
Palliative Care and EndPalliative Care and End--ofof--Life IssuesLife Issues

Vincent Nguyen, DO, CMD
Medical Director

Geriatrics & Palliative Care Services
Monarch HealthCare



• Why POLST
• What is POLST
• How does POLST work
• Who needs POLST
• Implementing POLST

OBJECTIVESOBJECTIVES



Case StudyCase Study



• Patient wishes are often not known. 

• Advance Health Care Directive (AHCD) may not be 
accessible or honored.

• POLST allows healthcare professionals to know patient’s 
wishes for care and to honor them.

Why POLST?



What is POLST?What is POLST?

• Physician Orders for Life Sustaining Treatment

• “A form to record your wishes for the types of medical care 
you want if you become seriously ill.”

• Signed form becomes medical orders.  



POLST HistoryPOLST History

• POLST developed in Oregon, 1991.

• California
– AB 3000 signed into law, August 2008
– Form carries the force of law as of 1/1/09 



• Is not just a check-box form.
• Focuses on the conversation.
• Provides context for patients/families to:

– Make informed choices.
– Identify goals of treatment.

California POLST FormCalifornia POLST Form







How POLST WorksHow POLST Works

Designed for seriously-ill or medically frail, 
regardless of age. 
Completion is voluntary.
Complements Advance Directives 
Form stays with patients as they move across 
care settings.





“Sometimes when people’s hearts stop,    
doctors & nurses try to delay the dying process.           
Have you considered whether you would want this 

or not?”



How successful is CPR?How successful is CPR?

Age & risk factors proportionate to success
– unsuccessful in ~100% of patients in nursing homes 

About 15% of all those who have CPR will 
survive 

– most will be on ventilator for a period of time and still may 
die

Brain damage occurs in ~50% who initially 
survive CPR.



CPR Decision PointCPR Decision Point

People who choose CPR may think:
“If it doesn’t work, then I’m no worse off than not trying.  I will die 
either way.  So even if there is a high chance of broken ribs and 
brain damage I want you to try CPR.  It’s my only chance.”

Other people choose NO CPR because they feel: 
“It’s such a small chance that CPR will work and I’ll probably be 
sick for along time.  If I’ve died, then let me go peacefully.”



If you become suddenly ill, treatment options are:



Medical Intervention Medical Intervention ––
Decision PointDecision Point

Some people will think:
My body is really tired.  Next time I get sick, even a little bit, I don’t want 

to be treated, even if it is something that you think I would be able to 
get better from.  Make sure I’m comfortable – that’s what I really 
want.”“

Others may be thinking:
“It’s not a guarantee that life support treatment will work, and if it does, it 

still sounds like I will be weaker than I am, sicker, and needing help 
for a long time, and I don’t want to be that way.  You can treat me in 
the hospital, but don’t put me on life support.”

While others may feel: If I end up in ICU on life support, I know that 
it will be a tough fight, but I do think my body will be strong enough 
to get through.  It may be a long recovery, but I’m ready to face it, 
and I want to try.”

“



Section B: Medical Interventions

CPR

Full Treatment*

DNR

Comfort Measures

Limited Treatment

*Consider time/prognosis factors under “Full Treatment”
“Not to be kept on life support if not expected to recover.”



What to do when you have a severe brain damage 
and can’t communicate or swallow



Decision Point –
Artificially Administered Nutrition  

• A person may say:
“That’s no qualify of life...No feeding tubes!”

• Another patient may think: 
“My beliefs are that if there is a medical means to keep my 

body alive, then I want to have those means used.”





Legally Recognized Decision Maker 

• Agent/surrogate decision-maker
– Designated in Advance Directive or orally

• Parent, guardian, conservator
• Closest available relative
• Recognized caring, close friend

– CA Legislature has not codified this process.



Caring for the POLST FormCaring for the POLST Form

Keep in an obvious place at home (i.e. refrigerator or 
with medicines)
Keep together with Advance Health Care in a plastic 
cover
Take POLST with you to the hospital
Take  POLST when you leave the hospital
EMS will take POLST during ambulance transfers 
between home or skilled nursing facility and the 
hospital



Case Discussion Case Discussion 

• 80 y.o. M resident of an assisted living facility fell 6 months 
ago and spent 3 weeks in a skilled nursing facility for rehab. 

• Former smoker with HTN and COPD 
• Takes meds as directed
• Gets SOB walking to the dining area and has poor short-term 

memory. 
• “I think I’m getting a cold.” That night, staff finds him 

lethargic, difficult to arouse, with labored respirations. 
• Son lives out of state and states that “when he was at the 

nursing home, I thought I filled out one of those pink forms -
it’s in his desk drawer.”
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POLST form is found

• Section A - Do Not Attempt Resuscitation
• Section B - Comfort Measures
• Section C – Not completed
• Signed by Patient and Physician

What would you do?What would you do?
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POLST vs. POLST vs. 
Advance Health Care DirectiveAdvance Health Care Directive

POLST AHCD
• For seriously ill/frail, 

at any age
• For anyone 18 and 

older
• Specific orders for 

current treatment
• General instructions 

for future treatment
• Can be signed by 

decision maker
• Appoints decision 

maker



Advance DirectiveAdvance Directive

I do NOT want my life prolong if:

1) I have an incurable and irreversible condition that will 
result in my death within a relatively short time,

2) I become unconscious and, to a reasonable degree of 
medical certainty, I will not regain consciousness, or

3) The likely risks and burdens of treatment would 
outweigh the expected benefits.



Where Does POLST Fit In?Where Does POLST Fit In?
Advance Care Planning Continuum

Complete an Advance Directive

Complete a POLST Form

Age 18

End‐of‐Life Wishes Honored

Diagnosed with Serious or Chronic, 
Progressive Illness (at any age)

Update Advance Directive PeriodicallyCC
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Implementing POLSTImplementing POLST

• HEDIS measure for Quality
– Evidence of advance care planning during the 

measurement year 



PCP-POLST Pilot Project
5/10/2009 - 10/31/2010 

Engaged 41 PCPs 
40% of total Monarch Seniors membership

Seniors Selection criteria:
10% of the “sickest”, per PCP
1. Risk Adjusted Factors >= 2.0
2. Inpatient admissions (1-3 admits in past 6-12 months)

670 members identified



Monarch PCP POLST AuditMonarch PCP POLST Audit
20102010

259 of 658 “completed” POLST; 35 PCPs Noted

NO Desire for Full Resuscitative Treatments 
*Option to transfer to acute if  comfort needs can NOT be met at present location

73.4%

NO Desire for Long Term Artificial Nutrition by Tube 92.3%



POLST is effective in reducing unwanted POLST is effective in reducing unwanted 
hospitalization & medical intervention hospitalization & medical intervention 

Journal of the American Geriatrics Society, 
Volume 58, Issue 7, 2010. Pages: 1241–1248.



How effective is POLST in 
decreasing hospital utilization for 

MONARCH members?



Incomplete POLST and Hospital 
Admissions

Cut-off date of study October 31, 2010 



POLST Completion and Hospital Admissions 

Cut-off date of study October 31, 2010 





BuyBuy--in from Stakeholdersin from Stakeholders

• POLST = preferred tool to document conversation 

• Not an event but as part of routine care
• Align financial incentives
• Reduce cumbersome process
– Ease of access to POLST document
• Paper form vs. Electronic based
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CoachingCoaching

• Other health care providers as advance 
care planning facilitators

• What to say
• One-hour required training



OC Community POLST Coalition OC Community POLST Coalition 

2009 
Coalition for 
Compassionate Care of 
California (CCCC)
2-year grant - California 
HealthCare Foundation
2011 Grant renewed



OC Community POLST CoalitionOC Community POLST Coalition

Comprise of 40+ representatives:
Hospitals
Health Plans
Medical Groups
SNFs
EMS
Hospice & Home Health agencies
Associations (Alzheimer’s, Council on Aging, 
Ombudsman,…)



Regional & State InitiativesRegional & State Initiatives

Numerous communities & states developing or have 
implemented programs similar to Oregon’s 
o National POLST Paradigm Task Force.

Endorsed programs include: 
o POLST (California, Hawaii, Oregon, Wisconsin, 

Washington state),
o POST or Physician Orders for Scope of Treatment  (West 

Virginia, Tennessee),
o MOLST or Medical Orders for Life Sustaining Treatment 

(New York), and
o MOST  or Medical Orders for Scope of Treatment  (North 

Carolina).



Developing ProgramsDeveloping Programs
*As of October 2009

National POLST Paradigm Initiative 
Programs

Endorsed ProgramsEndorsed Programs

No Program (Contacts)No Program (Contacts) Designation of POLST Paradigm Program status based 
on information available by the program to the Task 
Force. 



POLST CoalitionPOLST Coalition

www.capolst.org



California POLST Resources

Policies & Procedures

POLST Conversation Video

CPR & Tube Feeding Brochures

POLST Home Page



POLST Forms POLST Forms 

• English
• Spanish
• Chinese
• Farsi
• Hmong
• Korean
• Russian
• Tagalog
• Vietnamese

CPR and Tube Feeding CPR and Tube Feeding 
BrochuresBrochures

– English
– Spanish
– Chinese
– Korean
– Russian
– Tagalog
– Vietnamese



POLST POLST –– Key PointsKey Points

An effective tool to capture member’s end-of-life 
preferences

helps the health care system provide the treatment that the 
member wants.

• A physician order recognized throughout the medical 
system.

• Portable document that transfers with the member. 

• “It is important to talk about and document your 
wishes before you become seriously ill.”



Thank you




