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Abstract: 
Background: When patients in skilled nursing facilities (SNF) are nearing end-of-life, there is a particular 
importance placed on establishing goals of care and ensuring that the patient’s wishes are respected. 
This process is facilitated by working with the patient and their loved ones to create Medical Orders for 
Life-Sustaining Treatment (MOLST). Existing literature discusses the lack of planning in many cases 
leading to unwanted and unnecessary treatments and costs. Our objective was to specifically examine 
the feasibility of initiating end of life discussions and completing MOLSTs with SNF patients through an 
Emergency Telemedicine Service (ETS). 
 
Methods: 
A retrospective chart review was used to examine palliative care consults performed via an ETS that 
provided services to two SNFs from January 1, 2016, to September 30, 2017. Data regarding the number 
of palliative care consults, MOLSTs and code statuses were abstracted. Code statuses were classified as 
full code status, do not resuscitate (DNR) status, do not intubate (DNI) status, do not hospitalize (DNH) 
status, limited intervention (LI) status or comfort measures only (CMO) status. Percentages and 
confidence intervals were calculated. Patients with incomplete MOLST documentation or without ETS 
palliative care consultation were excluded. Follow-up chart review looked for changes of code status. 
 
Results:  
A total of 200 patient charts were identified. 11 charts were excluded because of a lack of a palliative 
care consult. 91. 5% (95%CI 86. 6-94. 8) of patients seen by the ETS had a documented MOLST. Of the 
173 patients with completed MOLSTs: 2. 9% (95%CI 0. 4-5. 4) were classified as full code, 93. 6% (95%CI 
88. 9-96. 8) were DNR, 90. 8% (95%CI 85. 4-94. 6) were DNI, 57. 8% (95%CI 50. 1-65. 3) were DNH, and 41. 
6% (95%CI 34. 2-49. 3) were LI. A total of 48. 6% (95%CI 40. 9-56. 3) were CMO. 101 patients received 
follow-up care from the ETS. 11 patients updated their MOLST status during follow up. The code status 
for all patients was respected during follow-up encounters. 



 
Conclusion:  
Telemedicine provides a viable avenue for establishing, updating and adhering to MOLST for an ETS 
charged with two separate SNFs. There is a promising role for such services in the future at all SNFs. 
Further studies need to examine the benefits and outcomes of end-of-life discussions using telemedicine. 
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