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LEARNING OBJECTIVES

• Differentiate between DNR status and Selective or Comfort Measures orders. Describe the 
full range of medical interventions that should continue to be provided based on patient 
goals of care.

• Describe appropriate use of POLST, including settings when not to use POLST.

• Understand the importance of conversations with loved ones in individuals who are 
completing a new POLST or have a POLST on record.

• Explain the ethical and legal foundations for involving a support person during 
conversations that could result in the decision to set limits to the treatments provided.

• Document conversations about POLST transparently to reflect ethical deliberation, legal 
compliance, and respect for patient dignity.



“

”

OH, NEVER MIND. THE PATIENT IS DNR. 
WE SHOULD JUST KEEP HER 

COMFORTABLE.



DNR DOES NOT MEAN “DO NOT TREAT”

• Ethical obligation to address the conflation of DNR status with “Comfort Measures 
Only” status

• Rather than one set “elevator speech,” it is appropriate to adapt the conversation to 
the circumstances and the individual

• Can help to start by asking someone to describe their thinking process

• There are medical situations where an individual would not want CPR but would want 
all other available treatments; having case examples can help

• Remain grounded in eliciting and honoring patients’ treatment preferences



“An Advance Directive is 
burdensome to complete. 

POLST is a better way to ‘get 
credit’ for Advance Care 

Planning work.”
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QUALITY IMPROVEMENT

• NQF 0326 “Advance Care Plan”

• 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



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



DANGER OF 
USING POLST 

AS A 
COST-SAVING 

MEASURE



MISPERCEPTION THAT POLST IS REQUIRED 
IN LONG TERM CARE SETTING
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MANY CONVERSATIONS ABOUT POLST WILL 
NOT RESULT IN THE CREATION OF A POLST.

• Most Full Code/Full 
Treatment patients do not 
need a POLST

• What documentation should 
be done and where should 
that information “live” in the 
EHR?
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• Why is section C important?

• What is the difference between a healthcare representative 
and a support person?







COMMUNICATING POLST DECISIONS
WITH LOVED ONES
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TAKE HOMES

• DNR ≠ Do Not Treat

• It is legally required (and ethically the 
right thing to do!) to offer a support 
person to an individual with intellectual 
or developmental disability when 
having a conversation that could result 
in a decision to limit treatments.

• Encourage conversations with 
family/loved ones when a POLST is 
created.

• Avoid overuse of POLST
• To “count” for quality improvement

• As a cost-saving measure

• To document code status in LTC settings

• As a way to document a conversation 
about goals of care



Thank you!
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