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Physician Order for Life Sustaining Treatment

Frequently Asked Questions

Special points of interest:
s What is the value of the POLST Program?
+ Yhat are the goals of POLST?

* Far what patients is POLST refevans?

What is Physiclan Orders for Life-Sustaining Treatment (POLSTY? - .

The Physician Orders for Life-Sustaining Treatment (POLST) is a program designed to im-
prove the quality of care people receive at the end of life by translating patient/resident
goals and preferences into medical orders. POLST is based on communication between
the patient/resident, Health Care Agent or other designated decision-maker and health care

professionals that ensures informed medical decision-making.

What is the "POLST"” Form?

The POLST form is a bright pink medical order form signed by a California State Licensed
physician that indicates what types of life-sustaining treatment the patient does or does ot
want if they become seriously ill. Additionally, a health care professional must sign this
form in order for it to be followed by other health care professionals. Other health profes-
sionals who work with the patients heaith care professional may complete the form.

The form includes medical orders and patient preferences regarding:
* CPR (cardiopulmonary resuscitation)
+ Intubation and mechanical ventilation
= Artifictal hydration and nutrition
+ Future hospitalization and transfer
* Antibiotics

For which persons should POLST forms be used?

Use of the POLST form is most appropriate for seriously it persons with life-limiting, aisc
called terminal, illnesses. To determine whether a POLST form should be encouraged, cli-
nicians should ask themseives, "Would | be surprised if this person died i the next yaar?”
if the answer is "No, 1 would not be surprised”, then a POLST form is appropriate. Remem-
ber that a POLST form is designed to express the individual's preferences for levels of
treatment and can indicate either full treatment inciuding resuscitation atternpts or can be
used to limit those interventions that are not desired By the individual. Unless it is the pa-
tient's preference, use of the POLST form to fimit treatment is not appropriate for persons
with stable medical or functionally disabling problems who have many vears of life expec-
tancy. In the absence of a POLST form or other state-specific do-not-resuscitate orders,
patients will receive advanced cardiac life support, including CPR, endotracheal intubation,
and defibrillation, by emergency medical personnel based on standard protocois.

For which persons should POLST forms be used?

" POLST aimns to improve the communication of personal wishes about life-sustaining treat-

ments. resulting in_higher.quality_medical care.-The ROLST Program was designed to:
* Document a person's freatment praferences regarding:
o Cardiopulmonary resuscitation (CPR)
o Intubation and mechanical ventilation
o Ctherliifs-sustaining treatments
- Coordinate physician orders with the individual’s wishes.
* Communicate an individual's wishes regarding care across health care settings.

* Improve Emergency Medicat Services (EMS) personnel's ability to treat according to the
individual's wishes.

+ Reduce repetitive documentation while complying with the
federal Patient Seli-Determination Act.
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Does law require POLST?
The POLST form is voluntary.

Does the “POLST” form replace traditional Advance Directives?

No. Although the POLST form summarizes Advance Directives, it is not intended to replace
traditional Advance Directives iike the Health Care Proxy and Living Will.

What is the difference between a Health Care Proxy or Living Will and the POLST
form?

A Health Care Proxy and a Living Will are traditional Advance Directives for all adults 18
years of age and older. These documents are completed ahead of time and onty apply
when decision making capacity is lost. To complement the usa of traditicnal Advance Dirac-
tives and facilitats the communication of medical arders impacting end-of-life care for pa-
tients with advanced chronic or serfous iliness, the Physician Orders for Life-Sustaining
Treatment (POLST) program was created. In contrast to a Health Care Proxy, the POLST
applies right now and is not conditional on losing decision making capacity, The POLST
program is based on the belief that individuals have the right to make their awn health care
decisions, including decisicns about life-sustaining treatments, to describe these wishes to
health care providers and to receive comfort care while wishes are being honored.

Can the POLST be used for any persons with mental ratardation or developmental
disabilities or persons with mental iliness?

in the inpatient setting, the POLST form may be completed by persons with mental

retardation or deveiopmental disabilities or persons with mental iliness with capacity
(capable of making their own decisions). The POLST may be completed for persons with
mental retardation or developmental disabilities or persons with mental iliness who lack

capacity in accordance with Surrogate's Court Procedure Act §1750-B; however, legal
counsel should be consulted. )

In the community, the POLST form may be completed by persons with mental retardation
or developmenial disabilities or persons with mental illness with capacity (capable of mak-
ing their own decisions). The Chapter Amendment provides for a carve-out, such that au-
thorization does not extend the use of the POLST form to persons with mental retardation
or developmental disabilities or persons with mental fliness who Jack capacily.

'Does the existence of a POLST form mean that the patient has made a decision to

forego cardiopulmonary resuscitation (CPR) and has a Do Not Resuscitate {(DNR)
order? )

No. The POLST form is based on ensuring goal-based discussions that integrate patient
preferences and informed medical decision-making. It is not based on limiting medical in-
terventions. The existence of a POLST form signifies the occurrence of a thoughtful prior
conversation and not the presence of 2 DNR order.

Boes the POLST form indicate freatment preferences other than DNR?

The DNR order applies in situations when the patient has a complste cardiopulmonary ar-
rest and has no pulse and/or respirations. In addition to the DNR order, the POLST con-
laing orders for other life-sustaining treatment when the patient still has pulse andfar is
breathing. These include orders for intubation and mechanical ventilation, artificial hydra-
tion and nutrition, antibiotics, and hospital transfer.

The form may be used in health care settings, including hospitals and nursing homes, to
convert the patient's end-of-life treatment preferences beyond DNR into medical orders

contained an a single form. The POLST can be used to transfer these orders from ore site
of cars to another,

How much of the form should be completed?

Completion of the entire form is strongly recommended. Any section not completed impiies
full treatment for that section, Review of the entire form serves to educate the paiient re-
garding additional choices for life sustaining treatment.
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Does a DNR order imply that 3 patient does not want treatment?

No. Do Not Rasuscitate (DNR) does not mean Do Not Treat (DNT). A well-informed patient
may recognize the futility of CPR in the presence of advanced or serious illness and may
request a DNR order. However, based on their goals for care, the patient may wish to
receive further treatment. Furthermore, DNR applies to patient who experience acute car-

diopuimonary arrest, where as DNI applies only to intubation for patients who experience
impending pulmonary failure.

Patients may not want CPR and have a2 DNR order, but may benefit from ventilator support
and therefore may not wish to have a DNI order.

Is there any reason to complete the POLST form if the patient chaoses full
cardiopulimeonary resuscitation?

Reviewing the entire POLST form with a patient serves to educate the patient regarding
additional choices for life-sustaining treatment. Inconsistencies in goals and preferences
may emerge through the discussion that nesds to be reconciied. For example, a patient
may indicate a desire to never undergo intubation and mechanical ventilation under any

circumstance. The patient may not realize that intubation and mechanical ventilation will be
required if CPR is successful,

Who can complete a POLST form with the patient or Health Care Agent?

POLST must be comipleted by a health care professional, based on patient preferences
and medical indications. Health care professionals should be trained, competent and com-
fortable with having the conversation in accordance with the POLST 7-Step Protocol.
POLST must be signed by a California licensed physician to be valid.

Conversations between the health care professional and patient should be shared with the
Health Care Agent and family to ensure the Health Care Agent and family are aware of the
patient’s wishes and to avoid future conflict. Conflict often arises when the Wrong person is
chosen as the Health Care Agent or if there is no antecedent conversatian.

Can midlevel providers (NP, PA) complete the POLST form and issue DNR and other
orders for life sustaining tfreatments?

While California Law aliows only a doctor to complete a DNR order, practicality demands
that there is a mechanism for conveying this order when the doctor is not on site. The mid-
leve! provider NP/PA may complete POLST after a discussion with the attending or cover-
ing physician and the physician issues a verbal order. The midievel notes this in the medi-
cal record and the POLST form and the physician signs the order later. Verbal orders are
acceptable, In accordance with facility or community policy. The orders should be cosigned
by an attending physician within a specified brief period of time; for example, within 24
hours in a hospital, and within 1-7 days in a nursing home.

Boeg the supplemental form for adults always need o be completed?

No. The POLST supplemental form for adults must be completed only when the adult
patient facks capacily to consent for him or herself.

What do you do with a completed POLST form?

POLST forms are designed fo travel with the individual betwseen care setfings.

The form should be kept in the front of the individual's medical chart when the individual is
in a facility. When the individual is transferred between care settings, a copy of the form

should be made and kept in the medical chart at the fransferring location. The original form
should accompany the individual and be placed in the individual's medical chart at the new
care setfing. When the individual is at home, the POLST form shouid be kept on the refrig-
erator, by the phane in the kitchen ar by the individual's bedside. In case of emergency,

EMS personnel are trained ta ook for the POLST form in these locations. POLST, supple-
mental forms, traditional Advance Directives and documentation of any ‘clear and convinc-

ing evidence' should be kept together and transferred with patient at discharge. Otherwise
the form may need fo be redone.



If a compieted POLST form is present upon admission or fransfer to a health care
facility and the patient does not remember the conversation, how should the health
care professional proceed?

Assess patient capacity at the time of form completion. Was patient deemed fo have decl-
sion capacity at the time of POLST completion, as evidencad by the fact that the patient
completed the form and no supplemental documentation is completed and attached?

Review admission or transfer papers for evidence of documentation of the conversation.

If no documentation is present, verify information through a conversation with the physician
who completed the POLST form. The physician license # and phone/pager # is on the
POLST form. Reassess patient capacity at the time of transfer as the patient may have
had capacity when the POLST form was completed but fost capacity in the interim.

If capacity is intact, the patient’s goals for care may have changed. Initiate a goal-based

discussion, per the 7-Step Protocol and complete a new POLST consistent the patient's
current preferences.

How does POLST work with electronic health records?

Scan POLST into the computer at time of admission and discharge. Review POLST at the
time of discharge or ¥ransition of care and retain an electronic copy. For example, if a pa-
tient is discharged to home, the original POLST form should go with the patient. A copy
should be retained in the electronic medical record, a copy should go to the primary care
physician’s office and a copy should go to the health care agency if the patient has home
care.

Where caniget POLST forms?

POLST forms are available at paticipating heatlth care facilities in the Intand Empire or the
inland Empire Paliiative Care Coalition, :

® Inland Empire Paltiative Care Coalition

®
®
3993 Jurupa Avenue
Riverside, CA 92506
it Ph: 931-686-3342
& D 5108160
jepcc@remanet.org
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