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What Is Palliative Care?



Palliative Care

• Palliative Care is meant to be an extra layer of  support for 
anyone that has a chronic or life-limiting disease.

• Palliative Care looks at the whole patient and support 
system to make recommendations for physical, 
psychosocial and spiritual needs.

• Palliative Care can be given at the beginning of  diagnosis 
through the trajectory of  the disease(s) to EOL.

• The earlier Palliative Care can establish care in the disease 
process, the more impact we can make. 
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Palliative Care vs. Hospice

Palliative Care
Multidisciplinary approach to specialized medical care for people 
with serious illness. Focused on providing patients with relief  from 
physical, mental and spiritual symptoms of  serious illness – whatever 
the diagnosis. Goal is to improve quality of  life for both the patient 
and the family.

Hospice
Is palliative care provided when 
a patient has a life limiting 
illness and is expected to die in 
the next 6 months.



What Is Advance Care 
Planning?





What is Advance Care Planning?

Advance Care Planning (ACP) helps design a treatment strategy or plan 
for the health care team to follow when patients have a sudden, 
devastating illness or a serious, advanced illness. This planning allows 
health care professionals to understand the patient’s goals of  care so 
they match the type of  care that they receive.



Living Will

• gives patients the “right to make 
choices and decisions about the types 
and extent of  medical care they wish 
for themselves”

• Patients can specify if  they want to 
accept or refuse specific medical care

• A legal document that requires 
physician interpretation

• Does not need to be notarized, but 
does need the document to be 
witnessed by two people not related 
by blood or marriage AND would 
not benefit financially from patient’s 
death

Health Care Power of  
Attorney

• Identifies the decision maker when 
the patient no longer can or no 
longer desires to make personal 
health care decisions

• Only goes into effect when the 
patient is unable to make decisions, 
even if  the family disagrees with the 
patient’s decisions

• Does not need a lawyer to complete

• Does not need to be notarized but 
witnessed by two people not related 
by blood or marriage AND would 
not benefit financially from patient’s 
death

LaPOST
•The LaPOST document gives patients with 
serious advanced illness and frailty the ability 
to state their own preferences for medical care 
if they become unable to communicate. 

• It is a physician’s order that outlines a 
patient’s wishes for medical treatment and 
goals of care when the patient has a known 
serious, advanced illness.

•The LaPOST document is transferable among 
health care settings and enhances 
communication among health care 
professionals with the patient at the center. 

•The LaPOST document may be changed or 
revoked at any time by the patient or the 
patient’s health care representative if there is 
new knowledge of a change in the patient’s 
medical condition or personal wishes.

Ongoing process of  

developing future 

medical care plans 

Not a “one size fits 

all” discussion. Must 

be individualized to 

patient readiness and 

stage of  health



Hierarchy of  
Medical Decision-

Making



Louisiana’s Legal Hierarchy of  

Medical Decision-Making

Every state has laws that govern who can make medical decisions for a patient in 
the event he becomes unable to make medical decisions for himself. The following 
is the  hierarchy of medical decision makers in Louisiana:

• Someone whom the patient has previously designated in writing as the 
medical decision maker (either by declaration before 2 witnesses or through a 
written healthcare power of attorney).

• A judicially appointed curator or tutor

• The patient's spouse, not judicially separated

• Adult children of the patient (by majority)

• The parents of the patient 

• The patient's sibling (by majority)

• The patient's other relatives (by majority)

Source: Koppel, A., JD, Sullivan, S., JD. Legal Considerations in End of Life Decision-
Making in Louisiana. The Ochsner Journal, v.11(4); Winter, 2011.
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Checking ACP in EPIC 
during hospital admission









Checking ACP in EPIC 
during clinic visit







Click on LaPOST Registry to view 

LaPOST documents in EMR, to 

prepare LaPOST document or sign 

LaPOST document (physician’s only)



Printing ACP documents 
in EPIC during clinic visit







EPIC Advance Care 
Planning Documentation 



Type “.acp” enter in 

notes. Templates can 

be placed anywhere in 

narrative notes.





“.acp” Family 

Meeting Template



“F2” button will take 

you through template 

quickly



Completed Template 

Examples



80 minutes in 

total spent on 

ACP

ACP Code 

#99497 for 1st 30 

minutes

ACP Modifier 

Code #99498  x 2 

for additional 50 

minutes



“Serious Illness” Guide in 
EPIC



Offers a working template for staff  to have higher quality, 

patient centered conversations

Offers framework for staff  to feel confident and empowered 

to have conversations with patients & caregivers

Can be completed by providers, nurses, social workers and 

chaplains

Enables Goals of  Care to be an ongoing discussion, not 

single conversation

Ensures we are providing the right care, at the right time to 

the right patient

EPIC “Serious Illness” Template

EPIC Serious Illness Guide can 

now be entered in EMR using 

“.SICGCOVID” Template



Found in EPIC Banner







LaPOST, Vynca & 
State Registry





LaPOST

• Translates a patient’s end-of-life wishes into a physician’s order 

• Portable physician orders -transfers with the patient across care settings 

• Helps physicians, nurses, health 

care facilities and emergency personnel 

honor patient wishes regarding 

life-sustaining or emergency treatments

• Can be completed by the patient or 

the patient’s personal health care 

representative if the patient is unable 

to participate

• Neither for nor against treatment

• Complementary with advance directives



LaPOST Registry

The Lousiana LaPOST Registry is a secure, 

statewide electronic registry that provides 

a single source of truth for LaPOST and 

advance care planning documentation.  It 

is instantly accessible online to authorized 

health care professionals in any care 

setting.



LaPOST Registry Solution
Statewide Electronic End-of-Life Medical Orders Registry

LaPOST Registry

ACO

Family

State 
Registry

Home 
Health

Skilled 
Nursing

Facility Payers

Hospice

Emergency 
Medical 
Services

Physician 
Practice

Hospital



Epic Integrated LaPOST Registry – Key Benefits
• Offers health care providers an online tool to electronically complete and 

submit accurate, legally valid, error-free LaPOST forms

• Offers one-click access from Epic to a sustainable, statewide LaPOST 
registry network

• Provides a simple, intuitive user interface

• Provides a single source of truth for LaPOST documents

• Enhanced ACP Conversations with embedded educational resources

• Renders a printable PDF of the LaPOST form in all state-supported 
languages



Epic Integration 







HIPPA permits disclosure of  

LaPOST to other health care 

providers as necessary



FOR MORE INFORMATION, GO TO:

http://www.lhcqf.org/lapost-registry

EPIC PLAYGROUND PRACTICE, GO TO:

http://online.training.vyncahealth.com

http://www.lhcqf.org/lapost-registry
http://online.training.vyncahealth.com/


Respecting Choices 2021



Respecting Choices teaches skills to 
having meaningful ACP discussions

Allows providers and staff  
opportunities to practice and refine 
skills at having conversation

Respecting Choices Certification 
given for each completed section

Certification allows participants to 
use copyrighted materials that aide 
in the discussions



Respecting Choices Programs
First Steps Who? Where?

Addresses Advance Care Planning among a healthy 

population, any age

-HCPOA and LW discussion

Staff  who room our patients: 

Nurses

Medical Assistants

Outpatient (primary care)

Advanced Steps Who? Where?

Addresses Advance Care Planning among a 

chronically ill population who may be in their last 1-2 

years of  life

-LaPOST discussion

MD/APP

Nurses

Social Workers

Chaplain 

Outpatient

Inpatient

SDMSI –
Shared Decision Making in Serious Illness

Who? Where?

Addresses shared decision making with family, 

caregivers, & patients in times where a patient is 

CURRENTLY facing difficult treatment choices

MD/APP Inpatient 

Outpatient



Length of  Class & Required Pre-Work

First Steps Advanced Steps SDMSI

Class time Full day Full day Half  day

Pre-work Online modules (4) 

assigned by Respecting 

Choices

Online modules (6) assigned by 

Respecting Choices

none



Respecting Choices

To register for Respecting Choices classes:

• Contact  Kori DiGiovanni at kori.digiovanni@ochsner.org

• Send email to  palliativemedicine@ochsner.org

mailto:kori.digiovanni@ochsner.org
mailto:palliativemedicine@ochsner.org


Resources for Advance Care 
Planning & Spiritual Care



Louisiana Physician For 

Scope Of  Treatment 

LaPOST

•www.La-POST.org

•Webpage has section “What My 

Cultural /Religious Heritage Tells Me 

About End Of  Life Care”

•Can Consult Chaplin Services For 

Anyone Having Difficulty With EOL 

Decisions And Their Spirituality
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http://www.la-post.org/


Center to Advance 
Palliative Care
www.capc.org

http://www.capc.org/
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Creating a CAPC User 

Account



Link to CAPC Continuing Education Curriculum



Palliative Care Referral 
Process
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Referring providers can currently only chose 1 

reason for the Palliative Care referral.  They can 

add additional reasons in the “comments”  

section. 



Final Thoughts



Advance care planning decisions can be a gift of  love from patients to their 

families. Caregivers will not have to wonder, “Should I have decide this instead 

of  that…” or “Did I make the right decision?” or “”Is that what they would 

have wanted?”. The decisions they have to make in those moments, when 

advance care planning was never discussed, will stay with them a lifetime.

Final Thoughts…



Coordinated, collaborative advance care planning affords STHS the opportunity 

to provide the right care, to the right patient, at the right time, every time.

Final Thoughts…

Advance care planning should not be a single discussion, but an ongoing 

conversation throughout the continuum of  someone’s life…



Thank you!

emonies@stph.org

(985)871-5975
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mailto:emonies@stph.org

