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Who is Kōkua Mau?

 501(c)3, community benefit org., statewide
 Membership – hospices, health plans, MCOA, 

hospitals, long term care, spiritual
 Work with seriously ill people & their loved ones 

to understand the decisions they may need to 
make

 Provide professional networking & training
 Work on policy & legislation



Main Activities

 Hired an Advance Care Planning (ACP) Coordinator 
– Hope Young

 Let’s Talk Story

 Research on ACP leading to an Education 
Campaign

 ACP Survey



Let’s Talk Story - Revamped Speakers Bureau

 19 trained speakers to go where people work, live 
and pray

 2 sessions – Get the conversation going; Specifics of 
POLST and AD

 Use Starter Kit from The Conversation Project

 Talks well received – Useful (100%), 89% committed 
to having conversations



Let’s Talk Story - Continued

 In 2016

 14 public talks - 400 people, 16 professional talks -
600 people

 Informational tables at 15 events (2500+ people)

 In 2017 – 29 talks (450 people), 12 professional talks 
(510 attending); 

 Looking for pilot sites for workplace wellness 
initiatives – Everyone in Healthcare needs to have the 
conversation and needs their own Advance Directive



Education Campaign

 Let’s make these conversations the norm BEFORE 
they are needed

 Education campaign is planned but first we need 
RESEARCH

Telephone survey on Attitudes towards ACP

Focus Groups



ACP Survey
 Oahu-wide short survey created to determine:

1. What ACP Processes are currently in place?  

Goal: What are the gaps if we map the whole 
process?  Design pilots to address the gaps.

2. What ACP data do you collect?  Who do you share 
it with?  

Goal: Overview of what is happening in the state? 
What should we be collecting OR What would 
meaningful data be?  

To improve the system, we need to understand it!!



What is POLST?
Provider
Orders for 
Life
Sustaining
Treatment

Presenter
Presentation Notes
PRESENTATION UPDATED August 2014POLST is an acronym that stands for Provider Orders for Life-Sustaining Treatment.  It is a provider order that gives patients more control over their end-of-life care by specifying the types of medical treatment they want to receive.  POLST:encourages communication between healthcare providers and patients.enables patients to make more informed decisions.clearly communicates these decisions to healthcare providers.As a result, POLST can:prevent unwanted or medically ineffective treatment.reduce patient and family suffering.help ensure that patient wishes are honored.Use of the form began in Hawaii in 2009, and was expanded to include APRNs as authorized providers in July of 2014[INSTRUCTORS:  This slide presentation has been developed for your use.  Please adapt to meet your needs and tailor to your audience and time allotted for presentation.  If you have any questions, contact Jeannette Koijane at Kokua Mau (jkoijane@kokuamau.org)]



What is POLST?

• Provides direction for healthcare providers 
during serious illness – Right Now Orders

• Allows for “shades of gray” in choices e.g. 
CCO-DNR bracelet is only “yes/no” choice

• Portable document that transfers with the 
patient

• Brightly colored, standardized form for entire 
state of HI

Presenter
Presentation Notes
So, what is POLST? [INSTRUCTORS: Pull out your POLST form to show]It is a provider 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 green color.It is a standardized form for the whole state.



Why POLST?

1. Patient wishes often are not known
– The Advance Healthcare Directive (AHCD) 

may not be accessible
– Wishes may not be clearly defined in AHCD
– DNR wishes not documented

2. Allows healthcare providers to know and 
honor wishes during serious illness

Presenter
Presentation Notes
So why do we need POLST in Hawaii?Studies have shown that patient wishes about care are often not known. Even when a patient has an Advance Healthcare Directive, it may not be accessible when needed.  Also, Advance Directives are not always clearly defined.The POLST form is clear about wishes and easy to access and read. Plus, it is an actionable medical order that healthcare providers can follow. The POLST form allows healthcare providers to know patient wishes in the event of a serious illness, and to honor them.



Why POLST? (con’t)

3. Gives clear, concise information for 
Emergency Medical Personnel (EMS) that 
they can act on

4. Helps family/loved ones/agents process 
patients known wishes or values from the 
AHCD to a real time actionable plan

5. Portable across all settings in Hawaii

Presenter
Presentation Notes
The POLST form is the only document that the EMS can or will review or act on.  They cannot interpret an AHCD for actionsThe POLST form is a good tool to guide discussion about Goals of Care based on patient values and desires.  Completing the POLST is a good time to elicit from loved ones; 1. If they know what the patients directives say and what that means to them. 2. If the patient ever verbalized their wishes consistent with any directives, and what 3. The current goals should be for “today” based on the patient condition and their stated Directives (written or verbally). 



Who Would Benefit from Having a POLST Form?

• Chronic, progressive illness 

• Serious health condition

• Medically frail

• A person for whom you would issue an in-
patient DNR order

• “Would you be surprised if this patient died 
within the next year?”

Presenter
Presentation Notes
Who would benefit from having a POLST form?Anyone can have a POLST.  However, POLST is designed for people who: Have a chronic progressive illness Have a serious health condition, or Are medically frailThere are no age specifications.  POLST can be used with both adult and pediatric patients.A helpful tool for determining who would benefit from POLST is the question … “Would you be surprised if this patient died within the next year.”  This question reflects that determination of who’s appropriate for POLST is an art, not a science.



POLST in Hawaii

• One form for entire state.

• Use not mandated.

• Honoring form is mandated.

• Provides immunity from civil or criminal 
liability.

Presenter
Presentation Notes
Some of the key points in the bill to be aware of:There is one form for the entire state.  This is an important requirement for POLST to work. How many forms do we have from one SNF to another, or one hospital to another that are the same? Not many!It is not mandatory for anyone to use the form, but honoring the form is mandatory! We must recognize the POLST form and honor the patient’s wishes.Must honor POLST even if ordering provider does not have admitting privileges at facility.The care provider conducts a new assessment of the patient, reviews POLST, and writes inpatient orders if admitted.Must follow POLST wishes except if contrary to generally accepted healthcare standards or medically ineffective treatment.An example would be a POLST form indicating CPR for a person who has metastatic cancer with renal failure.POLST law protects healthcare providers who comply in good faith with a patient’s POLST requests.



POLST in Hawaii

• Kokua Mau is lead agency 

• Grassroots efforts of local providers throughout the 
state

• Form and resources available at www.kokuamau.org

• Legal changes in 2014

- “Provider’s” Orders: 

Expanded to allow APRN to sign the order

Presenter
Presentation Notes
Let’s take a look at what is happening with POLST in Hawaii.Kokua Mau is the lead agency for POLST in Hawaii, and is focused on implementing POLST as a community standard of practice.This grassroots approach to POLST implementation is one of the hallmarks of the Hawaii POLST paradigm.



**Person has no pulse and is not breathing**

Section A: Cardiopulmonary Resuscitation (CPR)

Presenter
Presentation Notes
Let’s take a look at Section A.  What does Section A address?Cardiopulmonary Resuscitation (CPR)What must be happening with the patient for us to be taking action on this section?The person has no pulse and is not breathing.Notice also that it states that when NOT in cardiopulmonary arrest, follow orders in Sections B and C. It’s important for the patient/family to understand that if you have no pulse and are not breathing, you are dead and not doing CPR allows a natural death.Let’s take a look at the two choices:Attempt Resuscitation/CPR – the key word here is attempt.  As part of the conversation about POLST, it is important to educate the patient/family about CPR and the statistics about success.  What does it say next to Attempt Resuscitation/CPR?  Selecting CPR in Section A requires selecting Full Treatment in Section B – we’ll take a closer look at why that’s there in a minute.  The other choice is Do Not Attempt Resuscitation/DNR.  What does it say next to this? Allow Natural Death.  One of the instructions on the back of the form also indicates that “If found pulseless and not breathing, no defibrillator (including automated external defibrillators) or chest compressions should be used on a person who has chosen Do Not Attempt Resuscitation.”



Section B: Medical Interventions

**Person has pulse and/or is breathing**

Presenter
Presentation Notes
Section B addresses medical interventions.  The first thing is to establish that the patient is alive. If the patient has a pulse and/or is breathing, then treat as directed in Section B.  A person must have a pulse to be breathing, but sometimes it is weak and difficult to detect. There are three check boxes in this section, as well as a place to write in additional orders.  [Read through the options if appropriate for your audience]Comfort Measures Only – this doesn’t mean ‘no treatment’, but that 100% of care is focused on comfort; also note when to transfer a patient – only if comfort needs cannot be met in current location.Limited Additional Interventions – includes a check box for no transfer to hospital for SNF residents.Full TreatmentWith Limited Medical Interventions and Full Treatment, antibiotics are given in hopes of curing an infection.  Antibiotics generally are not considered Comfort Measures, but may be used in Comfort Measures to promote comfort, for example, if the patient has a urinary tract infection.Additional Orders: If a patient has an AICD (Automatic Implantable Cardioverter Defibrillator), it is important to note in Additional Orders so it can be deactivated at the end-of-life.Manual treatment of airway obstruction = Heimlich maneuver (abdominal thrusts for choking)Non-invasive positive airway pressure = includes continuous positive airway pressure (CPAP), bi-level positive airway pressure (BiPAP), and bag valve mask (BVM) assisted respirations.Cardioversion = restoring the heart’s rhythm to normal by means of electrical shock or medications.Let’s take a look at how Sections A and B work together.



Diagram of POLST Medical Interventions

CPR

Full Treatment*

DNAR

Comfort Measures

Limited Interventions

*Consider time/prognosis factors under “Full Treatment”
“Defined trial period.  Do not keep on prolonged life support.”

Full Treatment*

Presenter
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.



Always offer food and liquid by mouth if 
feasible and desired.

Section C: Artificially Administered Nutrition

Presenter
Presentation Notes
Section C addresses long-term Artificially Administered Nutrition, such as during end-stage dementia or Parkinson’s Disease, or following a devastating illness.Food will always be offered by mouth if feasible and desired by the patient.Patients may choose between three options related to artificial nutrition:No artificial means of nutrition, including feeding tubes.Trial period of artificial nutrition, including feeding tubes.  That is not decided ahead of time; the provider will decide what is appropriate for the individual at the time.  Also, feeding tubes includes Total Parenteral Nutrition, or TPN.Long-term artificial nutrition, including feeding tubes.  Studies have shown that for individuals with late stage dementia or advanced terminal diseases, pneumonia and pressure ulcers are not prevented with tube feeding.The POLST Conversation goes into detail about the benefits and burdens of artificial nutrition.  For more information, see Questions About Tube Feeding  at www.kokuamau.org/tube-feeding



Section D – Important Signatures!

 Physician or Advance Practice Registered Nurse (APRN) 
and

 Patient or their Legally Authorized Representative (LAR)

 LAR - Agent designated for Health care Power of 
Attorney ; 

- Surrogate selected by consensus of interested persons

- Parent of a Minor

- Patient-designated Surrogate

- Guardian



Surrogate: Designated or Non-Designated

Under the Uniform Health Care Decisions Act (Chapter 
327E) there are 2 types of surrogate:

• Designated Surrogate – A patient may designate 
any individual to act as a surrogate by personally 
informing the supervising health-care provider. 

• Non-Patient Designated Surrogate Maker – one 
who is selected through agreement by all 
interested persons when the patient did not 
designate anyone and patient lacks decisional 
capacity. 



Practical considerations

 Recommended to be printed on lime green paper (but any color, 
including black and white is acceptable)

 A copy of the POLST form is legal
 Recommended to be kept in a visible 

place at home:
- Refrigerator
- Bedroom door
- Bedside table
- Medicine cabinet

• A copy should be given to EMS personnel
• POLST is not transferable from state to state



The POLST Conversation

• POLST is not just a check-box form.

• The POLST conversation provides context for 
patients/families to:
– Make informed choices.

– Identify goals of treatment.

Presenter
Presentation Notes
This form is not just a check box form.  A conversation with a healthcare provider is needed to discuss options for each individual patient.For those of you who will be helping patients/families with this form, there is additional information about how to facilitate a POLST conversation in Module 4.Instead of simply asking, “What do you want?,” our role is to facilitate the POLST conversation, and specifically explore goals of care.Medical examples of what could happen in the future are used to help clarify goals of care and focus the conversation.  For example, saying, “If you had a bad pneumonia…” transitions the discussion into Section B, Medical Interventions.



Where Does POLST Fit In?

Advance Care Planning Continuum

Complete an Advance Directive

Complete a POLST Form

Age 18

End-of-Life Wishes Honored

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

Update Advance Directive Periodically
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POLST Form

The POLST form is available from:
www.kokuamau.org/polst

Presenter
Presentation Notes
The POLST form is important to have in addition to an AHCD for people: With chronic, progressive illness.Who are seriously ill.Who are medically frail.Ask the doctor “Would you be surprised if this person died in the next 2 years?”  If the answer if no, they would be appropriate for a POLST.  



Don’t use Tube Feeding w/ Advance Dementia
• Don’t recommend percutaneous feeding tubes 

in patients with advanced dementia 

• Instead offer oral assisted feeding

• Careful hand-feeding is at least as good as tube-
feeding for the outcomes of death, aspiration 
pneumonia, functional status and patient 
comfort. 

• Food is the preferred nutrient. 

• Associated w agitation, increased use of physical 
& chemical restraints, worsening pressure ulcers.

• Choosing Wisely, American Ger. Society

Presenter
Presentation Notes
Who would benefit from having a POLST form?Anyone can have a POLST.  However, POLST is designed for people who: Have a chronic progressive illness Have a serious health condition, or Are medically frailThere are no age specifications.  POLST can be used with both adult and pediatric patients.A helpful tool for determining who would benefit from POLST is the question … “Would you be surprised if this patient died within the next year.”  This question reflects that determination of who’s appropriate for POLST is an art, not a science.



Advance Health Care Directive

Available to download on Kōkua Mau Website: 
www.kokuamau.org

http://www.kokuamau.org/


Advance Health Care Directive (AHCD)

 Legal document completed only when you are of 
sound mind

 Appoints a Health Care Power of Attorney (s)

 State instructions for future choices on your end 
of life decisions



AHCD – Part 1:
Health Care Power of Attorney (HCPOA) 

 Who do you trust to make health care decisions 
for you when you cannot?

- Familiar with your personal values

- Willing and able to make decisions

 Doesn’t need to be a family member.

 Select alternate



AHCD – Part 2, Section A: End of Life Decisions

Becomes effective only when:
– If I have an incurable and irreversible condition that 

will result in my death within a relatively short 
time, OR

– If I have lost the ability to communicate my wishes 
regarding my health care and it is unlikely that I will 
ever recover that ability, OR

– If the likely risks and burdens of treatment would 
outweigh the expected benefits



Choice – Prolong or Not to Prolong Life

“ I want to stop or hold medical treatment 
that would prolong my life”

OR

“I want medical treatment that would 
prolong my life as long as possible within 
the limits of generally accepted health care 
standards”



AHCD–Part 2 Sec B: Artificial Nutrition & Hydration



Artificial Nutrition & Hydration: Important considerations

 Individual and personal decision.

 In some illnesses (e.g. stroke, esophageal/ 
throat cancer) artificial nutrition can 
prolong life.

 In others (Parkinson’s, dementia, terminal 
cancer) artificial nutrition may not prolong 
life.



Advance Directive vs. POLST
DETAILS AD POLST

Type of Document Legal Document Medical Order

Who Needs it? All Competent Adults Seriously Ill or frail
(Surprise Question)

Treatment Focus Future Current

Who Completes? Individual Healthcare Professional

Appoints agent? YES NO

Guides ED decisions? YES YES

EMS Honors NO YES



Join us at Kōkua Mau

Resources and other activities

 Join Kōkua Mau Mailing List – Meetings, materials

 Download materials from the Kōkua Mau Website –
look for the Event Tool Kit

 Use the new translations

 Request a speaker from Kokua Mau’s Let’s Talk 
Story Program – We are ready to talk with your 
staff, residents, family council – let us know!



Your Conversation Starter Kit
http://theconversationproject.org/starter-kits/

http://theconversationproject.org/starter-kits/


Resources – Cont’d

 The Starter Kit from The Conversation Project including 
the Starter Kit for People with Dementia

 ACP Decisions videos – available to any professional – 3 
specifically for Dementia

contact Robert Eubanks at HMSA 
Robert_Eubanks@hmsa.com

 Go Wish Cards or “Hello” Game
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Questions?

Contact Kokua Mau

www.kokuamau.org

www.kokuamau.org/professionals/event-tool-kit

Jeannette Koijane Hope Young

jkoijane@kokuamau.org hope@kokuamau.org

808-585-9977 808-221-2970

mailto:jkoijane@kokuamau.org
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