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Objectives

- Why POLST?
- What is POLST?
- How to fill out a POLST form
- When and how to update POLST form



Clinical Case

• Ms. ML is a 78 y/o F with PMH of DM, HTN, CHF, COPD, CVA
• Resident of NH for the past 3 years
• H/O recent hospitalization for COPD/ CHF exacerbation
• She had a goals of care discussion with hospitalist and changed her 

code status to DNR
• She was back to baseline upon discharge and rehab
• Two weeks later, she was found to be unresponsive at 11 pm
• Suspected to have another CVA



IOM Report: “Dying in America”

• Most Americans want to die at home, and want to be in control of their decisions…….but……….

• One in four adults aged 65 and older died in an acute care hospital, 30 % were in an ICU in the month 
preceding death

Source: http://iom.nationalacademies.org/Reports/2014/Dying-In-America-Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-Life.aspx ; Committee on Approaching Death: Addressing Key End of Life 
Issues; Institute of Medicine. “Dying in America: Improving Quality and Honoring Individual Preferences Near the End of Life” (2014) (citing Teno et al 2013)

http://iom.nationalacademies.org/Reports/2014/Dying-In-America-Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-Life.aspx


Why POLST?

The current standard of care during an emergency is for 
emergency medical services (EMS) to attempt everything possible 
to attempt to save a life. 

Not all patients who are seriously ill or frail want this treatment 
and the POLST Paradigm provides the option for them to: 

(1)confirm this is the treatment they want or 

(2) to state what level of treatment they do want



What is a POLST form?
It is a Portable medical order form used to record a patient’s 
treatment wishes that can be used across settings of care. 

A Physician Orders for Life-Sustaining Treatment (POLST) Form 
helps individuals with serious illness or frailty for whom their 
physician wouldn’t be surprised if they died within a 
year communicate their treatment decisions. 

The POLST form records patients’ treatment wishes so that 
emergency personnel know what treatments the patient wants in 
the event of a medical emergency. 



Who needs a POLST form?

• All competent adults should have advance directives, 
documenting who they want to speak for them whenever they 
lack capacity to speak for themselves.

• Both advance directives and POLST Forms are advance care 
plans. They support each other but do different things.



Advance Directives
Two general forms of advance directives exist:

• Durable Power of Attorney for Health Care (Process Directive)
The patient (principal) designates a proxy decision-maker in 

writing. 

• Living Will (Substantive Directives)
Allows a patient to specify wishes for future care including 

withholding and  withdrawing life sustaining treatment at end of life. 



Advance Care Plan
• Broader concept that focuses on conversations about eliciting 

goals rather than the creation of a document
• Recognizes inherent uncertainty such as difficulty predicting 

the future, possibility that patient may change their mind, and 
providers as well as surrogates would have difficulty 
interpreting advance directive in the context of certain clinical 
scenario



Is POLST same as Advance Directive?

Both advance directives and POLST Forms are advance care 
plans. They support each other but do different things.

POLST is not an advance directive but an actionable medical order.

POLST is only for seriously ill patients for whom their physician 
would not be surprised if they died in the next year.

It would be inappropriate for a HCP to complete a POLST form for a 
patient who is outside the intended POLST patient population.













How Does POLST Work? 

Physician discusses continued health care options with patient and 
families in the context of 
- Diagnosis
- Prognosis
- Available treatment options 
- Burdens and benefits of available options
- Patient goals and values



Patient Centered Care

• Physician buy-in
• Staff buy- in
• Identifying patients for whom POLST is appropriate
• Initiating and continuing conversation with appropriate individuals
• Staff education and comfort with scanning, retrieval, and following 

POLST forms



Who can complete a POLST form?

A POLST Form is completed by a physician in conversation with 
the patient. Since it is a medical order it must be signed by a 
physician to be valid (which health care professional can sign 
varies by state). The patient or their surrogate also need to sign 
the form. 

Patients should not be provided a POLST Form to complete on 
their own. A POLST Form should never be completed without a 
conversation with the patient, or his/her surrogate, about 
diagnosis, prognosis, treatment options and goals of care.



Staff Readiness

• Are you comfortable discussing death?
• Do you believe “accepting mortality” is the same as “giving up hope”?
• Are you unwilling/ and or unsure how to broach this topic?
• Do you understand the benefits of advance directives and advance 

care planning?
• Do you have an advance care plan? 



Professional Training for POLST discussions

• Physicians within scope of practice
• Communication skills
• POLST paradigm forms and FAQ’s
• Shared, informed medical decision- making
• Evidence based guidelines: CPR, long-term feeding tube placement
• Conflict resolution
• Proper documentation 
• Billing using ACP CPT codes 



8 Step POLST Protocol

1. Prepare for discussion
- Understand patient’s health status, prognosis and ability to consent
- Retrieve completed  Advance Directives 
- Determine decision-maker, ethical treatment and legal requirements
2. Determine what the patient and family know
- Regarding medical diagnoses and prognosis
3. Explore goals, hopes and expectations
4. Suggest realistic goals
5. Respond empathetically
6. Use POLST forms to guide choices and document conversation
7. Complete and sign POLST form
8. Review and Revise periodically 

Source: National POLST paradigm, Toolkit for the Primary Care Practice 



Advance Care Planning CPT codes

• 99497- Initial 30 minutes (16 to 45) 

• 99498- Additional 30 minutes (additional time upto 75 minutes)

• Face to face with patient, caregiver, family member or surrogate



Is a POLST form mandatory?

No. Completing a POLST Form should always be 
voluntary. If someone is being forced to complete 
a form, contact admin@polst.org, or his/her 
state can contact National POLST paradigm at 
http://www.polst.org/programs-inyour-state/

mailto:admin@polst.org
http://www.polst.org/programs-in-your-state/


Can POLST form be modified?

Yes! POLST Forms were created to be easily modified and 
updated. As your medical condition changes or your goals of care 
change, you can update your POLST Form anytime by talking with 
your Physician.

Additionally, health care professionals are encouraged to review 
your POLST Form with you periodically—especially when you are 
transferred from one care setting or care level to another 
(e.g., upon admission and discharge from every facility) or when 
there is a substantial change in your health status.



Can POLST form be voided?

If you ever decide that a POLST Form is no longer appropriate for 
you, it is also easily voided. It is preferred that you consult your 
health care professional to void your form. 

On the backside, the POLST Form has information about how it 
can be voided (usually by drawing a line across the form 
and writing “VOID” in large letters). 

You must notify your health care professional to make sure your 
medical record is updated. Some states have a POLST Registry, 
and the Registry must also be notified that the form is no longer 
valid.



What if a patient can no longer communicate 
their wishes?
The surrogate that a patient has appointed on his/her advance 
directive can help the healthcare professional complete a POLST 
Form based on their understanding of their loved one’s wishes. 

The surrogate then signs the POLST Form on behalf of their loved 
one.



Does POLST form limit the type of treatment 
one can receive?
POLST Form medical orders gives an individual more control over receiving treatments 
they want to receive and avoiding treatments they do not want to receive in the event 
they are unable to speak for themselves during a medical emergency.

If  an individual wants everything possible done during a medical emergency then their 
health care professional would complete the form showing “CPR” and “Full Treatment.”

Conversely, if they want other treatment, their health care professional would complete 
the form showing “Comfort Measures Only” or “Limited Treatment”.

Additionally, POLST Form states that ordinary measures to improve the patient’s 
comfort, and food and fluid by mouth as tolerated, are always provided.



Does a POLST form allow for basics like food 
and water?
Yes. Endorsed POLST Forms state that ordinary measures to improve the patient’s 
comfort, and food and fluid by mouth as tolerated, are always provided. However, 
POLST Forms allow you to choose whether you would like artificially administered 
nutrition (and sometimes hydration).

During a conversation with a health care professional, you determine what you want 
and do not want in a medical emergency, and then that section will be completed in 
accordance with your wishes.



Does a POLST form replace a DNR order?
A better question is:  “Does POLST identify DNR preferences?” 
Yes—but it does more! 
Like a DNR, a POLST Form lets EMS know whether or not the 
patient wants CPR. DNR orders only apply when a person does 
not have a pulse, is not breathing and is unresponsive. However, 
in most medical emergencies, a person does have a pulse, is 
breathing or is responsive. That’s where POLST is different.
A POLST Form provides more information to emergency 
personnel than a DNR by indicating that:
1. The patient still wants full treatment
2. The patient wants limited interventions
3. The patient just wants comfort measures



Is POLST portable across state lines?
If you are moving, you should bring your POLST Form with you to 
your first appointment with your new health care professional to 
put your wishes on that state’s POLST Paradigm Form. 

You should also talk to your attorney about updating your 
advance directive as some states require you use a specific form 
in order for your advance directive to be valid.



Where can one get a POLST form?

Talk to your health care professional. Since a POLST Form is a 
medical order it must be signed by a health care professional to be 
valid.

Patients should not be provided a POLST Form to complete on their 
own. A POLST Form should never be completed without a 
conversation with the patient, or his/her surrogate, about 
diagnosis, prognosis, treatment options and goals of care.



Where should one keep a completed POLST form?

A POLST Form always remains with the patient, regardless of 
whether the patient is in the hospital, at home or in a nursing 
home. The form should be placed in a visible location recognized by 
emergency medical personnel (usually the front of the refrigerator 
or in a medicine cabinet). 

In a health care facility a copy of the POLST Form should be in the 
medical record.



Conclusion of Clinical Case

• Ms. ML had completed a POLST form while in the hospital
• She had chosen “option C”
• MD on call was informed of her change in status, and started comfort 

measures
• She was referred to, and admitted to hospice
• She passed away in the NH about a month later 



Questions?


