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AGENDA
 History of POLST

e The Role of POLST

e POLST Implementation
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80% of Americans say they want to die at home.
Latest Data from 2017:

e 30% at home
« 30% In hospitals
e 20% In nursing homes
e 8% In hospice facilities
Almost all from chronic conditions.  neiwm 2019
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WHAT IS POLST?

* A medical order

e Can be completed by any healthcare professional

e Signed by a physician, nurse practitioner or physician
assistant in Pennsylvania*

« Complements, but does not replace, advance
directives

 VVoluntary use, but provides consistent recognized
document

*A physician assistant signature requires a physician to
co-sign within ten days.
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EMS AND POLST

A patient transitioning between care settings
with a completed POLST form.



THE POLST PARADIGM

e Developed in Oregon by POLST Task Force, 1991

 Used in almost all States currently

e Brightly colored medical order form for seriously ill patients
e Signed by physician (requirements vary by state)

 Turns patient treatment preferences and Advance Directives
into Medical Orders

e Goal Is to ensure patient’s wishes for treatment are honored
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HISTORY OF POLST IN PA

2000 - Provider Task Force to Improve Care at the End-of-Life convened

2002 - Pittsburgh End of Life Collaborative, a quality improvement initiative within
fourteen nursing homes. Funded by Highmark, UPMC and the Jewish Healthcare
Foundation

2004 - Susan Tolle MD, of the Oregon Health Sciences University Department of Ethics
and a leader in the launching of POLST, spoke to group of community leaders

2004 - Coalition for Quality at the End of Life (CQEL) established

2007 - As mandated by Act 169, the Pennsylvania Department of Health
Patient Life-Sustaining Wishes Committee convened

October 2010 - POLST approved by Pennsylvania Secretary of Health
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ADVANCE CARE PLANNING

The Continuum of Care

Advancing chronic illness

Multiple co-
morbidities,
Increasing frailty

Chronic disease or
functional decline

Healthy and

independent Death with

dignity

Focus on
Patient Goals
of Care
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WHERE DOES POLST FIT IN?

Advance Care Planning Continuum

Age 18 l

Complete an Advance Directive
C |

o N Update Advance Directive Periodically —l

\"J

= Diagnosed with Serious or Chronic,

S Progressive lliness (at any age)

A

R

T

I Complete a POLST Form —l

Treatment Wishes Honored



TWO TYPES OF ADVANCE PLANNING TOOLS

Traditional Advance Directives

- little or no Impact on immediate care
« Health Care Power of Attorney

e Living Will

Actionable Medical Orders - relatively immediate impact on care
« Do not resuscitate (DNR) order

* Do not hospitalize (DNH), no feeding tube, etc
o POLST Paradigm form

McAuley & Travis, Am J Hospice & Palliative Care 2003;20(5):353-359
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POLST IS FOR...

« Seriously ill patients —with chronic progressive iliness
 Terminally ill patients -less than 6 months life exp.
« Patients with advanced frailty

« Anyone with advanced age wishing to further
define their preferences for care

Unless it Is the patient’s preference, use of the POLST form is
not appropriate for persons with stable medical or functionality
problems who have many years of life expectancy.

* chronic, progressive disease
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I POLST FORM REQUIREMENTS

The minimum requirements for completion and
acceptance as a medical order are:

Patient name
Completion of Section A - Resuscitation orders
Completion of Section E
Clinician signature — A physician, CRNP or physician
assistant*
Patient or legal decision-maker signature

All other information is optional

(* Must be co-signed by a physician within 10 days)



Top of page 1.

e Black bar: EMS directive to communicate with
Medical Command Physician

 A: CPR Designation
 Once CPR started it continues until
stopped—often in the Emergency
Department of the hosptial
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CPR /DNR Choices

** CPR Success in seniors is very low: <5%



Box B:

« Comfort measures only —generally means no
hospitalization

 Limited interventions -generally means no
Intubation/mechanical ventilation

e Full treatment -this is the default level of care
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Box C & D:

 Antibiotics
* Antibiotic treatment can promote comfort

e Antibiotic treatment is generally well tolerated
and oral antibiotics are non-invasive

 Hydration and Nutrition
* |V hydration is short term relatively non-invasive

o Atrtificial feeding usually requires a minor
surgical procedure to place a feeding tube.
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Box E:

 The completed form requires discussion

* In Pennsylvania the POLST requires both the
patient and the physician to sign the form.

 |f the patient is unable to make their own
decisions a surrogate (DPA-HC) can sign the
from.
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PA POLST Page 2

« Other Contact Information
e Surrogate decision-maker (DPA)

e Completing POLST
e Advance directives reviewed at the same time

e Using POLST
 Automatic defib. (AED) not used for DNR choice
e Oral fluid and nutrition always offered
 Treatment preference of IV fluid should be clear
e Review
 Review periodically:
—  On transfer to another level of care

— When there is a change in condition
— Annual review

« Revoking POLST
« Can be changed or revoked at any time finis
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