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LEARNING OBJECTIVES

By joining this webinar, participants will be able to:
1. Relate the use of Advance Directives and NM MOST forms 

to the need to honor patient wishes.
2. Differentiate between Advance Directive and NM MOST 

documents.
3. Locate the advance care planning tool in the SYNCRONYS 

HIE clinical portal if their organization has made it 
available to them.



1. Overview of Advance Care Planning
2. Roles involved in documentation
3. Decisions the patient will make
4. Efforts to increase use and make them 
more accessible in New Mexico
5. Integration with HIE and health systems

AGENDA

Presenter
Presentation Notes
The importance of, and lack of, Advance Care Planning documentation
Consequences for patients and providers when the patient’s wishes are not available
The difference between Advance Directives and NM MOST forms
Various ways these documents are captured now
The Roles of Preparer and Signer for the MOST form and who typically performs these roles
The importance of understanding the decisions in the NM MOST form and how they could conflict
How contributing to a central repository in New Mexico could help improve access (absence of a statewide registry)
How Presbyterian (as the first organization adopting the Vynca solution in NM) used the platform to begin this effort
How documents can be signed by the physician and patient in different locations
Where SYNCRONYS HIE portal users can find the tool integrated into the patient record
Resources and contacts for more information



WHAT IS SYNCRONYS?

The nonprofit, statewide, 
health information exchange 

(HIE) for New Mexico.

SYNCRONYS enables the electronic exchange of patient health 
information among different and unrelated healthcare organizations to 

provide timely access to a patient’s information in one centralized record.

Its objective is to exchange essential patient information between New Mexico’s 
hospitals, tribal/IHS hospitals/clinics, skilled nursing facilities, long term care, 

home health and hospice, independent clinics, and behavioral health clinicians.
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SYNCRONYS is New Mexico’s Health Information Exchange.  An HIE enables the electronic exchange of patient health information among different and unrelated healthcare organizations to provide timely access to a patient’s information in one centralized record.  We strive to help New Mexico meet the US Core Dataset for Interoperability goals, and we are working with many types of healthcare providers and payers to obtain that data. 



IMPROVING INDIVIDUAL, COMMUNITY AND POPULATION HEALTH IN NEW MEXICO 
THROUGH THE EXCHANGE OF RELEVANT HEALTH INFORMATION AND DATA ANALYTICS



VYNCA Advanced 
Care Planning and 

MOST Platform



OUR PLATFORM
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Together partners in SYNCRONYS bring a wide variety of solutions for healthcare, from providing information at the point of care to sending notifications of events that require patient follow up, to data analytics and population health tools.  Visit our website for details on these and more of our solutions.



OUR JOURNEY

3
Health 

Intelligence Hub

2
Health Data Utility

1
Health Information Exchange

• Patient Summaries
• Value driven advanced 

analytics

• Coordinate Whole Person Care with a 
Patient-Centric Approach

• Population Health Analytics
• Use Cases Growth beyond Data Sharing

• Better Health thru Better Data
• Data Quality & Exchange

Point of Care Population Health

Community Insights

Presenter
Presentation Notes
SYNCRONYS operates under three primary pillars: Point of Care, Population Health and Community Insights.

The pyramid demonstrates our foundation as a Health Information Exchange and our transition to become a health data utility and utilize the latest technologies in data analytics and machine learning to provide value driven advanced insights. 



> 2.5 Million individuals 95% of NM hospital beds are 
represented within the data

160 Organizations Subscribing

  96 Data Sharing Participants

National 
Connections



10www.syncronys.org

WHO IS PARTICIPATING?

Presenter
Presentation Notes
Show where to look up data providers on www.syncronys.org 



WHY AN HIE? 

The average individual sees 4 healthcare providers per year

A study published in the American Journal of Managed Care found that HIE Participation reduced 
the number of imaging tests by 27.9% and laboratory tests by 12.1%. 

15 minutes saved gathering a patient’s external medical records in a 3-provider practice opens a 
$50 appointment daily to each physician’s schedule, increasing practice revenue and access to 

care for New Mexicans. 

Optimal health care and decision making requires an efficient and timely exchange of and 
complete health information. Gaps in data lead to missed follow-ups and repeated assessments.

Benefits of HIE for healthcare processes and outcomes include fewer duplicated procedures, 
reduced imaging, lower costs, and improved patient safety.

1. https://www.konza.org/resources/hie-return-on-investment/                        Sarkar, I. N. (2023). Health information exchange as a global utility. Chest, 163(5), 1023-1025

https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/
https://www.konza.org/resources/hie-return-on-investment/


IMPORTANCE OF ADVANCED CARE PLANNING AND 
THE IMPACT WITHOUT PLANS IN PLACE



IMPORTANCE OF ADVANCED CARE PLANNING

Advanced Care Planning (advance directives, 
treatment preferences, surrogate decision-makers, 
etc.) helps ensure that a patient’s values, goals, 
and wishes guide care — especially when the 
patient cannot speak for themselves.

Presenter
Presentation Notes
Advance Directives (ADs): Legal documents completed by an individual (when competent) to express their preferences (e.g., living will) and/or designate a surrogate decision-maker (durable power of attorney for health care).

MOST form (Medical Orders for Scope of Treatment): A set of medical orders (not just preferences) that reflect a patient’s treatment wishes (e.g., CPR or no CPR, intubation preferences, level of intervention) and that apply when patient is seriously ill or at end of life. It must be completed in consultation with a licensed healthcare provider (physician, nurse practitioner, etc.) and signed by both patient (or authorized representative) and provider.

Important: A MOST does not replace an advance directive. Rather, it complements it. ADs cover broader values, surrogacy, and sometimes non-medical wishes; MOST gives actionable, portable medical orders. POLST+2POLST+2

Stress that relying solely on a living will or proxy designation may not be sufficient — emergency or acute care often needs medical orders (e.g., whether to do CPR) that a MOST (or POLST equivalent) supplies.

Emphasize that ACP isn’t just a “nice to have” — it's a critical part of ensuring care aligns with patients’ values, especially in serious illness, emergencies, or end-of-life situations.

Highlight data: show how many patients — even high-risk ones — lack documented ACP, using the 2025 ED cohort as example.

Stress the “accessibility” problem: it’s not enough for forms to exist — they must be easy for providers across settings (ED, hospital, long-term care, home care) to find and act on.

Frame documentation as a patient-safety / quality-of-care issue — not just a legal or administrative issue.

Advanced Care Planning (advance directives, treatment preferences, surrogate decision-makers, etc.) helps ensure that a patient’s values, goals, and wishes guide care — especially when the patient cannot speak for themselves.
Advanced Care Planning isn’t just a “nice to have” — it's a critical part of ensuring care aligns with patients’ values, especially in serious illness, emergencies, or end-of-life situations.





IMPORTANCE OF ADVANCED CARE PLANNING

Advanced Care Planning isn’t just a “nice to have” 
— it's a critical part of ensuring care aligns with 
patients’ values, especially in serious illness, 
emergencies, or end-of-life situations.
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Stress that relying solely on a living will or proxy designation may not be sufficient — emergency or acute care often needs medical orders (e.g., whether to do CPR) that a MOST (or POLST equivalent) supplies.

Emphasize that ACP isn’t just a “nice to have” — it's a critical part of ensuring care aligns with patients’ values, especially in serious illness, emergencies, or end-of-life situations.

Highlight data: show how many patients — even high-risk ones — lack documented ACP, using the 2025 ED cohort as example.

Stress the “accessibility” problem: it’s not enough for forms to exist — they must be easy for providers across settings (ED, hospital, long-term care, home care) to find and act on.

Frame documentation as a patient-safety / quality-of-care issue — not just a legal or administrative issue.




IMPACT WHEN PATIENT WISHES ARE 
NOT AVAILABLE

Studies show documentation is often missing. For example: in a cohort 
of high-risk emergency department patients, the vast majority lacked 
documentation of a healthcare proxy (98.7 %), living will, or 
POLST/MOST. 

Without documentation: clinicians and family may have to make critical 
decisions under pressure — often defaulting to maximizing life-
sustaining treatment because there is no clear guidance. This can lead to 
care that’s misaligned with what the patient would have wanted. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC7493570/?utm
https://pmc.ncbi.nlm.nih.gov/articles/PMC7493570/?utm 
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Describe the harm when ACP is missing: unnecessary interventions, potential suffering, family burden, moral distress for providers, and loss of autonomy for patients.

Impact Examples:
Cost to system
Cost to patient
Ex. Patient financial burden when wishes not honored. Ongoing family expenses
Emotional cost
Respecting pt, their values and beliefs– don’t force care on me
Respecting patient wishes and values




IMPACT WHEN PATIENT WISHES ARE 
NOT AVAILABLE

https://pubmed.ncbi.nlm.nih.gov/28943360/ https://apm.amegroups.org/article/view/106171/html?utm_

Even when legal forms exist, accompanying discussion notes or updates 
may be missing or hard to locate. In one study of older chronically ill 
patients, about half of those with completed legal ACP forms had no 
corresponding documented discussion; among documented 
discussions, most (55%) were buried in free-text progress notes rather 
than in a standardized, easily retrievable place in the EHR. 

Without documentation: clinicians and family may have to make critical 
decisions under pressure — often defaulting to maximizing life-
sustaining treatment because there is no clear guidance. This can lead to 
care that’s misaligned with what the patient would have wanted. 
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Describe the harm when ACP is missing: unnecessary interventions, potential suffering, family burden, moral distress for providers, and loss of autonomy for patients.

Impact Examples:
Cost to system
Cost to patient
Ex. Patient financial burden when wishes not honored. Ongoing family expenses
Emotional cost
Respecting pt, their values and beliefs– don’t force care on me
Respecting patient wishes and values




LACK OF ADVANCED CARE PLANNING

Under-Utilization of 
ACP Documentation

Despite the known benefits of 
participating in Advance Care 
Planning initiatives, less than 
half of adults aged 65+ have 

documented ACP preferences1. 
Vynca makes accessing 

documents easy for providers 
and patients by leveraging 
cutting edge technology.

Inconsistent or Incomplete 
ACP Documentation

Hospital staff attribute hidden, 
inconsistent or invalid ACP 

documentation as a reason for 
discordant care3. Vynca properly 

manages all ACP 
documentation in a central 
location, while allowing for 

physician signature through 
MobileConnect.

Lack of Clinician ACP 
Engagement

Clinicians report “insufficient 
institutional resources to 

properly engage vulnerable 
patients” as one of the largest 

barriers to ACP adoption2. Vynca 
technology directly correlates to 
higher clinician adoption due to 
ease of navigation, SSO access 

and custom design.

Presenter
Presentation Notes
Why did we decide to add Advance Care Planning?



VARIOUS WAYS THESE DOCUMENTS ARE 
CAPTURED NOW

Patient Home
[Refrigerator]

Electronic Health 
Record

With Patient

Presenter
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Ways ACP / MOST / AD documents are captured / stored
Paper forms kept in the home (e.g., the “green form” many states use), or brought to the hospital/EMS when needed.

Stored in a patient’s institutional medical record (hospital, long-term care, primary care), sometimes scanned, sometimes as part of EHR.

Some are captured at hospital/clinic registration or admission — e.g., asking if there is an advance directive or POLST/MOST on file.

Digital storage and sharing: via platforms/integrations that link ACP/MOST/AD documents to EHRs so they are available across care settings (hospitals, EMS, long-term care, etc.).

Show that different capture/storage methods have trade-offs: paper copies risk being lost or inaccessible; EHR-only storage may not be shared across institutions; paper upon hospital admission may miss outpatient-held documents; digital registries may improve reach and accessibility.






THE DIFFERENCE BETWEEN ADVANCED 
DIRECTIVES AND MOST FORMS

• Appropriate for all 
patients

• No Required Forms

• Signed by the 
individual (patient)     

• Notary/Witness not 
required

• Used when an 
individual has a life-
limiting illness or is 
very sick

• Transferable across all 
healthcare settings

• Signed by the patient or their 
legally recognized healthcare 
decision maker and an 
authorized healthcare provider

Traditional Advance
Directives

New Mexico Orders for 
Scope of Treatment

Presenter
Presentation Notes
Clarify for participants: AD vs. MOST — and why both matter.


Advance Directives (ADs): Legal documents completed by an individual (when competent) to express their preferences (e.g., living will) and/or designate a surrogate decision-maker (durable power of attorney for health care).

MOST form (Medical Orders for Scope of Treatment): A set of medical orders (not just preferences) that reflect a patient’s treatment wishes (e.g., CPR or no CPR, intubation preferences, level of intervention) and that apply when patient is seriously ill or at end of life. It must be completed in consultation with a licensed healthcare provider (physician, nurse practitioner, etc.) and signed by both patient (or authorized representative) and provider.

Important: A MOST does not replace an advance directive. Rather, it complements it. ADs cover broader values, surrogacy, and sometimes non-medical wishes; MOST gives actionable, portable medical orders. POLST+2POLST+2

The portability and clarity of a MOST (or medical orders) is especially critical in emergencies, transitions of care, transfers between facilities, EMS response, etc.





Sections of the MOST 
form:

Patient Identifying 
Information

A: 
B:
C:
D:

Signatures















THE ROLES OF PREPARER AND SIGNER FOR THE MOST 
FORM AND WHO TYPICALLY PERFORMS THESE ROLES

Preparers

• Provide education 
regarding the purpose 
and forms available

• Assist patient in 
completing the form

• Nurses, Palliative Care 
and Hospice Staff, 
Providers Care Managers, 
Patients, Healthcare 
Guardians and other 
support staff

Signers

• Review the received form 
for completeness

• Confirm there are no 
conflicts selected

• Sign the document
• Physicians and Advanced 

Practice Clinicians



MOST 
form is the 

gold 
standard 
for NM

The Vynca 
platform is 
NM MOST 

centric
Signed by 

patient and 
physician

Reduces 
need for 

paper 
documents

Portable

Easy to 
read in an 
emergency

Supports the 
right care at 

the right 
time



UNDERSTANDING THE DECISIONS IN THE MOST FORM 
AND HOW THEY COULD CONFLICT

Cardiopulmonary 
Resuscitation/DNR

 

Limited Additional 
Interventions

Long-term Artificial 
Nutrition 

Long-term Artificial 
Hydration

Presenter
Presentation Notes
Reference Slide 23, Section B, Medical Interventions



WHAT MAKES DIGITAL ADVANCED CARE PLANNING 
DIFFERENT?

Digitally transform a paper process – Modernize your 
outdated ACP Documentation system 

Simple and Intuitive to Use – Eliminates complexity for 
both patients and clinicians

Seamless Remote Signing – Mobile access for easy 
document completion and verification

Built-in QA and Error Prevention – Ensures only active, 
accurate documents are available 

Instant Access for Care Teams – Rela-time updates 
eliminate uncertainty and delays     



BENEFITS OF A CENTRAL REPOSITORY

• Without a central registry, ACP documents can be fragmented across paper at 
home, scanned hospital records, different EHR systems. That fragmentation 
increases the risk that when a patient presents for care (ER, EMS, transfer), 
their wishes are not found.

• This problem is especially salient in states without mandatory registries — 
individuals may have AD or MOST but unless they bring a copy, providers may 
not know.

• A centralized, interoperable repository accessible to all participating 
providers/institutions helps ensure: documents follow the patient, are 
accessible across care settings, are up-to-date, and are discoverable during 
emergencies.

Presenter
Presentation Notes
Stress the “accessibility” problem: it’s not enough for forms to exist — they must be easy for providers across settings (ED, hospital, long-term care, home care) to find and act on

Without a central registry, ACP documents can be fragmented across paper at home, scanned hospital records, different EHR systems. That fragmentation increases the risk that when a patient presents for care (ER, EMS, transfer), their wishes are not found.

This problem is especially salient in states without mandatory registries — individuals may have AD or MOST but unless they bring a copy, providers may not know.

A centralized, interoperable repository accessible to all participating providers/institutions helps ensure: documents follow the patient, are accessible across care settings, are up-to-date, and are discoverable during emergencies.

This offers an opportunity — by contributing to a statewide repository — to improve continuity of care, reduce fragmentation, and help ensure patients' wishes are honored regardless of which facility or provider they end up with.





WHY INTEGRATION OF ELECTRONIC ADVANCE DIRECTIVES AND MOST 
FORMS WITH THE SYNCRONYS CLINICAL PORTAL?

One location to 
access patient 
records

Over 2.5 million 
individuals in the 
HIE.

Supports appropriate 
treatment 
interventions with 
necessary records 
access

Care team visibility 
through Circle of 
Care

Presenter
Presentation Notes
The partnership between SYNCRONYS and Vynca aims to make advance care planning documents digitally available to provider groups across the state. PR Newswire




Patient

Provider

Payer

Public 
Health

HOW CONTRIBUTING TO A CENTRAL 
REPOSITORY IN NEW MEXICO COULD HELP 
IMPROVE ACCESS

 NM does not have a statewide 
Advanced Care Planning registry

 Access records when and where 
they are needed

More informed patient care and 
decisions

 Less patient burden in 
maintaining and carrying records

 Reduced administrative burden 
for providers

 Population level analysis with 
extractable data

Presenter
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This offers an opportunity — by contributing to a statewide repository — to improve continuity of care, reduce fragmentation, and help ensure patients' wishes are honored regardless of which facility or provider they end up with.




HOW PRESBYTERIAN HEALTHCARE 
SERVICES USED THE VYNCA PLATFORM

• The Presbyterian delivery system is 
the first large-scale adopter in New 
Mexico.

• Presbyterian has implemented 
electronic Advanced Care Planning 
workflows throughout the health 
system, including both the 
outpatient and inpatient areas.

• Presbyterian has a statewide 
presence operating in numerous NM 
counties. 

Presenter
Presentation Notes
PHS (your local system) partners with Vynca to integrate ACP / advance directive documents into their EHR and care-team workflows. On the PHS website under “Patient Rights,” they note that advance directives can be added to your medical record using their online platform. Presbyterian Healthcare Services+1




WHERE SYNCRONYS HIE PORTAL USERS CAN FIND 
THE TOOL INTEGRATED INTO THE PATIENT RECORD

35



PATIENT SEARCH

• Some patients may already have a MOST 
Form or Advanced Directive record in the 
VYNCA platform.

• Through SYNCRONYS Single-Sign On 
integration users are routed to the 
patient they are viewing automatically 
in the Vynca platform.

• Use the patient search feature to:
• Save time
• Gain historical access to 

completed documents
• Reduce duplication

Presenter
Presentation Notes
NOTE:  for SYNCRONYS HIE users, it is not necessary to search for the patient. Our Enterprise Master Patient Index uses the patient context in the record the user is viewing when they launch the ACP solution. 



ADDING A NEW PATIENT

Other HIE users such as clinicians and care coordinators will have 
access to the patient and any related MOST forms created.

Presenter
Presentation Notes
NOTE:  for SYNCRONYS HIE users, it is not necessary to add patients. Our Enterprise Master Patient Index uses the patient context in the record the user is viewing when they launch the ACP solution. SYNCRONYS has over 2.5 million patient demographic records in the health information exchange. 
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The MOST Summary is the heart of the patient profile.
Displays the patients most recent MOST forms and Advanced Directives on file.
Sections of the MOST form to be found in the summary include:
Cardiopulmonary Resuscitation
Medical Interventions
Artificially Administered Administration
Artificially Administered Hydration
Emergency Response
Create a NEW Most Form




HOW CAN DOCUMENTS BE SIGNED BY THE 
PHYSICIAN AND PATIENT IN DIFFERENT 
LOCATIONS? 

Answer:
Patients and 
Providers can 

seamlessly 
capture 

signatures 
with Mobile 

Connect



THE RESULTS ARE MEANINGFUL 



DEMONSTRATION



FOR MORE INFORMATION - REFERENCES

• Advance Caer Planning in a Geriatric Primary Care Clinic, 2019  
https://pubmed.ncbi.nlm.nih.gov/30071753/ 
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2007 Feb;55(2):189-94. doi: 10.1111/j.1532-5415.2007.01045.x. PMID: 17302654.J Gen Intern Med. 2001 
Jan; 16(1):32-40
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https://pubmed.ncbi.nlm.nih.gov/25574794/


FOR MORE INFORMATION

•A complete training module on use of the Advance Care 
Planning solution is available on the www.syncronys.org 
website under Resources / Training, or use this direct link: 
https://vimeo.com/588934379 

•For information about SYNCRONYS, visit our website, email 
info@syncronys.org, or call 505-938-9900.

•To contact us at SYNCRONYS:
•Phillip Gibbs, e-mail pgibbs@syncronys.org

• To Contact Vynca, e-mail taylorcrosby@vyncacare.com 

http://www.syncronys.org/
https://vimeo.com/588934379
mailto:info@syncronys.org
mailto:pgibbs@syncronys.org
mailto:taylorcrosby@vyncacare.com
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