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Objectives

* Differentiate palliative care from hospice

e Compare Advance Health Care Directive and
POLST as tools for advance care planning

* Place ACP conversations in continuum of care

* Implement effective approaches to advance
care planning and POLST
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Why Advance Care Planning and
Palliative Care?

* Proven to reduce readmissions and hospitalizations

Auerbach et al. 2015 Searle et al. 2022 O’Connor et al. 2015

Kernick et al. 2018

Systematic Review

e ACP {
hospitalizations

e ACP  use of PC

e Supported deaths in
desired location

Preventable
Readmissions RCTs

Systematic Review of

PC to Prevent Hospital
Readmissions

e ACP & PC
intervention

e PC consults in
hospital reduced

“significant” J, readmissions by 50%
monitoring of pt hospitalizations from e When ACP/GOC

e Pt need for addl svcs NHs included, reduced by

e Lack of ACP/GOC 75%

e Inadequate sx mgmt

e Poor care
coordination &

Baxter et al. 2018

PC Across the
Continuum

e PCin NH
readmissions from
NF from 26% to 10%
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What Is Palliative Care?
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Traditional Medical Model

Curative/Acute Care

B

Hospice
Care

Focus of
Care

Advanced Terminal Death
lliness lliness
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Linear Medical Model

Curative/Acute Care Post-Acute/

o
n 9 Rehab
= ©
S I oS pice
LL Care
Bereavement
Care
Advanced Terminal Death
lliness lliness
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Integrated Care Model

Post-Acute/
Curative/Acute Care Rehab

Focus of
Care

Bereavement
Care

Palliative Care

Advanced Terminal Death
lliness lliness

Copyright © 2023, Coalition for Compassionate Care of California. All rights reserved.



Advance Care
Planning/Goals
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Palliative Care v. Hospice

Palliative Care

Serious illness Hospice

Any age, any stage Terminal illness

Along with curative tx <6 months prognosis

Programs/svcs vary No curative tx

Payment models vary Regulated, standardized

Set per-diem rates
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Palliative Care v.

Pallic Team-based care focused
on relieving pain,
improving QOL, supporting
patient and caregiver ~ prognosis
preferences and needs

julated, standaraized

Set per-diem rates
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Focus for Care Planning

Healthy adults Diagnosis or aging Terminal iliness

Advance Care Anticipating

: Care Planning in Serious _ :
U lliness Conversations for QoL End of Life Grief Support

AHCD POLST

Curative Care

Hospice
Care

Palliative Care Bereavement
Care

Focus of
Care

Diagnosis of Terminal Death
Serious lliness lliness
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Advance Care Planning

ACP is a process that supports a person

e At any age or stage of health
e |[n understanding & sharing personal values, life goals, and preferences
e Regarding future medical care

The goal of ACP is to

e |dentify a trusted surrogate decision maker

e Help ensure that people receive medical care consistent with their
values, goals and preferences during serious or chronic illness
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ACP Across the Continuum

Age 18 ‘1'

c - Complete an Advance Directive I
N

v  Update Advance Directive Periodically |
E

R Diagnosed with Serious or Chronic,
° A Progressive lliness (at any age)
, Complete a POLST Form _‘l'

N Treatment Wishes
Honored
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ACP Process

A series of conversations about

et The realities facing the individual

.

|

* Diagnoses, abilities, limitations, resources, treatment preferences

sl  What is important to the individual

® Hopes, goals, and concerns about the future

sl  Completing documents

* AHCD, POLST

sl Honoring wishes

.

\

Copyright © 2023, Coalition for Compassionate Care of California. All rights reserved.

Q

COALITION ror
COMPASSIONATE CARE
oF CALIFORNIA



COALITION for

@ COMPASSIONATE CARE

oF CALIFORNIA

Copyright © 2023, Coalition for Compassionate Care of California. All rights reserved.



POLST: Physician Orders for Life-
Sustaining Treatment

* Physician’s/APP’s Medical Order

* Provides instructions regarding
specific medical treatment NOW

* Must be accepted/honored across
healthcare settings

* Valid if appropriately signed
 ALWAYS VOLUNTARY
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Advance Health Care Directive vs

POLST

California Advance

Health Care Directive

This form lets you have a say about how
you want to be freated if you get very sick.

This form has 3 parts. It lefs you:

‘Part 1: Choose a medical decision maker.
§ —

‘A medical decision maker is a person who can make
health care decisions for you if you are foo sick to
make them yourselt.

-

|Part 2: Make your own health care choices.

This form lefs you choose the kind of health care you want.

This way, those who care for you will not have 1o guess
‘what you wanf if you are too sick 1o tell them yourself.

| Part 3: Sign the form.
—

It must be signed before it can be used.

You can fill out Part 1, Part 2, or both.
Fill out only the parts you want. Always sign the ferm in Part 3.
2 witnesses need {o sign on page 11 or a notary public on page 12.

YOUR NAME: l
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T,
Health Care Directive

meeme e+ Adultsonly

-t Appoint-agent

;(?ﬁ * Future care instructions
¢y~ Many different forms
y === Not easily accessible

~. ... Signed by person,

e withesses or notary

oo 0. NOt-@always actionable or
honored

1
o ol
—Q

YOUR NAME:

Copyright © 2023, Coalition for Compassionate Care of California. All rights reserved.

===« Specific choices for tx
e and SCope

vy mersaio Sacm

— * Standardized form
SSEEEEE . “Stays with patient”
="+ Signed by patient/agent
| & MD/DO, APP
=me=umes o Medical order; must be

i N honored
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Indications
for POLST

Medically

Seriously ill P

Chronic/
progressive
condition

Advanced

age
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Physician Orders for Life-Sustaining Treatment (POLST)
Eirst follow these orders. then contact

Patient Last Name: Date Form Prepared:
ici A copy of the signed POLST
form is a legally valid physician order. Any section | Patient First Name: Patient Date of Birth:
not completed |mplle‘s iull treatment for that section.
EMSA#111 B POLST ive and | Patient Middle Name: Medical Record #: (opticnal)

(Effactive 4/ 12017} is not intended to replace that documenl
A CARDIOPULMONARY RESUSCITATION (CPR): fpatient has no puise and is not breathing.
i If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C.
one | O Attem pt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)

[0 Do Not Attempt Resuscitation/DNR (Allow Natural Death)

B MEDICAL INTERVENTIONS: if patient is found with a pulse and/or is br ing
Chack O Full Treatment — primary goal of prolonging life by all medically effective means.
One In addition to treatment described in Selective Treatment and Comfort-Focused Treatment, use intubation,

advanced airway interventions, mechanical ventilation, and cardioversion as indicated.
O Trial Period of Full Treatment.

O Selective Treatment — goal of treating medical conditions while avoiding burdensome measures.
In addition to treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and
IV fluids as indicated. Do not intubate. May use non-invasive positive airway pressure. Generally avoid
intensive care.

transfer to ital only if comfort needs canrnot be met in current focation.

O Comfort-Focused Treatment — primary goal of maximizing comfort.
Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual
treatment of airway obstruction. Do not use treatments listed in Full and Selective Treatment unless consistent
with comfort goal. Request transfer to hospital gnly if comfort needs cannot be met in current location.

Additional Orders

C ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
Check O Long-term artificial nutrition, including feeding tubes. Additional Orders:
One | O Trial period of artificial nutrition, including feeding tubes.
O No artificial means of nutrition, including feeding tubes.

D INFORMATION AND SIGNATURES:

Discussed with: 0O Patient (Patient Has Capacity) O Legally Recognized Decisionmaker

O Advance Directive dated available and reviewed = Health Care Agent if named in Advance Directive:
O Advance Directive not available Name:

O No Advance Directive Phone:

Slg nature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA)

signature below indicates to the best ofmy knowledge that these orders are consistent with the patient’s medical condition and preferences
Prlnt Phy: n/MNP/PA Name Physician/NP/PA Phone Physician/PA License # NP Ce

Physician/™NP/PA Signature: (required) Date:

Signature of Patient or Legally Recognized Decisionmaker
| am awsare that this form is veluntary. By signing this form, the legally recognized decisionmaker acknowledges that this request regarding

resuscitative measures is consistent with the known desires of and with the best interest of, the individual who is the subject of the formn
Print Name: Relationship: (write self if patent)
Signature: (required) Date: Your POLST may be added to a
secure electronic registry to be
Mailing Address (street/city/state/zip): Phone Number: accessible by health providers, as
pemmitted by HIPAA.

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED

*Form versions with effective dates of 1/1/2008, 4/1/2011.10/1/2014 or 01/01/2016€ are also valid

Copyright © 2023, Coalition for Compassion



PAA PER D O RE OF PO O O o A ARE PROVIDER A AR

Patient Information
Name (last, first, middle): Date of Birth:

Gender:

F

Preparer Name {if other than signing Phys n/NP/PA,
Name/Title; Phone #:
Additional Contact O None

Name: Relationship to Patient: ‘ Phone #:

Directions for Health Care Provider

Completing POLST

= Completing a POLST form is voluntary. California law requires that a POLST form be followed by healthcare providers,
and provides immunity to those whe comply in good faith. In the hospital setting, a patient will be assessed by a physician,
or a nurse practitioner (NP) or a physician assistant (PA) acting under the supervision of the physician, who will issue
appropriate orders that are consistent with the patient’s preferences.

« POLST does not replace the Advance Directive. \When available, review the Advance Directive and POLST form to
ensure consistency, and update forms appropriately to resolve any conflicts.

= POLST must be completed by a health care provider based on patient preferences and medical indications.

= A legally recognized decisionmaker may include a court-appointed conservator or guardian, agent designated in an Advance
Directive, orally designated surrogate, spouse, registered domestic partner, parent of a minor, closest available relative, or
person whom the patient’s physician/NP/PA believes best knows what is in the patient's best interest and will make decisions
in accordance with the patient's expressed wishes and values to the extent known

= A legally recognized decisionmaker may execute the POLST form only if the patient lacks capacity or has designated that the
decisionmaker’'s authority is effective immediately.

= To be valid a POLST form must be signed by (1) a physician, or by a nurse practitioner or a physician assistant acting under
the supervision of a physician and within the scope of practice authorized by law and (2) the patient or decisionmaker. Verbal
orders are acceptable with follow-up signature by physician/NP/PA in accordance with facility/community policy.

= |If a translated form is used with patient or decisionmaker, attach it to the signed English POLST form.

= Use of original form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A copy
should be retained in patient's medical record, on Ultra Pink paper when possible.

Using POLST

= Any incomplete section of POLST implies full treatment for that section

Section A:

« |f found pulseless and not breathing, no defibrillator {including automated external defibrillators) or chest compressions
should be used on a patient who has chosen "Do Not Attempt Resuscitation.”

Section B:

= When comfort cannot be achieved in the current setting, the patient, including someane with “Comfort-Focused Treatment,”
should be transferred to a setting able to provide comfort {e.g.. treatment of a hip fracture).

= Non-invasive positive airway pressure includes continucus positive ainway pressure (CPAP), bi-level positive airway pressure
(BiPAP), and bag valve mask (BVM) assisted respirations.

« |V antibiotics and hydration generally are not “Comfort-Focused Treatment.”

= Treatment of dehydration prolongs life. If a patient desires |V fluids, indicate “Selective Treatment” or “Full Treatment.”

= Depending on local EMS protocol, "Additional Orders” written in Section B may not be implemented by EMS personnel

Reviewing POLST

It is recommended that POLST be reviewed periodically. Review is recommended when:

= The patient is transferred from one care setting or care level to another, or

= There is a substantial change in the patient’s health status, or

= The patient’s treatment preferences change.

Meodifying and Voiding POLST

= A patient with capacity can, at any time, request alternative treatment or revoke a POLST by any means that indicates intent
to revoke. It is recommended that revocation be documented by drawing a line through Sections A through D, writing “VOID"
in large letters, and signing and dating this line.

= A legally recognized decisionmaker may request to moedify the orders, in collaboration with the physician/NP/PA, based on
the known desires of the patient or, if unknown, the patient's best interests.

This form is approved by the California Emergency Medical Services Authority in cooperation with the statewide POLST Task Force.
For more information or a copy of the form, visit www.caPOLST.org

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
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POLST ...

* Is always voluntary for patients
* |s not indicated for all patients

* Should be revisited when an unexpected or
significant change of condition occurs

e Can be voided or changed by patient at any time

* Surrogate can void or change in discussion with
provider when circumstances change
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POLST Is Not Just a Check Box

It represents a conversation

Medical . Realistic
Prognosis

condition outcomes

Choices based

Focus of care
on values
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L
Conversation Starters

* Let’s talk specifically about a few important medical choices we
might need to make in a hurry.

* Thisis a POLST form. We use it to record those choices so
anyone caring for you will know what you want. Once it’s done
and signed, it’s a medical order — like a prescription. You keep
it with you, even when you go home. Any doctor or emergency
responder has to follow the orders as we’ve marked them.

 We don’t have to use this form, but we’ve found that it’s really
helpful so everyone can be on the same page. Sound good?
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A P O LST POLST Section B POLST Sections Aand C

AlgOrlthm Full Treatment

ANH: Long-term, Trial, or
None

: . CPR:NO
From what you’ve said so far, Selective _

it sounds like your goalisto ... Treatment
Is that right? ANH: Trial, None; Probably
not long term

Comfort-Focused
Treatment

ANH: Trial, None; Long term
only if comfort goal
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Decision Aids

Patient-friendly explanations of key medical
procedures to aid treatment decisions

Available in English, Spanish, Chinese, & Viethamese
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CPR
Decision Aid

What is CPR?

CPR (Cardio-Pulmonary Resuscitation) is an attempt fo restart a person's heart when the
heart has stopped beating or cannat pump blood

Ventilator
Decision Aid

What is a ventilator?

A venfilator also called o breathing machine] does the work for the lungs when
someone is unable to breathe on their own.

How is CPR done?

Many people hove seen CPR on felevision. TV often
makes CPR look quick and easy. But it is not.

During CPR:

The chest is pushed down two (2] or more inches
many times each minute to make the heart pump.
Sirong electrical shacks may be given through the
chest 1o make the heart beat at @ normal rate.
Medicine may be given, usually through an IV
[intravenous] line.

A mask may be placed on the foce or o fube in the
windpipe (rachec). These are olten used fo assist with breathing

What hoy when is attached to o ventilator? How is it done?

* A tube is ploced through the mouth or nose down inte the person’s windpipe [racheal.

* A machine [the venilator} pushes oir through a tube info the lungs.

* Medicines are offen given in an IV (infravenous) line to make o person sleepy so they
feel less pain or discomfort.

When do people need CPR?
Itis needed when someone’s heart stops. When this happens, healthcare providers will
try CPR unless the person has leted @ DMR [Do-Mot-R | arder or a POLST

|Physician Order for Life-Sustaining Treatment) that says they do not want CPR,

How might CPR help a person whose heart has
stopped?
The goal of CPR is fo restart o person’s heart.

Wha should use this guide?
® CPR can pump bloed and suppert the body's organs, This decision aid is for

like the brain. people with serious illness.
. CFK may give the medical feam time to keep the heart  1can b’“”_d to support
beating uger restarting. medical decision-making
and conversafions about

CPR may give the medical team fime to try to find and
try to treat the medical problem thet coused the heart
to stop pumping.

When do peaple need a ventilator?

It may be needed for people who cannot breathe normally
on their own. Breathing problems moy be shortterm
(temparary) or long-term [permanent).

It is standard medical practica to use a venfilator to treat
peaple who cannot breathe on their own, unless the person
has chosen not to have it.

Reasons for short-term ventilator use may include:

*® Surgery with anesthesia [medicine that makes you nleepl.

* A sudden, serious illness, or a severe injury,

* Problems caused by serious lung disease, such as Who should use this guide?
COPD hroni caiucive puincnan dcase, s dsidon i

= Fluld in the lungs from heart problems or swelling. fiaai ;L”L?::;pon?

Reasons for long-term ventilator use may include: m;‘ii:d dul!‘mm

. = and conversations ol
wE):lrim:d\ol\jeqkness, when the breathing muscles do not e )

* Being in o coma, when the brain and nerves that Mote: This document does
control breathing do not work normolly. not discuss opfions for non-

* Diseases of the muscles or nerves, injury to the spinal invasive breathing support.
cord, or severe lung damage, That means ways o he!p

Some pecple might permanently lose the ability to you breathe without using o

breathe on their own. ventilator.

Tube Feedi
Decision Aid

What is tube feeding or arfificial nutrifion?
Tube feeding (also called artificial nutrition] is o medical treatment that provides liquid food
[nutriticn] fo the body.

How is tube feeding given?

It is given as a liquid through one of the following kinds of tubes:

® An NG tube [nascgaslric tube) inserted through the nose
info the stomach.

® A PEG tube (p ! y tube) or
G-Tube [goslroslomy tube) which is p\aced by surgery
through the skin inio the stomach. This surgery is used if
nutrition is needed for more than o few weeks.

When do people need tube feeding?

When a person cannot eat normally or enough by mouth, or they have problems
swallowing. These problems may be shortterm (temporary) or long-term [permanent].
Reasons for short-term tube feeding may include:

® A sudden, serious illness, surgery, or a severe injury.

® Brief loss of alertness or awareness.

* To cope with special treatments, like radiation.

Reasons for long-term tube feeding may include: Who should use this guide?
® Inability to eot enough food by mouth. This docision aid is for ‘
® Loss of ability to eat normally or to swallow safely due people with serious illness.

fo illness, stroke, or injury. It can be used to support
® Brain injury with a loss of alertness or awareness. medical decision-making
® Loss of ability to use (digest) food normally (for ond conversafions ?bwr

example, from bowel disease or stomach surgeries). '"b”'.di"g lartificial

Copyright © 2023, Coalition for Compassionate Care of California. All rights reserved.
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Summing up
e “Cure sometimes; relieve Everyl“i“g’s

often; comfort always”

* Plan ahead so care can match
patient goals and preferences

 Palliative care + ACP + POLST =
improved QOL & satisfaction;
lower utilization of ED, hospital
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