
ECHO MOLST + 
eMOLST:
Honoring 
Preferences at 
End-of-life



Session 2
More Than a Form – It’s a Process 

Presenter

Patricia A. Bomba, MD, MACP, FRCP

Founder, MOLST and eMOLST Programs
Founder & Emeritus Chair, MOLST Statewide Implementation Team

Co-Founder, National POLST

The speaker has no significant financial conflicts of interest to disclose.

2



Learning Objectives

• Explain the differences between MOLST, the 
Non-hospital DNR form and facility forms

• Describe the 8-Step MOLST Protocol, a 
standardized process designed to improve 
quality and prevent medical errors

• Define the key elements of the MOLST form



Patients Have Right to Make EOL Decisions 
Value of MOLST/eMOLST vs. Nonhospital DNR Form vs. Facility Forms

State of New York 
Department of Health 

Nonhospital Order Not to Resuscitate 
(DNR Order) 

      
 
Person's Name:___________________________________ 

  

 
Date of Birth: _____/_____/_____ 

   

 
Do not resuscitate the person named above.    

   
Physician's Signature ____________________  

   
Print Name _________________________  

   
License Number ____________________  

  
 

Date _____/_____/_____  

It is the responsibility of the physician to determine, at least every 90 days, whether this 
order continues to be appropriate, and to indicate this by a note in the person's medical 
chart. 

 

The issuance of a new form is NOT required, and under the law this order should be 
considered valid unless it is known that it has been revoked. This order remains valid and 
must be followed, even if it has not been reviewed within the 90 day period. 

 

DOH-3474 (2/92)     

 

https://www.health.ny.gov/forms/doh-5003.pdf

https://www.health.ny.gov/forms/doh-5003.pdf


Completion of MOLST is Voluntary
Screen and Offer MOLST to All Appropriate Patients

1. Patients whose physician, NP or PA would not be surprised if they die in the 
next 1-2 years

2. Patients who live in a nursing home or receive long-term care services at 
home or in an adult care facility (e.g. assisted living)

3. Patients who want to avoid and/or receive any or all life-sustaining treatment 
today

4. Patients who have one or more advanced chronic conditions or a new 
diagnosis with a poor prognosis

5. Patients who have had two or more unplanned hospital admissions in the last 
12 months, coupled with increasing frailty, decreasing functionality, 
progressive weight loss or lack of social support



MOLST 
Requires 
Thoughtful 
Discussion 
or a Series of 
Discussions



Questions to Help a Patient 
Prepare for a MOLST Discussion

• What do you understand about your current health 
condition?

• What do you expect for the future?
• What makes life worth living?
• What is important to you?
• What matters most to you?
• How do you define quality of life?
• Would you trade quality of life for more time?
• Would you trade time for quality of life?



Patient Education: Websites & Videos

Practice Site Workflow and Accountability
Websites: MOLST.org and CompassionAndSupport.org
Patient & Family Education

Writing Your Final Chapter: Know Your Choices. Share Your Wishes - Original release 
2007; revised to comply with FHCDA - MOLST Video Revised 2015! (28:14) 
https://youtu.be/ClTAG19RX8w
Community Partners in Advance Care Planning
https://youtu.be/JKEMouEgGh8

Demonstrating Thoughtful MOLST Discussions
Hospital & Hospice Settings
Nursing Home Setting

CompassionAndSupportYouTubeChannel (ACP/MOLST video playlists)
http://www.youtube.com/user/CompassionAndSupport?feature=mhee

https://molst.org/
https://compassionandsupport.org/
https://youtu.be/ClTAG19RX8w
https://youtu.be/JKEMouEgGh8
https://www.youtube.com/watch?v=gKseJkuuFuk&list=PLCSvowXDKV5LfzLqQGqdQ-n3ocGn8LWZ2&index=3&t=3s
https://youtu.be/LYAT43hXxwg
http://www.youtube.com/user/CompassionAndSupport?feature=mhee


8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals 
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Assess 
Health Status:

Clinical Frailty 
Scale



Estimate and Communicate 
Prognosis

• Physicians markedly over-estimate prognosis
• Accurate information helps patient / family cope and plan
• Offer a range for average life expectancy

• days to weeks
• weeks to 3 months
• 3 – 6 months (PCIA, PCAA, Hospice*)
• 6 months to 1-2 years (MOLST**)
• > 1year (MOLST: e.g. persons of advanced age may 

have explicit wishes.)

* Would it surprise you if this person died in the next 6 months?

** Would it surprise you if this person died in the next 1-2years?



Who Makes the Decision?

• Patient

• Health Care Agent

• FHCDA Surrogate

• No FHCDA Surrogate

• SCPA 1750-b Surrogate



Capacity Determination: Who Makes Decision
DOH and OPWDD MOLST Checklists: Ethical legal 
requirements vary, based on Who Makes the Decision 
& Where It Is Made

Checklist #1 - Adult patients with medical decision-making capacity 
(any setting)
Checklist #2 - Adult patients without medical decision-making 
capacity who have a health care proxy (any setting)
Checklist #3 - Adult hospital or nursing home patients without 
medical decision-making capacity who do not have a health care 
proxy, and decision-maker is a Public Health Law Surrogate (surrogate 
selected from the surrogate list); includes hospice
Checklist #4 - Adult hospital or nursing home patients without 
medical decision-making capacity who do not have a health care 
proxy or a Public Health Law Surrogate (+/- hospice eligible) 
Checklist #5 - Adult patients without medical decision-making 
capacity who do not have a health care proxy, and the MOLST form is 
being completed in the community.
Checklist for Minor Patients - (any setting)
Checklist for Developmentally Disabled who lack capacity – (any 
setting)  must travel with the patient’s MOLST

http://www.nyhealth.gov/professionals/patients/patient_rights/molst/

http://www.nyhealth.gov/professionals/patients/patient_rights/molst/


8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals 
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Determine What the Patient & Family Know 
re: Health Status & Prognosis

Respond Respond with emotion and empathy.

Offer Offer the opportunity to continue. Patients may not ready to accept their 
condition and prognosis. If so, return to discussion at a future date.

Inform Inform the patient they are appropriate for a MOLST discussion based on 
MOLST screening questions.

Begin
Begin with an open-ended question. Be present. Actively listen.
What have you heard from other doctors about your condition? 



8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Patient Values, 
Beliefs, Goals 
for Care, 
Expectations

Identify patient’s personal values and beliefs

• What makes life worth living
• What matters most

Recognize patient’s personal goals for care

• Longevity
• Functional Preservation
• Comfort Care

Patient’s personal goals align with

Are goals realistic?
Does COVID-19 or other emergency change this?



8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals 
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Shared, Informed Medical Decision Making

Will treatment make a difference?

• Will treatment help or harm the patient?What are the burdens and benefits? 

• If so, what will life be like afterward?Is there hope of recovery?  

• What are the patient’s goals for care?What does the patient value?  



Conflict Resolution

• Manage conflict within the 
family, within the team 
and between the 
patient/family and team 
with skill and empathy

• Apply the approach to a 
crucial conversation to 
resolve conflict



8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals 
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Resuscitation Preferences
Cardiac Arrest

• Define CPR
• Success rate of CPR

• Advanced illness ≤ 2.0% 
• Moderate frailty-terminal illness: <2%

• Reality of COVID-19
• DNR: Do Not Attempt Resuscitation 

(Allow Natural Death)
• DNR and DNI are distinct medical orders
• DNR does NOT mean Do Not Treat



Respiratory Support
Cardiac or Pulmonary Insufficiency

• Survival rates depend on:
• Factors present at start of ventilator support
• Development of complications 
• Patient management in ICU
• Patients with advanced illness/frailty: high risk

• 2012 Study 1019 patients: Six-month mortality rates*
• 51% in very old patients
• 67% for DNI patients
• 77% in case of NIV failure and endotracheal intubation

• Trial period
• determine if there is benefit based on the patient’s 

current goals for care

*Schortgen, F., Follin, A., Piccari, L., Roche-Campo, F., Carteaux, G., Taillandier-Heriche, E., . . . Brochard, L. (2012). 
Results of Noninvasive Ventilation in Very Old Patients. Annals of Intensive Care, 2(5). doi:10.1186/2110-5820-2-5



Defining a 
Trial Period

• A trial of life-sustaining treatment may be ordered 
if the physician or NP or PA agrees it is medically 
appropriate. 

• A trial is used to determine if there is benefit to 
the patient. A trial is based on the patient’s 
current goals for care. 

• If a life-sustaining treatment is started but turns 
out not to be helpful and does not meet the 
patient’s goals for care, treatment can be stopped. 

• Additional procedures may be needed for patients 
with developmental disabilities (see page 4).



Hospitalization/Transfer Preferences

• A patient who does not wish to go back to 
the hospital needs 

• Palliative care plan
• 24/7 plan for assessment if an emergency arises
• 24/7 plan for management of pain and symptoms
• Provision of basic care needs in the current setting
• Caregiver education, support and respite

• Assessment is required if an acute issue 
arises, and the patient does not wish to be 
hospitalized 



Treatment Guidelines
No matter what is chosen, ALL patients receive comfort measures.

• Comfort measures only

• Limited medical interventions

• No limitations on medical interventions



Artificially Administered Fluids & Nutrition
Food and fluids are always offered as tolerated

Feeding Tubes 
• No feeding tube
• A trail of feeding tube
• Long-term feeding tube, if needed

IV Fluids
• No IV fluids
• A trial of IV fluids



Long Term Feeding Tube Guidelines

https://molst.org/how-to-complete-a-molst/molst-form/feeding-tubes/


Antibiotics

• Do not use antibiotics
• Determine use or limitations of 

antibiotics when infection occurs
• Use Antibiotics to treat infections



Other Medical 
Orders and 

Instructions

Examples
• Dialysis
• Implantable Defibrillators
• Transfusions

Goals for a Trial
• Live longer
• Preserve Functional Status
• Comfort



Care Plan

• Palliation
• Pain and symptom 

management
• Who Will Assess in 

an Emergency
• Supportive care

• Patient
• Family
• Staff



8-Step MOLST Protocol

1. Prepare for discussion
• Understand patient’s health status, prognosis & ability to consent
• Retrieve completed Advance Directives
• Determine decision-maker & PHL legal requirements

2. Determine what the patient/family know
3. Explore goals, hopes and expectations
4. Suggest realistic goals 
5. Respond empathetically
6. Use MOLST to guide choices & finalize patient wishes

• Shared, informed medical decision-making and conflict resolution
7. Complete and sign MOLST

• Follow PHL and document conversation
8. Review and revise periodically

Developed for NYS MOLST, Bomba, 2005; revised 2011



Review and Renew MOLST

• The physician or NP or PA must review, sign & date the MOLST at least every 
90 days, (and in accordance with policies & procedures)

• The physician or NP or PA must also review, sign & date the MOLST form if any 
of these apply:

• If the patient moves from one location to another to receive care
• If the patient has a major change in health status (for better or worse)
• If the patient or decision-maker (Health Care Agent, FHCDA or §1750-b Surrogate, Parent 

or Guardian) changes their mind about a treatment decision they made



NYSDOH Releasing a Revised MOLST Form in 2022

• Revision
• follows the multi-year NYSDOH RFI process
• opportunities for improvement & clarification from relevant stakeholders, including patients & families

• Clinical edits
• gathered from its heavy use during COVID-19
• Feedback from physicians, NPs, PAs, EMS, and other clinicians who use MOLST/eMOLST every day 

• At a high level, the RFI process revealed 
• many clinicians experience the current MOLST as complex and wordy
• emergent orders could be captured more simply
• clarification needed in the respiratory support section
• patients want to have a clearer “do not hospitalize” option

• Exact launch date is uncertain
• NYSDOH working collaboratively with the MOLST Statewide Implementation Team and eMOLST to ensure 

a careful transition takes place 
• Communication and education to be available to clinicians, administrative leaders, patients, & families

• For updates as they become available, please visit the NYSDOH MOLST web page & MOLST.org

https://www.health.ny.gov/professionals/patients/patient_rights/molst/
https://molst.org/


Key Points

MOLST requires thoughtful discussion that ensures well 
informed shared decision-making.

Physicians, NPs (as of 2018 for FHCDA & 2019 for HCP law) 
and PAs (as of 6/17/2020) have authority and are 
accountable for accurate completion of MOLST . 

Only a physician, not an NP or PA, has authority, is 
accountable and can sign the MOLST for Persons with DD/ID 
who lack capacity after completing the OPWDD Checklist.

MOLST is NOT completed by checking off boxes on a form.

MOLST needs to be reviewed and reviewed as MOLST is a set 
of medical orders.



Resources



Subscribe to NY MOLST Update on MOLST.org

https://molst.org/


Videos

Demonstrating Thoughtful MOLST Discussions
Hospital & Hospice Settings
Nursing Home Setting

Patient & Family Education
Writing Your Final Chapter: Know Your Choices. Share Your Wishes - Original release 
2007; revised to comply with FHCDA - MOLST Video Revised 2015! (28:14) 
https://youtu.be/ClTAG19RX8w

CompassionAndSupportYouTubeChannel (ACP/MOLST video playlists)
http://www.youtube.com/user/CompassionAndSupport?feature=mhee

New CPT Codes for ACP & MOLST Discussions (02/02/16 Webinar Recording)
https://youtu.be/VCV26ZyGgwY

https://www.youtube.com/watch?v=gKseJkuuFuk&list=PLCSvowXDKV5LfzLqQGqdQ-n3ocGn8LWZ2&index=3&t=3s
https://youtu.be/LYAT43hXxwg
https://youtu.be/ClTAG19RX8w
http://www.youtube.com/user/CompassionAndSupport?feature=mhee
https://youtu.be/VCV26ZyGgwY


Web Resources

• Thoughtful MOLST Discussions: 8-Step MOLST Protocol
• MOLST Form and individual web pages

• Resuscitation Preferences
• Respiratory Support
• Future Hospitalization/Transfer
• Feeding Tubes
• Antibiotics
• Dialysis
• Other Instructions
• Review and Renew

https://molst.org/how-to-complete-a-molst/thoughtful-molst-discussion/
https://molst.org/how-to-complete-a-molst/molst-form/
https://molst.org/how-to-complete-a-molst/molst-form/resuscitation-preferences/
https://molst.org/how-to-complete-a-molst/molst-form/intubation-mechanical-ventilation/
https://molst.org/how-to-complete-a-molst/molst-form/future-hospitalization-transfer/
https://molst.org/how-to-complete-a-molst/molst-form/feeding-tubes/
https://molst.org/how-to-complete-a-molst/molst-form/antibiotics/
https://molst.org/how-to-complete-a-molst/molst-form/dialysis/
https://molst.org/how-to-complete-a-molst/molst-form/other-instructions/
https://molst.org/how-to-complete-a-molst/molst-form/review-renew/
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