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“Death is an inevitable 
aspect of the human 
condition. 

Dying badly is not.”

Bruce Jennings, et al, 2003
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Limitations of Advance Directives
• Since 1970s, primary legal tool to 

communicate formally wishes regarding end-
of-life care & enhance likelihood that wishes 
are followed by health care professionals

– Living will
– Health care power of attorney/proxy/agent
– Combined form

• Does having an advance directive make a 
difference?
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AHRQ Research Findings on ACP (2003)
http://www.ahrq.gov/research/endliferia/endria.pdf

• <50% of terminal or very ill pts have an AD in 
medical record.

• Only 12% of pts with AD received input from 
their doc in its development.

• B/t 65 and 76% of docs whose pts had an AD 
were not aware that it existed.

• Having an AD did not increase documentation in 
medical chart re pt preferences.
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AHRQ -- continued

• ADs helped make EOL decision in <1/2 of cases 
where one existed. Language in ADs usually too 
nonspecific and general to provide clear 
instruction.

• Proxies named in AD were often not present or 
too emotionally overwrought to offer guidance.

• Ads don’t easily follow patients.
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And People Change their Minds
For example, in a 2-year study of 189 
community-dwelling persons > age 60 with 
advanced chronic conditions, participants were 
asked about their willingness to risk physical 
disability in order to avoid death.  

• 48% changed minds over a 2-year period either + 
or –

• Likewise, 49% changed their willingness to risk 
cognitive disability. Those whose health varied 
over time were somewhat more likely to have 
inconsistent trajectories.

Fried, T.R., et al. Inconsistency over Time in the Preferences of 
Older Persons with Advanced Illness for Life-Sustaining 
Treatment. 55(7) J. Amer. Geriatrics.Soc. 1007–14. (2007).



Yes, ACP can be more effective --
a communications approach

1. Focus on appointment of a health 
care agent.

2. Give your clients tools for talking.
3. Accept ambivalence.
4. Discuss goals of care, the key to 

treatment decisions.
5. Consider the stages of advance care 

planning.
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Individual’s 
Wishes/ 
Goals of 
Care

Rx 
Orders 
in 
Chart

?

6. Know that an advance directive does not 
equal a plan of care.
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Why not standardize what providers have to do to 
know and implement  wishes of end-stage pts, 

rather than standardizing pts’ directives?

• Already have some experience with this: 
Out-of-Hospital DNR Orders, but…
– Limited to CPR
– Not required to follow patients across care 

settings
–No standard protocol to offer an OOH-DNR 

order to any particular patient
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The “POLST” Paradigm
Additional, systemic step to bridge gap 

between patient’s goals/preferences and 
implementation of an actual plan of care.

Four actions required:
1. Discussion: Find out patient’s goals/wishes re: CPR, care 

goals (comfort vs. treatment), N&H, etc.
2. Translate into doctors orders on visually distinct medical 

file cover sheet.
3. Ensure order set follows patient across care settings.
4. Review

It is not a form, it’s a process.



  Advance Directives  POLST Paradigm

Population: All adults Advanced progressive 
illness 

Timeframe: Future care/  
future conditions 

Current care/  
current condition 

Where 
completed: 

In any setting In medical setting 

Resulting 
product: 

Proxy appointment & 
statement of preferences 

Specific medical orders 

Surrogate 
role: 

Cannot do Can consent if patient 
lacks capacity 

Portability: Patient/family 
responsibility 

Provider responsibility 

Periodic 
review: 

Patient/family 
responsibility 

Provider responsibility 

Advance Directives vs. POLST



Conversations that change over time
Source:   Carol Wilson, Riverside Health System; Used with permission

Healthy 
Adults: 
Emergency 
Planning

People with 
Progressive 
Illness: 
guided 
planning

End Stage 
Illness: 
Physician 
Orders for 
Scope of 
Treatment



1.  Healthy Adults

 Name a Healthcare 
Agent

 Prepare for sudden 
injury or event

 Complete basic 
Advance Directive

Source:  Carol Wilson, Riverside Health System; 
Used with permission



2.  Progressive Illness
 Understand potential 

complications and treatment 
options

 Consider benefits and 
burdens of end of life 
treatments

 Discuss preferences with 
family

 Make Advance Directive 
more specific

 Re-evaluate goals with 
changes in condition

Source: Carol Wilson, Riverside Health System; Used 
with permission



3.  Late Stage Illness

 No longer 
hypothetical
 Express preferences 

for treatment as 
medical orders
 Use POST form in 

communities where it 
is accepted

Source:   Carol Wilson, Riverside Health System; Used 
with permission



17

Development of POLST Paradigm
• Consensus development
• Began in 1991in Oregon
• Ongoing revision process
• Voluntary process in Oregon, legislated in 

most other states
• Now used in more than 30 states
• National POLST Advisory panel 

(www.POLST.org) will soon publish a 
legislation guide.
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POLST Research
http://www.polst.org/educational-

resources/resource-library/

• Some 30 studies since 1999 support its 
effectiveness in documenting patients’ 
wishes and increasing compliance.

• Harder Question: do they accurately 
reflect patient’s goals of care?
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Oregon POLST Registry Study
307(1) JAMA 34 (2012)

• 25,142 people were enrolled in Oregon's registry 
during the first year of operation.

• 86 percent of patients in the POLST program are 
65 or older.

• 28 percent wished to receive CPR if needed.
• 72 percent had a "Do Not Resuscitate” order but 

50 percent of these patients wanted limited 
additional treatment, including 
hospitalization if needed. 



Evolution of POST in Virginia



History of POST in Virginia
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2007 2008 2009 2010 2011 2012 2013

IDEA +1 Local Pilot 
Project

State Stakeholders

Grant & In-Kind 
Support

+

= Virginia POST 
Collaborative

&
13 Regional 

POST 
Programs



23



The POST Form



POST Pilot Regions in Virginia
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Again, It’s Not Just About the Form—
It’s Mostly About the Conversation.

Being Clear with the Message



Education
• Clear Message:   Who is appropriate for 

POST?
• Becoming a participating pilot project region.
• Advance Care Planning Facilitator Training
• PCP Training
• End-User Training
• Public Education



Messaging:
 POST is for:
Seriously ill patients*
Terminally ill patients
Those with advanced frailty

 Gives options to limit or have care
 Voluntary
 Can be revoked or changed
 Comfort measures always offered

* chronic, progressive disease/s



Training Regional Pilot 
Project Groups

• Ongoing training, mentoring and 
support

• POST Pilot Project Training 
Webpage

• Training webinars and presentations
• One-on-one consultation



Advance Care Planning 
Facilitator Training

• Careful discussions that elicit care 
preferences ARE the main thing.

• Who will facilitate these discussions ?
– Non-physician POST ACPF’s must  be 

certified in order to have conversation and 
assist in POST form completion



Respecting Choices® 
POST ACPF Training

• Designated ACPF training model for Virginia
• Fundraising from state and regional funding 

sources (including GTE)  for training process.
• Pre-workshop online learning modules + all-day 

workshop.
• 15 training sessions with nearly 450 facilitators 

trained from multiple disciplines



Training for PCP’s
• Problem:   Few physicians have time to 

participate in RC Training
• Grant to Develop, pilot and refine a one-hour 

training for physicians caring for POST-
appropriate patients.

• Theme:   Promote It, Sign It, Honor It
• Presentations scheduled for May and June 2013
• CME credits granted
• Future:   Conduct train the trainer so that 

regional pilots can host these trainings.





End-User Trainings   
• For care providers who are likely to come in 

contact with a patient with a POST form.
• Participating hospitals, nursing care facilities, 

hospices, EMS,  and other care settings.
• Funding to refine template presentations in 

multiple formats:
– Live presentations
– Online self-paced module

• Thousands of end-users trained in pilot regions.



Public Education

• Primarily limited to pilot project regions.
• Growing interest and multiple requests 

from patients/families 
• Virginia POST Website:   

– Funding from National POLST, GTE and a 
hospital system.

– Full website up and running by Summer 2013



There’s more work to do . . . 

Skilled Trained 
Facilitators

Laws, Statutes, Regulations

Uniform Policies, 
Procedures, Standards

POST Form

Can Care Settings 
Provide 

Competent, 
Compassionate 
Palliative Care?

Collaborative 
Stakeholders 
and Coalitions

Resources

Webpage and 
Communication Plan

Physician Support

Advocacy Plan



Is Virginia POST Impacting End of 
Life Care at the Bedside?

Roanoke Valley Pilot Project QI Study



Roanoke Pilot Project

• Began in December 2009
• Most ACP discussions and POST forms 

were done in nursing care facilities
• QI data collected from medical records of 

nearly 100 residents/patients with POST 
forms:
– 98% congruency between orders written 

and care delivered



Transfer and Place of Death
• 9 transfers

• 1 to ALF
• 4 to ED (2 for foley insertion, 1 for GI bleed; other 

unknown)
• 2 admitted to hospital (1 died in hospital, other 

returned to facility)
• 2 transferred to VA MC Palliative Care unit.

• Place of Death:  Only 1 patient with a POST form 
died in an acute care unit in the hospital

• Residents who died without POST form:  25 % 
died in acute care setting in hospital

• Implications to hospitals/facilities for readmission 
scrutiny



Bottom Line . . . 

• PO(L)ST is achieving its goal of honoring 
elicited preferences of those with 
advanced illness or frailty.

• Plus----PO(L)ST serves as an ACP 
conversation catalyst”

• Just as with Advance Directives, POLST is 
only as good as the conversations it is 
based on.


