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Why was POLST Created?

• Ambulance teams provide life-saving treatment
• Before POLST, there was no choice. If an ambulance 

appeared on the scene in an arrest, CPR would be given.
• POLST was created so that individuals’ preferences about 

treatment could be honored in an emergency situation.



More than “Out of Hospital DNR”

• Mary has moderate dementia and lives in a 
nursing home.

• She has a POLST with treatment 
preferences for “DNR, selective 
interventions”

• When she has a fever, facility staff and 
emergency medical teams know that it 
would be consistent with her wishes to treat 
her in the hospital.

• However, she would not want to be put on 
mechanical ventilation (“life support”)



Advance Directive POLST

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

Who fills it out? You fill it out and sign it.
Must be notarized or witnessed 
to be valid.

Your medical provider fills it out 
and signs it after discussing with 
you.

Who keeps the form? You keep the original. Give a copy 
to your healthcare provider and 
your healthcare representative.

Your healthcare provider keeps a 
copy and sends it to the Oregon 
POLST Registry. You keep a copy 
and place it somewhere visible 
(like on the fridge).

Can I change my mind? Yes. Advance Directive can be 
revoked at any time. It is best to 
create a new Advance Directive.

Yes. POLST forms can be voided 
or changed. 

What if there is a medical 
emergency and I cannot speak 
for myself?

Your healthcare representative 
speaks on your behalf and honors 
your wishes.

The ambulance team, hospital 
staff, and medical team look for 
the POLST orders and follow 
them.



POLST can only be 
honored if medical teams 
know it exists:
• Posted on fridge
• EMS contact Oregon 

POLST Registry
• Emergency Department 

query the registry or 
patient chart

• Medical jewelry



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. 

• Start with a conversation about patient’s illness(es) and goals of 
care. Explore what treatments the patient would want if a crisis 
occurred tonight, in the patient’s current state of health.



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

• In particular:

➢Unneeded for patients in Skilled Nursing Facilities (Facility Code 
Status Order should be used instead)

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

➢Inappropriate for healthy individuals who would want everything 
done in an emergency. 



If “Attempt Resuscitation/CPR” is selected in Section A, “Full Treatment” must
be selected in Section B.

2023 POLST Revision

x

x



Avoid Using the POLST Form 
to Lead a POLST Conversation



Patients sometimes request detailed 
additional orders, such as:

• "Only code for < 5 minutes"
• “Intubation for 1-2 weeks.”
• “No tracheostomy.” 
• “No Feeding-Tube!!” or “Tube feeding ok 

for a month.”

➢Many of these requests CANNOT be 
honored (ambulance teams follow 
protocols and so cannot follow an order to 
code for just a few minutes, for example).

➢Many such requests are best documented 
in medical record/Advance Directive and 
discussed with surrogate decision maker.

Tips for Special Requests



Case Studies



The quality of POLST documentation is only 
as good as the conversations that precede it.



Grace
• Recently moved to Oregon to be near her 

daughter and grandchildren.
• Grace has diabetes and had a heart attack a 

few years ago. She had a stent placed and has 
recovered well. 

• Grace and David walk their dog every 
morning and pick up their grandchildren from 
preschool in the afternoon. 

• Grace says, “I wouldn’t want anything heroic” 
at the end of life.



“I wouldn’t want 
anything heroic”



Techniques for 
Robust 

Conversations

• Open-ended questions

• What are you worried about as you 
age/as your illness progresses?

• Take Value-neutral approach
• Tell me about what experiences you 

have had with friends or family at 
the end of life. Has anyone been put 
on life support? What was that 
experience like?

• Clarifying questions

• Tell me more about what “heroic 
measures” means to you.



“Heroic measures” Grace 
means being kept alive long 
term on machines if there is no 
chance of recovery.

Grace prefers to receive full 
treatment—at least initially—in 
the event of a medical 
emergency. This includes 
receiving CPR and intubation.



Many conversations about POLST 
will not result in the 

completion of a POLST form.

• Grace does not need a POLST form.

• It is appropriate to identify a surrogate decision maker and 
encourage Grace to complete Advance Directives.



Full Code POLSTs—A nuanced discussion



Most “Full Code” Patients Do Not Need a POLST

• Remember, an order for "Full Code" is redundant. This is the 
treatment that is automatically given.

• Most patients with “Yes to CPR” care preference are better served 
with discussion of Advance Directive or Serious Illness 
Conversation.

• Patient’s wishes for care are often complex, dependent on clinical 
situation, and may change over time.  Having a POLST that 
expresses wishes for Full treatment can delay important 
conversations when a serious medical illness unfolds.

• Emotional stress on family



Ira and Evan

Ira and Evan Beechum have been 
together for 40 years. Ira was recently 
diagnosed with dementia, and they both 
want to be sure they have made 
appropriate preparations.



Ira and Evan



Supported Decision Making

• Individuals should be encouraged to participate in decisions about their health 
care to the fullest extent possible.

• By Oregon law (Senate Bill 1606), hospitals must ensure that individuals with 
developmental or intellectual disability have a support person present for 
conversations that could result in a decision to limit or withdraw life-
sustaining treatments. 

• Support person: any individual selected by the patient to assist physically or 
emotionally to ensure effective communication. Does not need to be a 
healthcare representative or surrogate decision maker.

• If there is concern that he does not have full capacity despite support, then his 
healthcare representative must be included. 



• Section C is Required. 

• Document everyone present for the conversation, including anyone who participated 
by phone or video.

• Requiring this documentation reinforces the patient’s right to support person(s) for 
these important conversations.



Guidance for POLST in Individuals 
with Significant Disabilities Who are 
Near the End of Life



Maria

• Maria was just diagnosed with 
metastatic pancreatic cancer. She has 
three children, one of whom lives in 
Oregon.

• Maria is thinking of appointing her 
daughter Luisa as her healthcare 
representative. “Luisa is a nurse, so she 
knows best.” 

• She tells you her other two daughters 
would “have trouble letting go.”



Questions to explore

• What is her understanding of her illness?

• What about her family?

• What conversations has she had with her 
daughters about her preferences for 
treatment as she nears the end of life?







Maria creates a DNR, Full Treatment POLST

• Consider why this decision makes sense for Maria

• Now consider what might happen if Maria ends up in the ICU and her 
daughters were not aware of her DNR POLST



DNR  ≠  “Do Not Treat”

Whenever a POLST is completed, it is important to 
encourage conversations with family/loved ones 
and/or surrogate decision maker.



Revisiting POLST

• A year later, Maria has learned that her cancer has continued to 
progress despite chemotherapy. She has had multiple 
hospitalizations for pulmonary emboli and GI bleeding. She says 
she does not want to go to the hospital anymore.

• It is time to update her POLST: DNR, Comfort Measures.

• Making decisions about what isn’t wanted is not the same thing 
as having a plan about what to do.

• Discuss hospice referral, in home care support



Take Homes
• POLST is a tool to document treatment preferences in individuals nearing the end 

of life. 

• Emergency medical teams follow the medical orders on the POLST.

• 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.

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

• DNR  ≠  “Do Not Treat”

• In individuals nearing the end of life, we have an opportunity to:

• Honor wishes for treatment

• Lighten the emotional burden on individuals and their loved ones
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