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Agenda

• Advanced Care Planning for Chronically Ill Patients with Multiple Chronic Conditions- Presented by 
Dr. Thomas Cornwell

• End of Life Care Data Analysis- Presented by Adam Matsil

• Advanced Illness and Frailty Coding- Presented by Kiersten Kinchen

• Q & A

© 2025 VillageMD. All rights reserved.
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Thomas Cornwell, MD

Advance Care Planning for 
Chronically Ill Patients

© 2025 VillageMD. All rights reserved.
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Objectives

• Review Palliative Care

• Describe the Why, When, What and How of Advance Care Planning

Why? “Numerous studies have raised concerns about the quality of end-of-life (EOL) care provided 

to older adults in the US, with little change across 30 years of research.” Medicare spending on 
patients in their last year of life accounts for 25% of program expenditures, with median spending 

in the last 6 months alone exceeding $25,000 in many parts of the country. Medicare-Covered 
Services Near the End of Life in Medicare Advantage vs Traditional Medicare | Health Policy | 
JAMA Health Forum | JAMA Network 07/24

© 2025 VillageMD. All rights reserved.

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
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Demystifying Palliative Care

• PALLIATIVE CARE1,2 (AKA Serious Illness Care, Advanced Illness Management, Supportive Care)

• Team-Based care for people with Serious Illness based on needs

not prognosis—often not terminal

• Focuses on Goals of Care conversations and Symptom Relief to 

improve the physical, social, emotional, and spiritual Quality of Life

for both patient and family

• Offered simultaneously with all appropriate medical treatments 

• CHF and COPD are not cured, they are palliated.

1 Center to Advance Palliative Care (CAPC): https://getpalliativecare.org/whatis/
2 National Hospice and Palliative Care Organization (NHPCO): https://www.nhpco.org/palliativecare/explanation-of-palliative-care/

• HOSPICE CARE

• An insurance benefit

• Palliative care for people with ≤ 6-month life expectancy

• Interdisciplinary team covered by Medicare/insurance

• Hospice patients should often continue to be seen for continuity, to 

manage chronic problems, prevent acute care utilization, & capture HCCs. 

Hospice:
System of 

Care Based 
on Prognosis

Palliative Care:
Clinical Care

Based on Need

https://getpalliativecare.org/whatis/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
https://www.nhpco.org/palliativecare/explanation-of-palliative-care/
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• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life 
goals, and preferences regarding future medical care.

• Advance Directives (AD): Legal (e.g., Health Care Power of Attorney/ 

Agent/Proxy) and Medical (e.g., DNR, POLST, MOST) documents to ensure 
wishes are carried out

• State Surrogate Decision Maker (SDM): State designated decision maker 
for an incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild, etc.)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes 

life-sustaining treatment

Advance Care Planning

© 2025 VillageMD. All rights reserved.
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1 https://www.kff.org/report-section/views-and-experiences-with-end-of-life-medical-care-in-the-us-findings/

• 87% patients/families wanted the biggest say

• 70% prefer to die at home, only 31% do

• 27% with documented end-of-life (EOL) wishes, 
#1 reason = 49% “not gotten around to it.” 
Need to help patients “get around to it.”

• Consistent conversations normalize ACP

• “Hope for the best, plan for the rest.” 
Planning prevents or lessens crises. 

• 100% of patients will benefit

• ↓ family burden and ↑ family satisfaction

• ↑ patient satisfaction

Why Advance Care Planning? Our patients want it!

Views and Experiences with End-of-Life Medical Care in the U.S.1

© 2025 VillageMD. All rights reserved.



EARLY, LONGITUDINAL, EVOLVE

Continuous Care Model

Dx Death

When Advance Care Planning, Goals of Care Conversations, 
Palliative Care? 

© 2025 VillageMD. All rights reserved.
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1 Yadav N, et al. Approximately One in Three US Adults Completes Any Type of

Advance Directive for End-of-Life Care. Health Affairs July 2017; 36(7)

• Advance Care Planning is longitudinal, evolving process

• Decade Birthday

• Diagnosis

• Deterioration (Discharge)

• Divorce

• Death of loved one

• Annual Wellness Visits, Annual Physicals

• AD Prevalence1

• 33% Healthy adults 

• 38% with serious disease

When Advance Care Planning?

5 D’s

© 2025 VillageMD. All rights reserved.
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• Advance Directives (AD) Options

• State forms—often legalese, can be difficult to understand; free

• 5 Wishes: Legal in 46 states—not in KS, NH, OH, TX; includes POAHC / 

Agent / Proxy and Living Will; $5 each or $1 if purchase ≥ 25.

1. The Person I Want to Make Care Decisions for Me When I Can’t

2. The Kind of Medical Treatment I Want or Don’t Want

3. How Comfortable I Want to Be

4. How I want People to Treat Me

5. What I Want My Loved Ones to Know

• PREPARE for your care: Legal in 50 states—slight variance in forms to meet state requirements; includes 

POAHC/Proxy, Living Will, Organ Donation; free

• DNR (DNR, POLST, POST, MOLST, MOST)

• Required by paramedics to avert out-of-hospital CPR

• Provider signature required in most states 

• Some states only physicians can sign (e.g., GA)

Advance Care Planning WHAT?

© 2025 VillageMD. All rights reserved.
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VillageMD’s more Efficient, 
Effective, & Impactful ACP Program

PREPARE for your care

© 2025 VillageMD. All rights reserved.
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• PREPARE for Your Care: web-based advance directives legal in all 50 states 

• Patient-facing website with informational & instructional videos on the 

5-Step process + Advance Directives 5th grade level, English & Spanish

• Evidence-based (UCSF) (no provider involvement required) and the only 

National Council on Aging endorsed

• ↑ practice AD completion 8.5% → 43%1,2

• 50% ↑ clinician responsiveness and documentation1,2

• MyChart patient portal message ↑ AD completion 2019 18% → 2021 54% 
(86% in serious illness patients)2

has Partnered with 

Increasing patient impact AND simplifying Advance Care Planning for Physicians + APPS

1 Sudore et al. JAMA IM 2017; Sudore et al. JAMA IM 2018; 
2 Walling, Sudore, et al. J Palliat Med. 2019. © 2025 VillageMD. All rights reserved.
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• Out of hospital DNR forms are medical orders for paramedics or other health care personnel to not 

provide resuscitative care (e.g., CPR) at the end of life. Some DNR documents (e.g., POLST, MOST, etc.) 
instruct acute care settings on desired care and unwanted care (e.g., ventilators, tube feeding).

• DNR forms are legislated by states with different names and requirements:

• Florida: DNR. Signed by MD/DO, PA, or NP “registered for autonomous practice. No witness. Yellow paper. 

• Georgia: POLST: Signed by MD/DO. 2 physician signatures if signed by surrogate decision maker and not HCPOA. No witness. 

POLST executed in another state is valid if ”substantially similar.”

• Michigan: Signed by MD/DO, NP, PA. Requires reaffirmed or redone yearly. Pink 65-stock or white card stock with pink border.

• Nevada: Signed by MD/DO, NP, or PA. 

• New Hampshire: DNR & POLST. Signed by MD/DO, NP, or PA. DNR pink paper. POLST yellow paper. Need to order. 

DNR Advance Directives
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Documenting ACP in Problem List (PL)
• Village Medical uses the problem list to store and communicate ACP information. 

• Placing “Advance Care Planning” in Reason for Visit to generate template in 
the A/P (see below & in Appendix) & fill in ACP information

• “Arrow” over ACP information to problem list

• Update ACP information as it evolves 

• Summarize information in the “Note” box include POA names, code status, wishes 

regarding ventilation, tube feeding, hospital, place of death, funeral wishes, etc. 

Minnie Mouse, Adult Child

Mickey Mouse, Adult child
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• ACP services include explanation and discussion of advance directives with or without completing forms.  

Examples of forms include:

• Power of Attorney for Health Care (POAHC)/PREPARE for Your Care/State Forms/5 Wishes

• Do Not Attempt Resuscitate (DNR); Physician/Medical Orders for Life-Sustaining Treatment (P/MOLST)

• 99497 – Advance care planning; first 30 min (minimum 16 minutes): wRVU = 1.50 ($87)

• 99498 – Advance care planning; each add’l 30 minutes (min 46 minutes): wRVU = 1.40 (use with 99497) 

• Must be face-to-face with the patient, family members or surrogate

• May be furnished by an Advance Practice Provider (APP)

• Social worker/RN time can be included with a provider order and the provider present in the office. Best 

practice is for the provider to sign the social worker/RN ACP note

• May be billed in conjunction with AWV (no copay), E/M, TCM, CCM

• Provider must obtain and document verbal patient consent for ACP discussion to include possible copay

• ACP discussion and time spent must be documented

• No limit on how often ACP can be done as long as there is medical necessity 

Billing Advance Care Planning

© 2025 VillageMD. All rights reserved.
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• Advance Care Planning Modules (4): https://360.articulate.com/review/content/61913866-1804-4601-

8131-c839e700df68/review

1. The Why and When of Advance Care Planning

2. The How of Advance Care Planning

3. Palliative Care and Hospice 

4. Goals of Care and Serious Illness Conversations.  

• PREPARE for your care: PREPARE

• PREPARE brochures in waiting rooms and exam rooms for providers/MAs to discuss and encourage completion.

• PatientPoint and or signage for free HCPOA 

• Five Wishes: Home · Five Wishes

• FL, GA, MI, NV, and NH PREPARE advance directives, state DNR forms, and a sample 5 Wishes were 

sent to Rashida Morgan rmorgan@villagemd.com

Resources for Advance Care Planning

© 2025 VillageMD. All rights reserved.

https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2F360.articulate.com%2Freview%2Fcontent%2F61913866-1804-4601-8131-c839e700df68%2Freview&data=05%7C01%7Ctcornwell%40villagemd.com%7Cdfd6f6fdfb1c45b3982d08db48b46391%7C0c3932e9318a4685ae557cf8039f57ea%7C1%7C0%7C638183711853795694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=LdPuRSjiGi2lcEldoehO4GcnyZaKD5VCtoRrTSyZoeA%3D&reserved=0
https://prepareforyourcare.org/en/prepare/welcome
https://www.fivewishes.org/
https://www.fivewishes.org/
mailto:rmorgan@villagemd.com
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End-of-Life Care Opportunity

Presented by Adam Matsil

© 2025 VillageMD. All rights reserved.
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1. “Numerous studies have raised concerns about the quality of end-of-life (EOL) care provided to 

older adults in the US, with little change across 30 years of research.” Medicare spending on 

patients in their last year of life accounts for 25% of program expenditures, with median 

spending in the last 6 months alone exceeding $25,000 in many parts of the country. Medicare-

Covered Services Near the End of Life in Medicare Advantage vs Traditional Medicare | Health 

Policy | JAMA Health Forum | JAMA Network Nicolas 07/24

2. Hospice decreases cost at end of life: $2,813 last 3 days; $6,806 last week; $8,785 last 2 

weeks; $11,747 last month; $10,908 last 3 months. Family out of pocket expenditures were 

lower for hospice enrollees: $71 last 3 days; $216 last week; $265 last 2 weeks; $670 last 

month. Association Between Hospice Enrollment and Total Health Care Costs for Insurers and 

Families, 2002-2018 | Health Policy | JAMA Health Forum | JAMA Network Aldridge 02/2022

Why Advance Care Planning? Data supports its effectiveness.

© 2025 VillageMD. All rights reserved.

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2821204
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788935
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788935
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788935
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2788935
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All information in this deck is confidential – property of VillageMD

Strong advance care planning can have huge impact on 
end-of-life care utilization and cost

© 2025 VillageMD. All rights reserved.
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Commentary

1. As an enterprise, compared to a 2015 study of Medicare FFS beneficiaries:

1. Performed slightly better at % admitted last 90 days of life (58% actual vs 65% average) and % passing away on hospice (54% actual vs 

50% average).

2. Performed slightly worse than benchmark for % ICU admissions last 30 days of life (33% vs 29% average).

2. Overall, 36% of patients had a documented ACP conversation prior to death (ACP billed or ACP on problem list) and 14% had som e sort of 
ACP document uploaded into Athena.

1. Houston was most successful in this area, where 65% of patients who passed away had evidence of an ACP conversation occurring.

All information in this deck is confidential – property of VillageMD

VMD performed slightly better than benchmark of 65%  for % admitted last 90D and on hospice at time of death 

Market
# 

Deceased

% Acute Admit Last 

90D

FFS Avg = 65%

% ICU Admit Last 

30D
FFS Avg = 29%

% On Hospice (REACH 

Only)
FFS Avg = 50%

% ACP 

Conversation

% ACP 

Document 
Uploaded

All Markets 4,680 58% 33% 54% 36% 14%

Houston 1,576 63% 34% 53% 65% 14%

Phoenix 1,130 55% 36% 56% 32% 14%

Atlanta 670 58% 31% 63% 21% 11%

Detroit 303 46% 25% 45% 9% 9%

Kentucky 225 60% 26% 48% 35% 24%

New 

Hampshire
238 60% 27% 54% 10% 9%

Texas Growth 286 62% 39% 56% 4% 6%

© 2025 VillageMD. All rights reserved.
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Notes and Commentary

1. All currently live Medicare VBC patients.

2. ACP conversation: ACP CPT code has been billed or ACP is on the problem list (limited to practices using Athena).

3. ACP document: either DNR or POA uploaded into Athena.

4. Across all Medicare VBC patients, 28% have had an ACP conversation and 6% have an ACP-related document uploaded into Athena.

5. VMH is setting the bar high: among all enrolled patients, 90% have had an ACP conversation and 49% have an ACP-related documented uploaded into Athena.

All information in this deck is confidential – property of VillageMD

Among all Medicare VBC patients across VMD, 28% have had some sort of ACP conversation and 
6% have an ACP-related document uploaded

All Medicare VBC Tier 4 VMH Enrolled CM Enrolled

Market # Patients
% ACP 
Convo

% ACP 
Document

# Patients
% ACP 
Convo

% ACP 
Document

# Patients
% ACP 
Convo

% ACP 
Document

# Patients
% ACP 
Convo

% ACP 
Document

All Markets 174,181 28% 6% 11,141 44% 17% 2,728 90% 49% 12,060 41% 8%

Houston 58,682 55% 6% 4,243 70% 16% 1,327 92% 39% 5,041 67% 9%

Phoenix 39,555 22% 5% 2,143 42% 18% 600 95% 60% 3,131 29% 7%

Atlanta 21,327 22% 5% 1,400 39% 16% 275 88% 43% 1,162 33% 9%

Detroit 11,036 6% 5% 665 12% 13% 90 64% 43% 1,323 7% 5%

Kentucky 4,996 29% 14% 324 43% 31% 171 91% 61% 345 36% 17%

New Hampshire 11,957 4% 1% 776 12% 7% 105 55% 50% 722 5% 1%

Texas Growth 14,439 4% 3% 900 5% 6% N/A 105 7% 5%

Denver 12,189 4% 13% 690 24% 42% 160 85% 95% 231 9% 29%

© 2025 VillageMD. All rights reserved.
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Notes and Commentary

1. Looking at cost and utilization for attributed patients who passed away between 4/2024 – 3/2025 for payors with validated claims data.

1. Includes MA patients who were attributed at time of death (excludes hospice).

2. Across all markets, utilization last 30D of life accounts for 4% of all medical spend ($74M) and 8% of all admits (N=2,849).

3. As an enterprise, utilization last 90D of life accounts for 7% of all medical spend ($145M) and 11% of all admits (N=4,087).

4. Readmits account for ~20-25% of all acute admissions in the last 30D of life.

5. Houston, New Hampshire, and the Texas Growth markets had the lowest cost & utilization at end-of-life compared against the other VMD markets.

6. Kentucky was at the higher end of cost/utilization at EOL across VMD markets.

For ~170k VBC lives - last 90D of life for 4.6k deceased patients accounts for ~7% of MedEx and ~8% of admits
4K admits in last 90D of life drive ~$61M in MedEx. Decreasing EOL admits by 20% could lead to $12M of savings

Market # Deceased
Market Total MedEx 

($M)
MedEx Last 30D of Life 

($M)
MedEx Last 90D of Life 

($M)
Market Total IP Acute 

Admits
IP Acute Admits Last 30D 

of Life
IP Acute Admits Last 90D 

of Life

All Markets 4680 $2,038 $74 (4%) $145 (7%) 36,094
2,849 (8%)

Readmits = 650 (23%)
4,087 (11%)

Readmits = 1,129 (28%)

Houston 1576 $784 $29 (4%) $58 (7%) 14,668
1,045 (7%)

Readmits = 267 (26%)
1,579 (11%)

Readmits = 500 (32%)

Phoenix 1130 $427 $16 (4%) $29 (7%) 6,981
622 (9%)

Readmits = 127 (20%)
894 (13%)

Readmits = 208 (23%)

Atlanta 670 $275 $10 (4%) $21 (8%) 5,035
385 (8%)

Readmits = 94 (24%)
572 (11%)

Readmits = 161 (28%)

Detroit 303 $115 $5 (4%) $10 (8%) 1,886
180 (10%)

Readmits = 40 (22%)
218 (12%)

Readmits = 67 (31%)

Kentucky 225 $57 $3 (6%) $6 (10%) 1,019
159 (16%)

Readmits = 27 (17%)
194 (19%)

Readmits = 39 (20%)
New 

Hampshire
238 $121 $4 (3%) $7 (6%) 2,173

146 (7%)
Readmits = 28 (19%)

200 (9%)
Readmits = 45 (23%)

Texas Growth 286 $157 $5 (3%) $8 (5%) 3,000 186 (6%)
Readmits = 42 (23%)

266 (9%)
Readmits = 70 (26%)

Denver 252 $103 $3 (3%) $6 (6%) 1,332
126 (10%)

Readmits = 25 (20%)
164 (12%)

Readmits = 39 (24%)

© 2025 VillageMD. All rights reserved.
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VM Provider Survey 
on ACP

28 All information in this deck is confidential – property of VillageMD

© 2025 VillageMD. All rights reserved.
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29Provider Survey: >15% response rate in 2 days
Initial results from survey shows providers find ACP important but are looking for tools and 
care team support to ensure it’s completed for their patients.  Misconceptions about 
barriers

© 2025 VillageMD. All rights reserved.
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30Free text responses to provider ACP survey
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All information in this deck is confidential – property of VillageMD

Free text responses to provider ACP survey
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All information in this deck is confidential – property of VillageMD

Free text responses to provider ACP survey

© 2025 VillageMD. All rights 
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Advanced Illness 
& Frailty
• Advanced Illness & Frailty Exclusions

• HEDIS measures that allow exclusions

• Dementia medications that excludes patients

• Common Advanced Illness & Frailty codes

• Frailty Order Set and Macro

Presented by Kiersten Kinchen

© 2025 VillageMD. All rights reserved.
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Advanced Illness & Frailty Exclusions

Quality measures may not benefit older adults with limited life expectancy and advanced illness.

Additionally, unnecessary tests or treatments could burden these patients or even be harmful.  For that reason, the National Committee 
for Quality Assurance (NCQA) has allowed additional exclusions to the Healthcare Effectiveness Data Information Set (HEDIS) measures, 
for patients with advanced illness & frailty.

© 2025 VillageMD. All rights reserved.
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What HEDIS measures allow Advanced Illness & Frailty 
exclusions?

© 2025 VillageMD. All rights reserved.
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Which Dementia Medications will exclude patients?

Description Prescription

Cholinesterase inhibitors
Donepezil

Galantamine
Rivastigmine

Miscellaneous central nervous system agents Memantine

Dementia combinations Donepezil-memantine

© 2025 VillageMD. All rights reserved.
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Common ICD-10 Codes

© 2025 VillageMD. All rights reserved.
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APPENDIX
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Measuring Success: Village Medical Process Measures

Village Medical at Home Georgia

Village Medical Georgia 

Village Medical at Home Michigan 

Village Medical Michigan

© 2025 VillageMD. All rights reserved.
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• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life goals, 
and preferences regarding future medical care.

• Advance Directives (AD): Legal/Medical documents (e.g., HCPOA / Agent / 

Proxy and DNR) to ensure wishes are carried out if unable to communicate

• State Surrogate Decision Maker (SDM): State designated decision maker for 

an incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes life-

sustaining treatment

• Floridahttp://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statu

te&URL=0700-0799/0765/Sections/0765.401.html

• Appointed guardian; spouse; adult child (majority available); parent; sibling (majority); 

adult relative who has exhibited special care and concern; a close friend; LCSW proxy 

designated by Ethics Committee pursuant to chapter 491

• Restrictions: If sign POLST 2 doctors to sign. HCPOA only need 1.

Advance Care Planning

© 2025 VillageMD. All rights reserved.

http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0700-0799/0765/Sections/0765.401.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0700-0799/0765/Sections/0765.401.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0700-0799/0765/Sections/0765.401.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&URL=0700-0799/0765/Sections/0765.401.html
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• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life goals, 
and preferences regarding future medical care.

• Advance Directives (AD): Legal (e.g., Health Care Power of Attorney/Proxy) and 
Medical (e.g., DNR, POLST, MOST) documents to ensure wishes are carried out

• State Surrogate Decision Maker (SDM): State designated decision maker for an 
incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild, etc.)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes life-sustaining 

treatment

• Georgia Surrogate Decision Maker (Authorized Person)

• Order: Spouse; Guardian; Adult Child; Parent; Adult; Sibling; Grandparent; Grandchild; 

Adult Niece, Nephew, Aunt, Uncle of first degree; Adult Friend

• Restrictions: If surrogate signs vs. HCPOA then need 2 doctors to sign POLST. 

HCPOA only need 1.

Advance Care Planning

© 2025 VillageMD. All rights reserved.
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• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life goals, 
and preferences regarding future medical care.

• Advance Directives (AD): Legal (e.g., Health Care Power of Attorney/Proxy) and 
Medical (e.g., DNR, POLST, MOST) documents to ensure wishes are carried out

• State Surrogate Decision Maker (SDM): State designated decision maker for an 
incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild, etc.)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes life-sustaining 

treatment

• Michigan Surrogate Decision Maker 

• Legally appoint guardian, spouse, adult child, parent, adult sibling. If no family “an adult 

who has exhibited special care and concern for the patient, who is familiar with the patient’s 

personal values, and is willing and able to make healthcare decisions.”

Advance Care Planning

© 2025 VillageMD. All rights reserved.
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Advance Care Planning

• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life goals, 

and preferences regarding future medical care.

• Advance Directives (AD): Legal/Medical documents (e.g., HCPOA/Agent/Proxy 

and DNR) to ensure wishes are carried out if unable to communicate

• State Surrogate Decision Maker (SDM): State designated decision maker for 

an incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes life-

sustaining treatment

• Nevada NRS: CHAPTER 449A - CARE AND RIGHTS OF PATIENTS

(search “surrogate” or “POLST”)

• Order: Spouse or domestic partner, adult children, parents, adult siblings, 

other relatives by blood or adoption (excluding in-laws); an adult who has 

exhibited special care or concern for the patient.

• Restrictions: ECT or involuntary commitment for mental illness.

https://www.leg.state.nv.us/nrs/nrs-449a.html
https://www.leg.state.nv.us/nrs/nrs-449a.html
https://www.leg.state.nv.us/nrs/nrs-449a.html
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• Advance Care Planning (ACP): a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life goals, 
and preferences regarding future medical care.

• Advance Directives (AD): Legal (e.g., Health Care Power of Attorney/Proxy) and 
Medical (e.g., DNR, POLST, MOST) documents to ensure wishes are carried out

• State Surrogate Decision Maker (SDM): State designated decision maker for an 
incapacitated patient

• Who

• Hierarchy (e.g., spouse, adult child, parents, sibling, grandchild, etc.)

• Consensus: “interested persons” determine decision maker

• Restrictions: often behavioral health (psych admission, ECT); sometimes life-sustaining 

treatment

• New Hampshire https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm

• Order: patient’s spouse, or civil union partner or common law spouse ; adult child; parent; adult 

sibling; adult grandchild; grandparent; adult aunt/niece/nephew; friend

• Restrictions: voluntary admission to state institution; psychosurgery or ECT; sterilization; 

withholding life-sustaining treatment if pregnant;

• Can consent to clinical trials in certain circumstances.

Advance Care Planning

© 2025 VillageMD. All rights reserved.

https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
https://www.gencourt.state.nh.us/rsa/html/X/137-J/137-J-mrg.htm
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FLORIDA DO NOT

RESUSCITATE ORDER

• Must be printed on some shade of yellow paper

• No witness required

• Should be easily accessible such as on the 
refrigerator or at the head or foot of bed

• Below is “Patient Identification Device.” It can 
be laminated and worn around one’s neck or 

attached to a key chain (per floridahealth.gov). 
Equally valid. Not required. 
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2015 Senate Bill 109

• POLST is the DNR Order

• Physician Signature

• A copy is valid; 2nd page has 

instructions

• POLST executed in another state is 

valid if “substantially similar” to 
Georgia POLST

• Concurrent Physician signature 

required if not signed by patient or 
HCPOA / Agent (i.e., if Surrogate 

decision maker signs, then two 
physicians need to sign).

Georgia Physician Orders for Life Sustaining Treatment 
(POLST)

© 2025 VillageMD. All rights reserved.
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• MD/DO, APN, PA can sign

• No Witness

• Printed on pink 65-card stock or 

white card stock with pink border, 

or similar paper/style to make it 

easily identifiable. 

• Copies, facsimile, and digital 

versions are permissible. 

• Valid for 1 year. After 1 year 

reaffirmation on back side needs 

to occur. Reaffirmation good for 1 

year after which a new MI-POST 

needs to be completed. 

• MI-POST forms completed after 

6/30/23 must be MDHHS-5836. 

• Form MDHHS-5837 MI-POST 

Patient and Family Information 

Sheet also needs to be signed 

with copy in chart (next slide). 

• POLST forms from other states 

generally valid.

Michigan Physician Orders for Scope of Treatment (MI-POST)
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• MI-POST forms and the Patient 

& Family Information Sheet in 

English, Spanish, and Arabic 

can be found at:  

https://www.michigan.gov/mdh

hs/inside-

mdhhs/legislationpolicy/ems/ne

ws/mi-post

Michigan MI-POST: Requires Patient & Family Information 
Sheet Signed

https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
https://www.michigan.gov/mdhhs/inside-mdhhs/legislationpolicy/ems/news/mi-post
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NEVADA POLST

• Physician/APP can sign 

• Patient, HCPOA, or 

surrogate decision 

maker can sign

• Bright pink paper

• Need to order forms 

from the State of 

Nevada Division of 

Public and Behavioral 

Health

• Information on 

ordering POLST forms 

can be found at Order 

POLST Forms | 

Nevada POLST. The 

actual order form can 

be found at POLST 

request and survey

© 2025 VillageMD. All rights reserved.

https://www.nevadapolst.org/order-polst
https://www.nevadapolst.org/order-polst
https://www.nevadapolst.org/order-polst
https://www.dpbh.nv.gov/mpd-home/dnr-polst/docs/polst-request-and-survey/
https://www.dpbh.nv.gov/mpd-home/dnr-polst/docs/polst-request-and-survey/
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NEW HAMPSHIRE PORTABLE DO NOT RESUSCITATE (P-DNR)
• Physician or APP can sign. Both form and card 

need to be signed by all parties. Card to be kept 

on patient. 

• Pink Paper

• Need to order forms from the Foundation for 

Health Communities 

https://healthynh.org/initiatives/advance-care-

planning/order-form/advance-directives-order-

form/

© 2025 VillageMD. All rights reserved.
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NEW HAMPSHIRE POLST

• Physician or APP can sign 

• Instructions on back

• “Full Treatments” should 

not be selected if DNR

• Yellow Paper

• Need to order forms 

from the Foundation for 

Health Communities 

https://healthynh.org/initi

atives/advance-care-

planning/order-

form/advance-directives-

order-form/

© 2025 VillageMD. All rights reserved.
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NEW HAMPSHIRE ADVANCE CARE PLANNING: Order forms/resources 

through New Hampshire Foundation for Healthy Communities
https://healthynh.org/initiatives/advance-care-planning/

Landing Page to order forms: 
https://healthynh.org/initiatives/advance-care-

planning/order-form/advance-directives-order-form/

Advance Care Planning Guide Advance Care Planning Guide (14 pages) 

• Explains DPOA, P-DNR, POLST

• Includes a DPOA with a discussion guide

• DPOA documents the agent & alternate + has a Living Will

• Requires 2 witnesses or a notary public / justice of the peace

© 2025 VillageMD. All rights reserved.
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