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 An opportunity to address wishes, 
preferences, fears and range of choices 
when one becomes very ill

 An opportunity to weigh the benefits and 
burdens of future healthcare decisions

 A way to translate wishes and preferences 
into legal documents

 To understand this is a process, journey 
meant to be revisited and shared



 Empowers the individual to have their voice heard
 Their “voice” will only diminish over time as they 

lose insight into their disease
 Dementia is filled with losses of personhood 

(identity)
 Avoids “unwanted care” or “usual care” which are 

costly financially but costly in terms of suffering for 
patient and family members



 “Helps make sure your voice is heard and 
you are cared for in the way you want ”

 “Decisions are best considered before a 
crisis, and your decisions can always be 
changed

 “Gift to those you love, making sure they 
are not burdened making decisions for 
you in times of uncertainty”

Presenter
Presentation Notes
What are some examples of ways to fire the warning shot?Firing a warning shot gives the other person a “heads up” that topics which may be sensitive to him/her could come up.  It gives the person a chance to “steel themselves”, get themselves settled.  When a person is surprised by bad news or sensitive topics “white noise” can go off in their heads, making it difficult for them to hear information and engage fully in discussion.  Answers are less likely to be thoughtful and authentic.“Your doctor thought that I might be helpful to you at this time.  I know he recently gave you some tough news and feels that this might be a good time to start to plan for if you get very sick.  Would it be OK to start talking about this?”“It must have been hard to be in the hospital again;  can we talk about your wishes for care if you should become very sick again?”Can you tell me what your family know about your condition?  “Heads up” a sensitive discussion followsperson a “heads up” that topics which may be sensitive to him/her could come up.  It gives the person a chance to “steel themselves”, get themselves settled.  When a person is surprised by bad news or sensitive topics “white noise” can go off in their heads, making it difficult for them to hear information and engage fully in discussion.  Answers are less likely to be thoughtful and authentic.“Your doctor thought that I might be helpful to you at this time.  I know he recently gave you some tough news and feels that this might be a good time to start to plan for if you get very sick.  Would it be OK to start talking about this?”“It must have been hard to be in the hospital again;  can we talk about your wishes for care if you should become very sick again?”Can you tell me what your family know about your condition?  



 What things are most important to you, bring you 
joy, make life worth living?

 What fears or worries about your health keep you 
up at night?

 In difficult times, where do you turn for strength?
 What does “do everything” mean to you?
 What would an unacceptable 

outcome of CPR look like for you?

http://www.123rf.com/photo_19458886_sick-mature-woman-lying-in-bed-worried-husband-holding-hands.html
http://www.123rf.com/photo_19458886_sick-mature-woman-lying-in-bed-worried-husband-holding-hands.html


 What are you expecting?
 What is most important in your life right 

now?
 What are you hoping for?
 What do you hope to avoid?
 What do you think will happen?
 What are you afraid will happen?
 What would make the quality of your life 

unacceptable?”



 Help me understand what he was like 
before he got sick.  What was most 
important to him?

 Has he ever said anything about how he 
would want to be treated if he could no 
longer make decisions for himself?

 What would he say in this situation?
 Tell me what you understand about feeding 

tubes?  About CPR?





 Speaks as if they were speaking for you –
even if they disagree

 Assures your wishes are carried out
 Can make a judgment call if no directive 

exists
 Not have to be family members

Presenter
Presentation Notes
What if my family refuse to discuss this with me?How do I choose without causing hurt feelings between family members?What if my family strongly disagree about my wishes?No Legal Hierarchy of decision makingConvention is turn to a spouse, significant other, adult children or others to TRY to achieve consensus



• Provider Orders for Life-Sustaining Treatment

• Order completed with physician or advance 
practice nurse practitioner.

• Order that can be followed by emergency medical 
services (EMS)

• Provides direction for healthcare providers 
during serious illness.

• Is designed to follow patient and remain active at 
different points in the health care system.

Presenter
Presentation Notes
So, what is POLST? [INSTRUCTORS: Pull out your POLST form to show]It is a medical order that is recognized throughout the medical system.It is a portable document that transfers with the patient from one care setting to another.It is easily distinguished by its bright pink color.It is a standardized form for the whole state.



CPR

Full Treatment*

DNAR

Comfort Measures

Limited Interventions

Full Treatment*
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Presentation Notes
Choosing “Attempt Resuscitation / CPR” in Section A requires choosing “Full Treatment” in Section B: Medical Interventions.It is not acceptable to request “Attempt CPR” and “Comfort Measures Only”.  If a person wants CPR, they must be willing to have ACLS (Advanced Cardiac Life Support) guidelines followed, which usually includes intubation and care in the ICU. “Do Not Attempt Resuscitation / DNR” may be chosen with any of the Medical Interventions in POLST Section B.“DNR” may be chosen with “Full Treatment.”  This applies to the patient who has a pulse and/or who is breathing and wants aggressive medical interventions, but who doesn’t want to be resuscitated if found without a pulse or not breathing (they have died).  It is important to address length of treatment, severity of illness, and prognosis with this option.Ask the patient, “If you did not get better and doctors thought your chances of a good recovery were very poor, would you want to be kept alive on the ventilator?”   If the patient does not want to be kept on life support, “Defined trial period.  Do not keep me on prolonged life support.” can be written in under Additional Orders in Section B.Other possible additional orders might relate to dialysis, chemotherapy, blood transfusions, or AICDs (automatic implantable cardioverter defibrillator).Module 4: The POLST Conversation includes discussion regarding long-term intensive medical treatment.



Advance Health Care Directive 
vs. POLST

Presenter
Presentation Notes
POLST:Though anyone can have a POLST form, it is designed for those who are seriously ill or very frail – at any age.Is a medical order that documents wishes for treatment at this point in time; usually completed in a medical setting.Can be signed by the patient’s decisionmaker if the patient lacks decision-making capacity; can also be completed by the patient’s decisionmaker in consultation with the patient’s physician.There is one, standard form for California.Advance Healthcare Directive:Encourage everyone 18 years and older to have an AHCD.Is a legal document completed in advance that allows you to:make general statements about your healthcare wishes in the future, and appoint a healthcare decisionmaker to speak on your behalf.There is no universal AHCD form.



Advance Care Planning 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

Presenter
Presentation Notes
This slide shows where POLST fits into the Advance Care Planning Continuum.Starts at age 18 with completing an AHCD.Your AHCD should be updated periodically – check names, contact information, and healthcare wishes.If you are diagnosed with a serious or chronic, progressive illness at any age, talk with your provider about completing a POLST form.The goal is that your treatment wishes are honored.What is the word along the left side?  Conversation.  An ongoing conversation over the years with your healthcare decision-maker, family, and healthcare provider is very important.



“Ain’t the Way to Die”
Advance Care Planning (ACP) Workshop

Gain skills on starting and leading 
ACP Conversations

Nursing Contact Hours 7.41
Social Worker CE Units

Free Class held at Queen’s Conference Center
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