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Objectives
• Differentiate palliative care from hospice
• 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

Kernick et al. 2018 
Systematic Review

• ACP ↓ 
hospitalizations

• ACP ↑ use of PC
• Supported deaths in 

desired location

Auerbach et al. 2015 
Preventable 

Readmissions

• Inadequate sx mgmt
• Poor care 

coordination & 
monitoring of pt 

• Pt need for addl svcs
• Lack of ACP/GOC 

Searle et al. 2022 
Systematic Review of 

RCTs

• ACP & PC 
intervention 
“significant” ↓ 
hospitalizations from 
NHs

O’Connor et al. 2015 
PC to Prevent Hospital 

Readmissions

• PC consults in 
hospital reduced 
readmissions by 50%

• When ACP/GOC 
included, reduced by 
75%

Baxter et al. 2018 
PC Across the 

Continuum

• PC in NH ↓ 
readmissions from 
NF from 26% to 10%
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Palliative Care 



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

What Is Palliative Care?

Specialized 
medical care

Relieves 
pain, sx, 

stress

Improves 
QOL

Inter-
disciplinary 

team

Any age, 
any stage 
of illness
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Linear Medical Model 
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Integrated Care Model
Fo

cu
s 

of
 

C
ar

e

Death

Curative/Acute Care

Palliative Care
Bereavement 

Care

Advanced 
Illness

Terminal 
Illness

Hospice
Care

Post-Acute/ 
Rehab



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

Twin Pillars of
Palliative Care

Symptom 
Management

Advance Care 
Planning/Goals 

of Care
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Palliative Care v. Hospice 

Palliative Care
Serious illness
Any age, any stage

Along with curative tx

Programs/svcs vary

Payment models vary

Hospice
Terminal illness

≤ 6 months prognosis
No curative tx

Regulated, standardized

Set per-diem rates
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Palliative Care v. Hospice 

Palliative Care
HospiceSerious illness

Terminal illnessAny age, any stage

≤ 6 months prognosisAlong with curative tx

No curative txPrograms/svcs vary

Regulated, standardizedPayment models vary

Set per-diem rates

Team-based care focused 
on relieving pain, 

improving QOL, supporting 
patient and caregiver 

preferences and needs
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Care Planning 
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POLST
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Advance Care Planning

ACP is a process that supports a person
• At any age or stage of health
• In understanding & sharing personal values, life goals, and preferences
• Regarding future medical care

The goal of ACP is to
• Identify a trusted surrogate decision maker
• 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
Complete an Advance Directive 

Complete a POLST Form

Age 18

Treatment Wishes 
Honored

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

Update Advance Directive Periodically

C
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S
A

T
I

O
N

S
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ACP Process
A series of conversations about

• Diagnoses, abilities, limitations, resources, treatment preferences

• Hopes, goals, and concerns about the future

What is important to the individual

• AHCD, POLST

Completing documents

Honoring wishes

The realities facing the individual
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POLST 
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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
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Advance Health Care Directive vs 
POLST

• Adults only
• Appoint agent
• Future care instructions
• Many different forms
• Not easily accessible
• Signed by person, 

witnesses or notary
• Not always actionable or 

honored

• Adults & minors
• Specific choices for tx

and scope
• Standardized form
• “Stays with patient”
• Signed by patient/agent 

& MD/DO, APP
• Medical order; must be 

honored 
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Indications
for POLST

Seriously ill Medically 
frail

Chronic/ 
progressive 
condition

Advanced 
age
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POLST …
• Is always voluntary for patients
• Is not indicated for all patients
• Should be revisited when an unexpected or 

significant change of condition occurs
• 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 
condition Prognosis Realistic 

outcomes

Goals Choices based 
on values Focus of care
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Conversation Starters
• Let’s talk specifically about a few important medical choices we 

might need to make in a hurry.
• This is 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 POLST 
Algorithm

From what you’ve said so far, 
it sounds like your goal is to . . . 

Is that right?

Full Treatment
CPR: Yes/No

ANH: Long-term, Trial, or 
None

Selective 
Treatment

CPR: NO

ANH: Trial, None; Probably 
not long term

Comfort-Focused 
Treatment

CPR: NO

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

POLST Section B POLST Sections A and C
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Decision Aids
Patient-friendly explanations of key medical 
procedures to aid treatment decisions

Available in English, Spanish, Chinese, & Vietnamese



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



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

Summing up
• “Cure sometimes; relieve 

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

Everything’s 

better with 

butter!
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