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Oregon POLST Form

Portable
Orders for
Life-
Sustaining
Treatment

*Also known as Physician Orders for Life-Sustaining Treatment

medication by any route, positioning, wound care and other measures, Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Pafient prefers no transfer to
hospital for life-sustaining lreatments. Transfer if comfort needs cannot be met in current location.
Treatment Plan: Provide treatments for comfort through symptem management.

Selective Treatment. In addition to care described in Comfort Measures Only, use medical
treatment, antibiotics, |V fluids and cardiac monitor as indicated, No intubation, advanced airway
interventions or mechanical ventilation, May consider less invasive airway support (e.g. CPAF,
BiPAP). Transfer to hospital if indicated. Generally avoid the intensive care unit.

Treatment Plan: Provide basic medical treatments.

Full Treatment, In addition to care described in Comfort Measures Only and Selective Treatment,
use intubation, advanced airway interventions and mechanical ventilation as indicated,
Transfer to haspital and/or infensive care unit, if indicated
Treatment Plan: All treatments including breathing machine,
Additional Order:

DiscusseD WITH: (REQUIRED)

check | O Patient [ Parent of minor [ Relative, friend or other support person (without written

[0 Person appointed on advance directive appointment) - See reverse side for additional
[ Court-appainted guardian requirements for completion in persons with intellectual
P e or developmental disabilities,

List all names and relationship:

PATIENT ACKNOWLEDGEMENT (RECOMMENDED BUT NOT REQ!

Signature

be sent to the POLST Registry unless the patient wishes to opt ol ‘o opt out, check her
ATTESTA N OF MD /DO /NP /PA/ND (REQUIRED)
current medical :undmun and preferences.
Print Signing MD / DO / NP [ PAf ND Name: required Signer's Phone Number: S
MD /DO /NP / PAT ND Signature: required Date: required “Signed" means a physical signalure, electronic
signature or verbal order decumented per standard|
medical Refer o OAR 333-270-0030

SEND FORM WITH PATIENT
SUBMIT COPY OF BOTH SIDES OF FORM TO REGISTRY IF PATIENT DID NOT OPT OUT IN SECTION D

© CENTER FOR ETHICS [N HEALTH CARE, Oregon Health & Science University (OHSU)

The current POLST form for Oregon is form 2023 / 14t version.
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What is a POLST?

Portable Orders for Life-Sustaining Treatment

The POLST form is an out-of-hospital order set to be
followed by EMS, paramedics, ambulance teams and
emergency department personnel during a medical crisis.

POLST is intended for patients with advanced illness
(cancer that has spread, advanced heart disease, etc.) or
frailty. Though accurate predictions cannot be made,
death is typically likely in the foreseeable future.

POLST does not replace the Advance Directive.
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What is a POLST?

The POLST form transforms a patient’s treatment plan
and goals of care into a medical order. EMS and
emergency department personnel follow these orders,
unless new information is presented by a patient or their
legal decision-maker (health care representative).

The POLST process encourages shared, informed medical
decision-making that can lead to a set of portable medical
orders to respect the patient’s goals for care concerning
the use of cardiopulmonary resuscitation (CPR), life-
support and other medical interventions.

POLST is applicable across health care settings.
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Who benefits from a POLST?

A POLST is most helpful for someone who
wishes to set limits on the medical treatments
they would receive if an emergency occurred
today, in their current state of health.

POLST orders should be reviewed and revised
when the patient’s wishes or health status
changes.

POLST is not appropriate
for healthy individuals.
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DNR Does Not Mean “Do Not Treat”

* There are medical situations where an individual would
not want CPR but would want all other available
treatments

* For example, this order combination could make sense
for a patient managing advanced heart or lung disease
who would be okay with hospitalization and life
support but not with CPR

* Remain grounded in eliciting and honoring patients’
treatment preferences
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From

Guidance for Oregon’s Health Care Professionals
Revised Nov 17, 2022

Purpose: Who Should Have a POLST Conversation?

« Patients with advanced illness or frailty where accurate
predictions cannot be made but death is likely in the
foreseeable future.

« The POLST form should be completed after a goals of care
discussion and based on the patient’s current treatment

wishes...

- the treatments the patient would want if a crisis
occurred tonight.
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From

Guidance for Oregon’s Health Care Professionals
Revised Nov 17, 2022

Purpose: Who Should NOT Have a POLST Form?

« Patients with stable medical or functionally disabling
problems who have many years of life expectancy.

 Patients who would want all available treatments in some
situations but not in others.

»

 Reduce the overuse of POLST among those who are “too healthy.

» Unneeded for every patient being discharged to a Nursing Facility.

» Should NOT be completed for healthy patients at Medicare
Wellness Visits.

» Inappropriate for healthy individuals who would want everything
done in an emergency.
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Many Conversations about POLST wiill
not result in the creation of a POLST.

Most Full Code/Full Treatment
patients do not need a POLST,
as Full Code/Full Treatment is
the standard in emergency
medicine.

Consider how best to ‘ ) o
document these conversations 5

so that medical teams can build A N E"*
on care discussions over time.

Photo by: Age Cymru on Unsplash
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Differences between Advance Directive & POLST

_ Advance Directive POLST (Portable Orders for Life
Sustaining Treatment

Who is it for? Everyone 18 and older. People with a serious illness (cancer that
has spread, advanced heart disease, etc)
or who are very old and frail.

What kind of document is gX:C1Re[elelVlagl=Ig} & Actionable medical order.
it?

Who signs it? The individual fills it out and signs it. A doctor* fills it out and signs it after
Must be notarized or witnessed to be valid. discussing with the patient or their
health care representative.

Who keeps the form? The individual keeps the original where it can be The doctor* keeps a copy and sends it to
found. the Oregon POLST Registry.
Copies should be given to the doctor* and to The patient keeps a copy and places it
any listed health care representative(s). somewhere visible (like on the fridge).

(o= 1 R N0 [ [\ DE1 N ET3T-=8 Yes. Advance Directive can be revoked at any Yes. POLST forms can be voided or
R TR AU AU time. It is best to create a new Advance changed.

their mind? Directive.

LB RO SER L EE 1R An individual’s healthcare representative speaks The ambulance team, emergency
emergency and the on their behalf to honor that individual’s department staff and medical team look
person cannot speak for RUHYY for the POLST orders and follow them.

themself?

*Doctor means authorized signer of POLST forms (MD, DO, NP, PA, ND).

oregonpolst.org
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Oregon’s Advance Directive form can
be found here:

oregon.gov/oha/PH/ABOUT/Pages/ADAC-Forms.aspx

oregonpolst.org




Oregon POLST Form

Portable
Orders for
Life-
Sustaining
Treatment

*Also known as Physician Orders for Life-Sustaining Treatment

medication by any route, positioning, wound care and other measures, Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Pafient prefers no transfer to
hospital for life-sustaining lreatments. Transfer if comfort needs cannot be met in current location.
Treatment Plan: Provide treatments for comfort through symptem management.

Selective Treatment. In addition to care described in Comfort Measures Only, use medical
treatment, antibiotics, |V fluids and cardiac monitor as indicated, No intubation, advanced airway
interventions or mechanical ventilation, May consider less invasive airway support (e.g. CPAF,
BiPAP). Transfer to hospital if indicated. Generally avoid the intensive care unit.

Treatment Plan: Provide basic medical treatments.

Full Treatment, In addition to care described in Comfort Measures Only and Selective Treatment,
use intubation, advanced airway interventions and mechanical ventilation as indicated,
Transfer to haspital and/or infensive care unit, if indicated
Treatment Plan: All treatments including breathing machine,
Additional Order:

DiscusseD WITH: (REQUIRED)

check | O Patient [ Parent of minor [ Relative, friend or other support person (without written

[0 Person appointed on advance directive appointment) - See reverse side for additional
[ Court-appainted guardian requirements for completion in persons with intellectual
P e or developmental disabilities,

List all names and relationship:

PATIENT ACKNOWLEDGEMENT (RECOMMENDED BUT NOT REQ!

Signature

be sent to the POLST Registry unless the patient wishes to opt ol ‘o opt out, check her
ATTESTA N OF MD /DO /NP /PA/ND (REQUIRED)
current medical :undmun and preferences.
Print Signing MD / DO / NP [ PAf ND Name: required Signer's Phone Number: S
MD /DO /NP / PAT ND Signature: required Date: required “Signed" means a physical signalure, electronic
signature or verbal order decumented per standard|
medical Refer o OAR 333-270-0030

SEND FORM WITH PATIENT
SUBMIT COPY OF BOTH SIDES OF FORM TO REGISTRY IF PATIENT DID NOT OPT OUT IN SECTION D

© CENTER FOR ETHICS [N HEALTH CARE, Oregon Health & Science University (OHSU)

The current POLST form for Oregon is form 2023 / 14t version.

oregonpolst.org



A Section-by-Section Review
of the
Oregon POLST Form
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MEDICAL INTERVENTIONS:  When patient has a pulse and is breathing.

[J Comfort Measures Only. Provide treatments to relieve pain and suffering through the use of any
medication by any route, positioning, wound care and other measures. Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Patient prefers no transfer to
hospital for life-sustaining treatments. Transfer if comfort needs cannot be met in current location.
Treatment Plan: Provide treatments for comfort through symptom management.

Selective Treatment. In addition to care described in Comfort Measures Only, use medical
treatment, antibiotics, |V fluids and cardiac monitor as indicated. No intubation, advanced airway
interventions or mechanical ventilation. May consider less invasive airway support (e.g. CPAP,
BiPAP). Transfer to hospital if indicated. Generally avoid the intensive care unit.

Treatment Plan: Provide basic medical treatments.

Full Treatment. In addition to care described in Comfort Measures Only and Selective Treatment,
use intubation, advanced airway interventions and mechanical ventilation as indicated.
Transfer to hospital and/or intensive care unit, if indicated.

Treatment Plan: All treatments including breathing machine.
Additional Orders:

It is best practice to determine a patient’s answers to section B
before proceeding to Section A of the form.

Section B is designed to guide care in an acute situation when

the person is not in cardiopulmonary arrest (is responsive, has a
pulse and is breathing).

oregonpolst.org 14



* Choose ‘Comfort Measures Only’ when the patient's goals
are to maximize comfort and avoid hospitalizations unless
necessary to ensure comfort needs are met.

* This treatment plan is to maximize comfort through
symptom management. At times, antibiotics are used as a
comfort measure.

 |If appropriate, consider a palliative care or hospice care
referral and make treatment plan for providing comfort care
(e.g., pain and symptom management orders).

oregonpolst.org




* Choose ‘Selective Treatment’ when the patient's
preferences reflect a desire to be hospitalized if needed but
avoid mechanical ventilation and generally avoid intensive
care unit (ICU) care.

« Some patients may want hospitalization and treatments for
reversible conditions or exacerbations of their underlying
illness with the goal of restoring them to their current state
of health (e.g., hospitalization for dehydration, pneumonia).

oregonpolst.org



* Choose ‘Full Treatment’ if all life-sustaining treatments are
desired including use of intubation (insertion of a breathing
tube down the airway), advanced airway intervention,
mechanical ventilation, cardioversion, transfer to hospital and
use of intensive care as indicated with no limitation of
treatment.

* Note: Some patients with advanced illness might want all
measures including intensive care treatment and temporary
life support such as mechanical ventilation but would not
want to be resuscitated if these attempts fail and their heart
stops. A patient can request ‘DNR’ in Section A and ‘Full
Treatment’ in Section B.

« ‘Attempt Resuscitation’ chosen in Section A must be
followed with ‘Full Treatment’ in Section B and cannot
include any other option.

oregonpolst.org




A CARDIOPULMONARY RESUSCITATION (CPR):  Unresponsive, pulseless & not breathing.

creck | O Attempt Resuscitation/CPR [0 Do Not Attempt Resuscitation/DNR
One | Must check Full Treatment in Section B. If patient not in cardiopulmonary arrest, follow orders in B.

« Section A is designed to guide the medical response when a person with a
POLST form is in cardiopulmonary arrest (unresponsive, without a pulse and not
breathing).

 Many times in POLST consultations, Section A is completed before considering
the following Section B. However, the option chosen in Section B will often
guide the option to choose in Section A.

« If a person would want intensive interventions (like CPR and life support)
performed in some instances or under certain circumstances and not in other
instances, then a POLST would not benefit this person. Instead, an Advance
Directive would be the better form to document their medical wishes.

oregonpolst.org




Aligning ‘Yes to CPR’ with ‘Full Treatment’

If Attempt Resuscitation/CPR is selected in section A,
orders for Full Treatment must be chosen in section B.

This change was made in 2023 to avoid confusing
order combinations for emergency personnel.

oregonpolst.org




Appropriate Section A and B Combinations
as of July 1, 2023

Section B
Section A

v' Okay

DNR v' Okay v' Okay v' Okay

oregonpolst.org




Sect. B: Medical Interventions + Additional Orders
B

O Comfort Measures Only. Provide treatments to relieve pain and suffering through the use of any
medication by any route, positioning, wound care and other measures. Use oxygen, suction and

manual treatment of airway obstruction as needed for comfort. Patient prefers no transfer to
hospital for life-sustaining treatments. Transfer if comfort needs cannot be met in current location.
Treatment Plan: Provide treatments for comfort through symptom management.

O Selective Treatment. In addition to care described in Comfort Measures Only, use medical
treatment, antibiotics, IV fluids and cardiac monitor as indicated. No intubation, advanced airway
interventions or mechanical ventilation. May consider less invasive airway support (e.g. CPAP,
BiPAP). Transfer to hospital if indicated. Generally avoid the intensive care unit.

Treatment Plan: Provide basic medical treatments.

Full Treatment. In addition to care described in Comfort Measures Only and Selective Treatment,
use intubation, advanced airway interventions and mechanical ventilation as indicated.
Transfer to hospital and/or intensive care unit, if indicated.

Rlan: All treatments including breathing machine.

" | Additional Orders:

Patients sometimes request detailed ‘additional orders’, such as:
o "Only code for < 5 minutes."
o ‘Intubation for 1-2 weeks.”
o “No tracheostomy.”
o “No Feeding-Tube!"” or “Tube feeding ok for a month.”

> Often these requests CANNOT be honored (ambulance teams follow protocols
and so cannot follow an order to “code for just a few minutes”, for example).

» Such requests are best documented in medical record/Advance Directive and
discussed with surrogate decision maker.

oregonpolst.org




DiScUSSED WITH: (REQUIRED

check | [J Patient [ Parent of minor [ Relative, friend or other support person (without written

AllThat | [ person appointed on advance directive appointment) - See reverse side for additional
Apply requirements for completion in persons with intellectual

[ Court-appointed guardian or developmental disabilities.

List all names and relationship:

Documentation of who participated
in the POLST discussion is required.

« All individuals who participated in the POLST discussion
should be documented in Section C.

= This includes individuals who may have participated in

the conversation virtually (e.g., by phone or video
teleconference).

oregonpolst.org




The requirement to document who participated in the POLST
discussion reinforces the patient’s right to have support
person(s) involved in these important end-of-life conversations.

What is the difference between
a health care representative and a support person?

@ A Health Care Representative (HCR) is responsible for making health
care decisions based on his/her knowledge of what the individual
would have decided in the specific circumstance. The HCR is legally
appointed in a validly signed Advance Directive and not in a POLST.

O A Support Person can be a family member, guardian, personal care
assistant or other paid or unpaid attendant selected by the patient to
physically or emotionally assist the patient or to ensure effective
communication with the patient.

The Health Care Representative and the Support Person
can be one and the same person.

oregonpolst.org




PTIENT ACKNOWLEDGEMENT (RECOMMENDED BUT NOT REQUIRED)

Name (print): Relationship (write “self” if patient):

This form will be sent to the POLST Registry unless the patient wishes to opt out. To opt out, check here. [ 1

* Oregon does not require a signature from the patient or legal decision
maker, but it is strongly encouraged. In this respect, the signature of a
patient or their legal representative serves to acknowledge that the
orders on the form accurately convey the patient’s preferences. For
other states that require a patient or legal decision maker signature, this
section should be signed to help ensure that an Oregon POLST will be
honored in those states, like Washington.

 The POLST form does NOT appoint a legal decision maker. Neither
Section C nor D appoints a legal decision maker. That can only be done
on an advance directive.

e The “Opt Out” Box - Health care professionals (MD/DO/NP/PA/ND)
who complete, modify or revoke a POLST form are required to fax or
electronically submit a copy to the POLST Registry unless the patient or
legal decision maker checks the “opt out” box. It is not the responsibility
of the patient to submit their completed form to the Registry.

oregonpolst.org




ATTESTATION OF MD / DO / NP / PA/ND (REQUIRED)

By signing below, | attest that these medical orders are, to the best of my knowledge, consistent with the patient’s
current medical condition and preferences.

Print Signing MD / DO / NP / PA/ ND Name: required Signer’s Phone Number: Signer’s License Number: (optional)

MD /DO /NP / PA/ ND Signature: required Date: required “Signed” means a physical signature, electronic

signature or verbal order documented per standard
medical practice. Refer to OAR 333-270-0030

* The legally valid signers of Oregon POLST forms are
physicians (MD or DO), Nurse Practitioners (NP), Physician
Associates (PA), or Doctors of Naturopathy (ND). One of
these professionals must sign or verbally authorize the
POLST form for the orders on it to be valid.

 Forms may be completed on paper or electronically and
signed using an electronic signature.

* Please note: Orders entered into the POLST Registry expire
10 years from the date of signing.

oregonpolst.org




Essential Sections on the Back of
the Oregon POLST Form

Information Regarding POLST PATIENT’'S NAME:

The POLST form is:
Always voluntary and cannot be required
A medical order for people with a serious illness or frailty
An expression of wishes for emergency treatment in one’s current state of health (if something happened today)

+ Aform that can be changed at any time, with a health care professional, to reflect new treatment wishes
L ]

NOT an advance directive, which is ALSO recommended. An advance directive is the appropriate legal document to
appoint a health care representative. See ORS 127.527

« The POLST form includes an educational section with key
points such as who the POLST form is intended for, its
purpose, and to clarify that the form is not an Advance
Directive.
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Essential Sections on the Back of
the Oregon POLST Form

Emergency Contact: Relationship: Phone Number:

Health Care Professional’s Information

Preparer's Name Preparer’s Title Phone Number: Date Prepared:

Primary Care Professional’'s Name

* The patient’s emergency contact section is optional.

oregonpolst.org




Essential Sections on the Back of
the Oregon POLST Form

Directions for Health Care Professionals

Completing Oregon POLST®

Discussion and attestation should be accompanied by a note in the medical record.
Any section not completed implies full treatment for that section.

An order for CPR in Section A requires an order for Full Treatment in Section B, or the form will not be accepted into the Registry.

Photocopies, faxes and electronically-signed forms are legal and valid.
Verbal / phone orders from MD/DO/NP/PA/ND in accordance with facility/community pelicy can be submitted to the Registry.

For information on determining the legal decision maker(s) for patients who lack capacity and have not appointed a health care
representative, refer to ORS 127.635

A person with intellectual or developmental disabilities requires additional considerations before completing the POLST form. Refer to
Guidelines on POLST Use for Persons with Significant Disabilities who are Now Near the End of Life at: osf.io/f852b

» Special consideration must be given to patients with
significant disability or severe mental health condition.
(Refer to POLST Use for Patients with Significant Disabilities
who are Now Near the End of Life.)
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Quality Improvement

« NQF 0326 “Advance Care Plan” (National Quality Forum-
endorsed ACP measure)

 Denominator = all patients 65 years and older.
* Applies to qualifying visits in all care setting except the
ED.
 Individuals receiving hospice care are excluded.

 Numerator = Patients who have an advance care plan or
surrogate decision maker documented in the medical record
or documentation in the medical record that an advance
care plan was discussed but patient did not wish or was not
able to name a surrogate decision maker or provide an
advance care plan.
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Opportunities for meeting Advance Care
Planning Quality Metrics

 The NQF metric appropriately emphasizes ACP
conversations rather than completion of forms.

* The challenge is often how to measure/report that these
conversations have occurred.

 Documenting surrogate decision maker is both clinically
meaningful and can often be tracked/measured in the EHR.

* Developing standards for how and where to put ACP
conversations in the chart is clinically meaningful for
patients and would improve ability to “get credit” for these
Important conversations.
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Misperception that POLST is Required in
Long-term Care Settings

Photo by: Age Cymru on Unsplash
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How to Use POLST Appropriately in Nursing
Facilities and Other Long-term Care Settings

« POLST is always voluntary and cannot be required as a condition

to receive care or transportation or reside in a long-term care
facility. ORS 127.672

* The best practice is to use a facility order to indicate a resident’s
code status.

* Full Code POLSTSs should not be routinely created as Full Code is
the care automatically provided.

* An Advance Directive is more appropriate for Full Code residents.
An Advance Directive allows residents to document their health
care goals, values, and wishes. An Advance Directive allows
individuals to appoint a health care representative to
communicate their wishes for care when the individual cannot
make such decisions for themselves.
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Role of POLST for Residents being
Transported Out of Facility

« POLST is not required for transport. Paramedics and
ambulance teams will ask if a resident has a POLST so they can
honor a resident’s wishes that would be other than Full Code.

 If a resident does not want to receive CPR, that person should
be offered a DNR POLST. In the absence of a DNR POLST,
paramedics and ambulance teams must provide CPR.

OREGON DEPARTME[\IT OF
Human Services

Informational cards with these instructions and the following image
have been created for distribution as a cooperative project of
ODHS Safety, Oversight and Quality and the Oregon POLST Program.
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Upon admission, initiate a conversation about resident’s code status.
Refer to current POLST, if available. Use facility order (not POLST) to indicate preferred code status.
If resident’s wishes conflict with existing POLST, then offer a new POLST.

Y

Does the resident wish
to receive CPR if their heart stops?
FProvided the understanding that CPR
typically includes mechanical ventilation

Unlikely to benefit from a POLST. (e suppori) if successiul. Consider a DNR POLST and

Offer an Advance Directive. clarfy preferred level of treatment.
**CPR is provided by default.*** ***Refer to Section B of POLST. ™™

Advance Directive POLST

Legal document that states preferences for treatment. Medical orders that immediately take effect.
EMS cannot follow (because not medical orders). EMS can follow these medical orders.

Must be offered to all nursing facility residents. Mot relevant for all residents.
Always voluntary to complete. Always voluntary to complete.

Appoints a health care representative. Does not appoint a health care representative.

Helpful to all adults, as it provides guidance for future  Most helpful to individuals with serious illness who wish
health care treatments. to set limits to emergency treatments.

oregonpolst.org
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POLST Forms Signed by Verbal Order
for Home Health & Hospice Patients and
Residents of Long-term Care Facilities

 The Oregon POLST Registry will accept verbal/phone
orders from MD/DO/NP/PA/ND in accordance with the
submitting facilities’ verbal order policy.

* Verbal orders should be documented per medical practice
standards. Refer to OAR 333-270-0030.
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Suggested Steps for Verbal Orders

* A designated trained staff person assists a patient or legal decision
maker to complete the POLST form. If the signer is not present, a verbal
order for POLST is obtained from the responsible physician/nurse
practitioner/physician associate.

« Per their institutional/organizational policy, an authorized staff person
documents the verbal order (‘VORB’ or ‘VO’ or ‘TO’) with the first and
last name of the authorizing physician/nurse practitioner/physician
associate along with their name and role in the signature box, the date
the order was authorized in the required date field and legibly prints the

first and last name of the authorizing professional in Section E ‘Print
Signing MD/DO/NP/PA/ND Name.’

« Same day submission: The staff person, using a fax cover sheet, faxes it
to the Registry and returns the POLST form as soon as possible to the
patient’s home.

» Fax to the Registry the authenticated/signed POLST form once it is
available.

oregonpolst.org




ACP and related Coding,
Billing & Documentation
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ACP Billing Codes and Charges

Time based: Only include time directly engaged in goals of care discussion.

99497 30 min 99498 for each
s . Can be used by
(spend at least 16 additional 30 min . .
. . itself or with other
minutes in ACP (spend at least 46
. . CPT codes

conversations) minutes)
Can be used as The patient may,
many times as or may not be

needed present

oregonpolst.org




CPT Codes - Office Visits (2024)

Must meet 2 of 3 areas of Medical Decision Making
(Problems, Data, Risk)

CPT Descriptions Data Reviewed Medical Decision- Time | Work
Codes Making Level (min) | RVU

Evaluation and Management (E/M)

99214

1 or more chronic illnesses
with exacerbation or
progression

or 2 or more stable chronic
illnesses

or 1 acute illness with
systemic symptoms

1 or more chronic illnesses
with severe exacerbation
or 1 acute or chronic
iliness posing threat to life
or function

oregonpolst.org

Moderate (>2 categories
of data:

- review & order of tests
- independent historian
- review of external
records/images)

Extensive (=3 categories of
data:

- multiple orders/reviews

- discussion with external
provider

- test interpretation)

Moderate (e.g., Rx drug
management, minor
surgery with risk, social
determinants impacting
care)

Advance care planning
discussion

High (e.g., drug therapy
with monitoring, decision
regarding hospitalization
or surgery, Decision or
consideration not to
resuscitate or to de-escalate
care because of poor
prognosis)

30-39 1.92

40-54 2.80

1



In Summary

Advance Care Planning
documents (Advance
Directive, POLST) should
be the result of ongoing
robust, compassionate
conversations involving
the patient and their
loved ones.

POLST is most helpful for
individuals with
advanced illness (cancer
that has spread,
advanced heart/lung
disease) or frailty,
particularly if they wish
to set limits on the care
they would receive in an
emergency.

There are billing codes
that support the
important work of
providing thoughtful,
patient-centered care for
individuals who are
nearing the end of life.

oregonpolst.org




Take Aways

« DNR # Do Not Treat Avoiclil overuie of POLST

* It is legally required (and 'TO count” for quality
ethically the right thing to do!) Improvement
to offer a support person to an e As a cost-saving
individual with intellectual or measure
developmental disability when
having a conversation that * To document code
could result in a decision to status in LTC settings
limit treatments. - As a way to document

* Encourage conversations with 3 conversation about

family/loved ones when a

POLST is created. goals of care

oregonpolst.org



Essential Resources for
Oregon Health Care Professionals

POLST

oregonpolst.org



Learn more about POLST at:
oregonpolst.org/health-professionals/

ORFEGON

POLST Can Help You
and Your Loved Ones

‘What is a POLST form?
POLST stands for Portable Orders for Life-Sustaining Treatment.

It turns your wishes for medical treatment into medical
orders when you are very sick.

Some people want to be on life support machines in the
hospital. Other people want to at stay home with family
when they are very The choice is yours.

OREG - e 8 :
r s % 911 and emergency staff will follow these orders in an
= 3 emergency.

MORTARIF OQRDFIR: FASURTAINING TREATNVFNT - - What does a POLST do?

<+ It states the types of treatments you want or do not want when you are very s
frail.

e support mac

< It giv y over the medical treatment you get in an emerg

+“ It guides medical treatment if you cannot say what treatments you want.

‘Who needs a POLST?

APOLST r a person who 'k with a serious
illness like advanced heart disease or when cancer
has spread.

It is also for a person who is older and frail who might
not want all types of treatment. It can be for a person
who does not want to go to the Intensive Care Unit
(ICU) or be on life support machi

U d t d . P O L ST A doctor can help you know if y hould have a POLST.

n e S a n I n g APOLST is not for an unexpected event like a car accident.
It is for when something happens to you because you are already so sick. For instance, if
you were to stop breathing because of your illness.

oregonpolst.org



Have Questions?
OREGON

POLS T

PORTABLE ORDERS FOR LIFE-SUSTAINING TREATMENT

Contact us:

oregonpolst.org
F (503) 494-3965 f- -y |
: polst@ohsu.edu ' -
Anthony Antoville Christine Mullowney, ME)
Executive Director Program Medical Director

oregonpolst.org
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