AD, or
 Physician certification of medically ineffective treatment 

(rare)
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The case of Ms. Smith (no MOLST)
 89 y/o, nursing home, advanced dementia, end-stage 

condition
 Niece is health care agent; living will declines life-sustaining 

medical treatment, including no artificial nutrition and 
hydration

 One afternoon becomes drowsy, feverish, breathing rapidly
 Physician covering for attending does not know patient, 

cannot reach niece, does not see AD
 Orders transfer to hospital via EMS
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The case of Ms. Smith (no MOLST)
 Diagnosis = aspiration pneumonia, treatment = hydration 

and antibiotics
 Pneumonia improves, but she is not eating

 Evaluation of swallowing → recommendation for feeding 
tube

 Niece refuses, angry over unwanted transfer and treatment
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The case of Ms. Smith (with MOLST)
 MOLST reflects living will instructions
 Orders no CPR, no hospital transfer, antibiotics for comfort 

only, no AN&H

 MOLST is prominently flagged in chart
 Covering physician applies MOLST
 No transfer
 Palliative care in nursing home

 Adapted from Bomba et al. 2012. Cleveland Clinic J. of Medicine 79:457-
464.
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Resources on the HCDA: Maryland AG
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 https://www.marylandattorneygeneral.gov/Pages/
HealthPolicy/eolcare.aspx 

https://www.marylandattorneygeneral.gov/Pages/HealthPolicy/eolcare.aspx
https://www.marylandattorneygeneral.gov/Pages/HealthPolicy/eolcare.aspx


Resources on MOLST: Maryland 
Department of Health
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 https://app.smartsheet.com/b/publish?EQBCT=02d1b21d
39724e608f8d2e62aea48aa5 

https://app.smartsheet.com/b/publish?EQBCT=02d1b21d39724e608f8d2e62aea48aa5
https://app.smartsheet.com/b/publish?EQBCT=02d1b21d39724e608f8d2e62aea48aa5
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