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Momentum to better respect 
patients’ end-of-life wishes  
“growing every day”
POLST is option, but education needed

A growing number of states are promoting Physician Orders for Life 
Sustaining Treatment (POLST) Paradigm Programs, with the goal of 
helping physicians to better respect their patients’ wishes for end-of-

life care. The tool turns an advance directive into actionable medical orders, 
allowing seriously ill patients to specify choices about certain interventions, 
giving patients more control of what end-of-life care they receive.

“The big challenge now is the number of states who want to imple-
ment POLST, and need support, because the document has been found 
to be so much more effective than other instruments that have been 
developed, like out-of-hospital DNR orders,” says Susan W. Tolle, MD, 
FACP, director of  Oregon Health & Science University’s Center for 
Ethics in Health Care in Portland. 

A 2010 study of 90 nursing homes in three states showed a lower rate 
of unwanted hospitalizations in people who had marked “comfort mea-
sures only” on a POLST form.1 “The momentum is growing every day,” 
says Tolle. “We are struggling to meet the demand for states which want 
to be evaluated for endorsement. The demand for assistance is five-fold 
compared to three or four years ago.”

EXECUTIVE SUMMARY

A growing number of states are promoting Physician Orders for Life Sustaining 
Treatment programs, with the goal of helping physicians to better respect their 
patients’ wishes for end-of-life care. 

measures only.”

the form.

Education needed on tools 
identifying patients' end-of-life 
wishes . . . . . . . . . . . . . . . . . . . . . . . . .cover

Why existing state laws present 
barriers to POLST programs  . . . . . . . 39

Ethical considerations when treating 
suspected "drug-seekers"  . . . . . . . .  41

with high-tech interventions . . . . . . 43

organ donation rates . . . . . . . . . . . . . . 45

Why payment reform is opportunity 
for more ethical care . . . . . . . . . . . . . . 46



38 R ® / April 2013

Medical Ethics Advisor®

Media, a division of Thompson Media Group LLC, 3525 Piedmont Road, Building 
Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodicals 
Postage Paid at Atlanta, GA 30304 and at additional mailing offices. 

POSTMASTER: Send address changes to Medical 
Ethics Advisor®, P.O. Box 105109, Atlanta, GA 30348.

Continuing Medical Education to provide continuing medical edu-
cation for physicians. 

. Physicians should only claim credit 
commensurate with the extent of their participation in the activity.

This activity is intended for acute care physicians, chiefs of medi-
cine, hospital administrators, nurse managers, physician assistants, 
nurse practitioners, social workers, and chaplains. It is in effect for 36 
months from the date of publication.

Opinions expressed are not necessarily those of this publication. 
Mention of products or services does not constitute endorsement. 
Clinical, legal, tax, and other comments are offered for general 
guidance only;  professional counsel should be sought for specific 
 situations.

Senior Vice President/Group Publisher: Donald R. Johnston.
Managing Editor: Leslie Hamlin (404) 262-5416 

(leslie.hamlin@ahcmedia.com) 
Executive Editor: Shelly Morrow Mark (352) 351-2587 

(shelly.mark@ahcmedia.com).
® is a reg-

Advisor® is used herein under license. All rights reserved. 

EDITORIAL QUESTIONS

Questions or comments?  
 

(404) 262-5416.

SUBSCRIBER INFORMATION

Customer Service: (800) 688-2421 or fax (800) 284-3291,  
(customerservice@ahcmedia.com). Hours of operation: 8:30 
a.m.-6 p.m. Monday-Thursday; 8:30 a.m.- 4:30 p.m. Friday.
Subscription rates: U.S.A., one year (12 issues), $499. Add 
$17.95 for shipping & handling. Outside U.S., add $30 per 
year, total prepaid in U.S. funds. Discounts are available for 
group subscriptions, multiple copies, site-licenses or electronic 
distribution. For pricing information, call Tria Kreutzer at 404-
262-5482. Back issues, when available, are $83 each. (GST 
registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced 
in any form or incorporated into any information retrieval 
system without the written permission of the copyright 
owner. For reprint permission, please contact AHC Media 
LLC. Address: P.O. Box 105109, Atlanta, GA 30348. 
Telephone: (800) 688-2421. Web: http:// www.ahcmedia.
com.

This is partly due to the public’s growing expec-
tations that their wishes will be honored, and 
pressure from emergency medical services (EMS) 
providers who don’t want to perform interventions 
that patients never wanted. There is also increasing 
pressure on hospitals to decrease re-admissions for 
the same diagnosis within 30 days to avoid being 
financially penalized. 

“If the patient doesn’t want to be readmitted, 
and you are going to be reviewed negatively by 
Medicare, your institution may be more motivated 
to build a program to respect those wishes,” says 
Tolle. “If you want to stay exactly where you are, 

whether that’s in a long-term care facility, private 
home, or hospice, and you don’t want to go back 
to the hospital, and your comfort is managed where 
you are, and your wishes are respected, that changes 
the death rate in the hospital.”

States vary regarding how much education is 
needed, or whether there are any policy issues that 
create an impediment to moving forward. (See 
related story, p. 39, on current laws.)

“The details of implementation look very different 
depending on how long you’ve been working on this,” 
Tolle explains. “For example, in a state like Oregon, 
where hospitals often offer POLST to every patient 
going to a nursing home at discharge, the needs are 
different than in a state that is just getting started 
building a POLST program. The overall goal in every 
state is to better respect patients’ wishes to have or 
limit treatment, whatever those wishes may be.”

While EMS would like to know the patient’s 
wishes about resuscitation, the information that has 
a greater impact is whether the patient wants to go 
back to the hospital or not, she says. “And if you do 
want to return to the hospital, whether you want to 
go to the [intensive care unit] or not, that decision 
has a profound impact on care at the end of life,” 
says Tolle.

Education is needed

Every state continues to struggle in educating 
physicians and patients on the difference between 
POLST and advance directives, reports Tolle. “Both 
the lay public and health care professionals need 
boosters on how these work together and who 
needs which one,” she says. (To view a POLST in 
Action video, go to http://www.oregonpolst.org.)

If a state is just beginning a POLST program, 
providers might not have heard of it or have no idea 
how to implement it. “One area that physicians get 
into trouble with is in knowing what patient popu-
lation they should actually be offering POLST to — 
who is too healthy for POLST, and who is ideal,” 
says Tolle. 

Another challenge is what to do if a patient is 
asking for a POLST form but is too healthy. While 
all adults should have advance directives, POLST 
forms should be used for patients with advanced ill-
ness or frailty. “The advance directive is a futuristic 
document, saying that ‘If bad things happen to me, 
I would or would not want life-sustaining treat-
ment.’ POLST is when the future becomes the pres-
ent — tonight, if I’m found down, I do or do not 
want CPR [cardiopulmonary resuscitation],” Tolle 
explains. “With POLST you can’t say ‘if’ anything 
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— you have to say ‘yes’ or ‘no’ about your current 
state of health, in the here and now, as a medical 
order.”

Health care professionals need to be educated 
about which patients to offer the form to and how 
to use the document appropriately to achieve the 
patient’s goals, she underscores. “Until providers 
have watched educational materials themselves, 
some of the nuances about how they work together 
are confusing,” says Tolle. “If they don’t under-
stand that perfectly, they will have trouble educat-
ing their patients.”  

Comfort measures are always provided to 
patients with POLST orders, which is something 
that a clear-cut “do not transfer” order would not 
accomplish, adds Tolle. If a patient has orders for 
comfort measures only, and breaks a hip and can-
not be turned because it’s too painful, he or she 
needs to be transported to the hospital to get the hip 
pinned, for instance. 

“When transfer to the hospital was needed 
for comfort, their POLST orders keep the system 
focused on the patient’s goals. It prevents CPR and 
transfer to intensive care if the hospital course is 
complicated by pneumonia or a myocardial infarc-
tion,” says Tolle. “The goal remains to assure their 
comfort and return them to the prior setting of care 
as quickly as possible.” 

Role of bioethics

Bioethicists can be very helpful to advanc-
ing POLST because they know the value of good 
advance care planning and are aware of the time, 
resources, and emotional distress that go into 
medically complex situations in which the patient’s 
wishes are unknown, says Judy Citko, JD, executive 
director of the Coalition for Compassionate Care of 
California in Sacramento. Bioethicists can help with 
establishing policies and procedures for POLST 
form completion that are clear and grounded in 
good communication, she adds. 

“Unfortunately, many tasks in health care are 
seen as just that — tasks to be checked off a list. 
Approaching POLST as a ‘task’ is likely to result 
in forms that don’t accurately capture the patient’s 
true wishes,” says Citko. “POLST needs to be 
grounded in a rich discussion in the context of the 
patient’s diagnosis and prognosis. Bioethicists can 
help with this.”

Bioethicists sometimes unintentionally serve as 
a hindrance to POLST by making the “perfect” 
the enemy of the “good,” however, says Citko. 
“Expecting POLST to solve all the advance care 
planning problems that currently exist is unrealis-

tic,” she says. “Problems existed before POLST, and 
many continue to exist after POLST. POLST cre-
ates a system that allows us to more easily identify 
problems, and thus, develop solutions and measure 
progress.”   Q
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Some existing laws 

Some existing state laws are hindering implemen-
tation of POLST programs, such as Delaware’s, 

which only covers out-of-hospital do-not-resuscitate 
(DNR) orders that require that people be terminally 
ill, according to Amy Vandenbroucke, JD, executive 
director of the National POLST Paradigm Program 
at Oregon Health & Sciences University’s Center 
for Ethics in Health Care in Portland.

“If you try to adapt that law and use POLST 
under it, like some states have done, you pick up 
any ‘baggage’ related to that law,” explains Susan 
W. Tolle, MD, FACP, director of Oregon Health 
& Science University’s Center for Ethics in Health 
Care in Portland. That means that many frail elders, 
who very much want to return to the hospital for 
some interventions but do not want cardiopulmo-
nary resuscitation (CPR) or intensive care unit care, 
cannot have a POLST form because they are not 
terminally ill. 

“They are very frail, but no one is signing paper-
work saying they have six months left to live. They 
are likely to have a sudden event which determines 
that, but we don’t know what that event is and when 
it will be,” says Tolle. “Frail elders often very much 
want POLST, and health care professionals were fill-
ing it out for that population. It makes sense that they 
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would want it, but it didn’t match an old law in place 
about out-of-hospital DNR orders.”

Delaware has a POLST program in place, but is 
having problems with implementation due to exist-
ing state law on out-of-hospital DNR orders that 
are only limited to CPR. “Most people who are 
POLST-appropriate have advanced illness or frailty, 
and we wouldn’t be surprised if they died in the 
coming year,” says Tolle. “If they are in full arrest, 
are not breathing, and have no pulse, they are not 
likely to survive an out-of-hospital resuscitation. 
Depending on just what their medical problems are, 
the rates can be lower than 1%.”

In some states, existing laws have made it dif-
ficult for a surrogate to complete a POLST form. 
“When somebody has taken the time to designate 
an appropriate person through an advance direc-
tive or health care power of attorney document, it is 
another way for the patient to decide what care they 
want at the end of their life,” says Vandenbroucke. 
“In some cases, there are barriers to surrogates 
being able to sign a POLST form for that patient 
and make that decision.”

Many states have started a POLST program, but 
it’s not in every hospice program or long-term care 
facility, due in part to the need for broader educa-
tional outreach. “That would not be true in Oregon 
or West Virginia, which have overcome all the regu-
latory impediments and conducted broad statewide 
education. There is nothing that keeps those states 
from implementing it everywhere,” says Tolle. “But 
most other states are not completely penetrated yet.”  

A few state laws say that an advance directive 
always takes precedence over a POLST form, while 
most states say the most recent document takes prece-
dence. “A 10-year-old advance directive may not be 
what you want now because your health status or life 
situation have changed a great deal,” says Tolle. 

A change in diagnosis or medical condition may 
mean the patient no longer has the same desires for 
level of treatment he or she specified in an advance 
directive, such as the patient making a much better 
recovery from a massive stroke than anyone ever 
guessed, or becoming a lot sicker and wanting to 
stay with their family during their final weeks of 
life. Since the POLST form is a medical order, it is 
easily updated or revoked to accommodate changes 
in patient status and preferences.

If state law requires that the advance directive 
takes precedence and the patient becomes unable to 
make decisions for him- or herself, a surrogate can’t 
make changes that the patient would have wanted 
because only the patient can revoke or revise the 
instructions in the advance directive, explains Tolle. 

“When people complete an advance directive, they 
often don’t look at it again for a decade or more. 
They can get a bit trapped in a pathway they had 
not intended,” she says. “The intent of the POLST 
program is that it’s entirely voluntary. You can fill 
it out any way you want to, and you can always 
change your mind.”   Q

Ethics of prescribing  
choices in forefront

 
Addiction, untreated pain are both concerns

The relief of suffering, including suffering from 
untreated pain, is fundamental to the idea of 

ethical practice in medicine, according to Nancy 
Berlinger, PhD, a research scholar at The Hastings 
Center in Garrison, NY. “The development of pal-
liative medicine as a subspecialty, with parallels in 
nursing and other clinical professions, and evidence 
of improved outcomes through the integration of 
palliative modalities into standard medical treat-
ment, support the idea of access to pain relief as a 
basic right of patients,” she says.

However, it is well established that some medica-
tions that are effective in pain are potentially addic-
tive and that some pain medications are misused 
— for example, diverted from their intended ben-
eficiary to another party; or abused, as when they 
are consumed at higher dosages or in different ways 
than prescribed, adds Berlinger.

Recently, a number of states have implemented 
electronic prescription monitoring programs, 
allowing physicians to determine if a patient has 
been prescribed opioid analgesics from other 
physicians in the recent past. “This information 
should be factored into the clinical assessment of 
the patient in determining the appropriateness for 

EXECUTIVE SUMMARY

While some pain medications are potentially addictive 
and in some cases are misused or abused, undertreat-
ment of pain also remains a signi!cant concern. To ad-
dress ethical concerns, physicians can:

programs into their clinical assessment.

are being taken as directed.
-

pected.


