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WELCOME

Please type the name(s) of everyone at your facility in 
the attendance in the chat.
• This helps us know and track your facilities attendance for payment 

All Names 
in Chat

Please remember to mute your audio when you’re not speaking.Mute

As part of participation in this ECHO session, we ask that you have your 
cameras turned on in order to build a more engaging community of 
practice. 

Cameras
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ECHO COVID 
ACTION NETWORK 

Session 10 
ADVANCE CARE PLANNING AND 
COVID-19 IN NURSING HOMES
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Poll
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Learning Objectives

u Describe end-of-life care in face of COVID-19
u Discuss special circumstances related to advance 

care planning
u Identify tools for advance care planning
u Know how to determine decisional making capacity
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Side bar:  how long does previous 
COVID infection protect you from 
re – infection ?  
u Study of 20,000 health care workers, 84 % women
u Average time between 1st and 2nd infection was 160 days
u Note: only 34% of 2nd infections were symptomatic
u Conclude:  86% protection from re-infection for up to 6 months. 

BMJ 2021:  372:n124
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Preparation for Advance Care 
Planning

u Recognize that advance care planning can be 
uncomfortable and stressful for the nursing home 
resident, family and health care professionals

u Often, residents and families either over-estimate 
remaining life expectancy or they are unaware of 
how long a NH resident is likely to live.  
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COVID and ADVANCE CARE 
PLANNING

u COVID-19 complications can be sudden or progressive 
u Of those who die, 33% have a sudden course
u Need to pro-actively assess remaining life expectancy 

(e.g., use University of California at San Francisco 
www.eprognosis.org)

u Up to 20 % mortality of 80 + year olds with COVID-19 
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Importance of aligning treatment 
options with patient preferences

u Preferences often change
uHopkins study found 90% of conscious older 

adults in the emergency room changed their 
advance care directives

u Know when comfort care is the only realistic 
option  
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http://www.eprognosis.org/
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A framework for thinking about 
Care Goals
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Odds of surviving CPR 
decrease with age

AGE SURVIVAL AFTER CPR IN 
HOSPITALS

70 – 79 years old 19 percent

80 – 89 years old 15 percent

90 + years old 12 percent

bit.ly/1fUyOhD Age and Ageing
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http://bit.ly/1fUyOhD
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Odds of surviving critical care with 
COVID infections

Age Discharged 
alive (%)

Deceased (%)

16 – 49 76.4 23.6
50 – 69 54.2 45.8
70 + 32.9 68.1
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Medical orders 
reflect CPR 
preferences 

u Full Code = 
attempt 
resuscitation

u DNR = do not 
resuscitate
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CPR in nursing homes has 3% survival
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Cardiopulmonary Resuscitation and Goals of Care
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What about Do Not Hospitalize requests ? 
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Hospitalization & Goals of Care
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If the goal is comfort care, then 
hospitalization should be avoided

u Treat resident in a COVID unit at the facility, including 
monoclonal antibody cocktail intravenously

u Share treatment plan with resident and family

17

If the goal of 
hospitalization is to 
prolong life then 
know

1. the chances of 
accomplishing this 
goal and 

2.how many months 
or years of active 
life expectancy are 
to be gained. 
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Documentation

u Easy access of staff to resident’s goals of care and 
treatment preferences

u It may seem obvious, but if transferring out of facility, 
the Advance Care Planning documents need to 
accompany the resident 
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Important

u Include name and phone number of resident’s proxy 
or health care representative
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Advance Care Planning Documentation Tools

There are two kinds of advance care planning documentation tools:
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What Matters

u Establish clear 
priorities 

u Reduce care burden
u Better integrate care

Health Care Preferences
(What patients can do)

Health Outcome Goals
(What patient wants)
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POLST

1.Maintain a registry of 
residents with and without 
POLST

2.PIP suggestion:  train staff 
in ACP conversations and 
determine if change in 
POLST or Percent of 
documented POLST 
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What can we say to residents and families?

“You know this virus is going around. Have you thought about what it 
means for you?”

“What goal of care is most important to you now?”

“Not many older people who are sick enough to need a ventilator to 
breathe will survive. If you get a bad case, would you want to go to the 
hospital and potentially be treated in an ICU on a ventilator?”

“We will do our best to honor your preferences.”
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Does the resident have decisional 
capacity ? 
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High rates of capacity impairment 
found in long term care

u 44 – 69 % of residents
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What influences medical treatment 
decisions ?
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Decision Making Abilities

Understanding Appreciation

Reasoning Communicating 
a Choice
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Summary

30
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SUMMARY

u Advance Care Planning is an on – going process
u Training staff in ACP can facilitate 100 % compliance
u Define WHAT MATTERS to the resident
u Educate resident and family about remaining life 

expectancy
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Summary

u Use observation and tools to determine Decisional 
Capacity 

u Define health care goals in terms of life prolonging, 
maintenance of function or comfort care

u Create PIPs around What Matters to achieve 
Resident – Centered Care
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RESOURCES
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Tools for Decisional Capacity 

u Assessment of Capacity to Consent to Treatment ( ACCT )
u MacArthur Competence Assessment Tool (MAC CAT)

u These tests are lengthy and best left to social worker or 
psychologist.  
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Resources
u https://www.geripal.org/p/covid.html
u Respecting Choices COVID-19 Resources 
u National POLST: Long-Term Care Facility Guidance for POLST 

and COVID-19•
u “What Matters” to Older Adults?: A Toolkit for Health Systems to 

Design Better Care with Older Adults•
u The Conversation Project and "Conversation Ready"•
u Go to the Hospital or Stay Here? A Nursing Home Guide: 

http://decisionguide.org
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https://www.geripal.org/p/covid.html

