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Introduction: 
Welcome to the learning module on Advance Care Planning.
Tulare Regional Medical Center wishes to improve the quality and experiences of our patient care at the end of life.  We realize that a key contributor to this goal is better communication of the values, feelings and wishes of the patient to those who care most about them, including the health professionals who provide their care.  Therefore a greater effort will be made to obtain patients Advance Directives for Health Care. The intent of this module is to provide information on the process for obtaining the patient’s Advance Directive for Health Care and/or the Physician Orders for Life Sustaining Treatment (POLST).
Description: 
This module consists of:

· An Advance Care Planning Tips document

· The TRMC Policy #10-1096 related to Advance Care Planning and Advance Directive Policy

· TRMC Policy # 12-1047 related to Withholding Life Sustaining Procedures and Physician Orders for Life Sustaining Treatment (POLST)

· POLST document

· A post-test
Objectives: 
By completion of this module, the employee will: 
1. Utilize Advance Care Planning information for patient’s requiring additional information on admission or throughout their hospitalization.

2. Recognize and complete all necessary steps of ensuring access to a patient’s current Advance Directive. 
3. Recognize when appropriate to 
utilize a POLST.

4. Involve appropriate disciplines in Advance Care Planning.
Target Group:

All RN nursing staff.
Continuing Education Credit/In-service Credit:  In-service only. 

Prepared by: 

Updated in 2018 by the Education Department with input from Advance Directive Team.
Course Sequence: 

A. Read the Advance Care Planning Tips document

B. Read the Policy #10-1096 Advance Care Planning and Advance Directive Policy.
C. Read the Policy #12-1047 Withholding Life Sustaining Procedures and Do Not Resuscitate (DNR) Physician Orders for Life Sustaining Treatment (POLST)

D. Review POLST document

E. Complete the Post-test. Must pass with at least 85% or better. 

F. Submit test online (it will automatically post to Education to give you credit). You are welcome to print a completion certificate for your own records.
ADVANCE CARE PLANNING TIPS
ADVANCE DIRECTIVE

· Make sure all patients with an advance directive understands that the directive is normally suspended during surgery and procedures requiring sedation. If a patient objects to the suspension, the patient and physician must discuss and document any change in agreement. This change must be communicated to all parties involved in the care of the patient. 
· District employees may not witness an Advance Directive.

· Each copy machine has the capability of scanning documents into the patient’s medical record.

· Check that patient’s advance directive is for Health Care not finances.

· A notary is available for patients and families.  Call the supervisor for names and numbers.

· If a patient wishes to change an advance directive: 
1. Remove existing AD from the chart, 
2. Return it to patient/family for disposal or change, 
3. Delete the old scanned AD and scan the new document,    
4. Place new AD in chart.

· Even with a current advance directive on the chart, we still need a physician order to follow it.

POLST TIPS

· POLST orders will be followed by health care providers as a valid physician order.

· The POLST is particularly useful for persons who are frail, elderly, have a compromised medical condition, have a prognosis of one year of life or less, and/or a terminal illness.

· Ideally a POLST is used as a complement to a patient’s advance directive (AD).

· A POLST may be used by patients who do not have an advance directive; however, it is advisable that a physician explain the difference between a POLST and an AD.

· Copy the POLST form for the medical record (place in green sleeve) and scan into the electronic record. Return the original pink copy of the POLST to the patient and document such action.

TULARE LOCAL HEALTH CARE DISTRICT
dba TULARE REGIONAL MEDICAL CENTER
POLICY / GUIDELINE
TO:

All Hospital Employees and Medical Staff

FROM:

Administration

SUBJECT: 
Advance Care Planning and Advance Directive Policy 10-1096
I. The purpose of Advance Care Planning is to:

1. Ensure clinical care consistent with patient preferences when capacity is lost.

2. Improve decision-making process.

a. Facilitate shared decision-making process.

b. Allow proxy to speak on behalf of patient.

c. Respond with flexibility.

d. Provide education.

3. Improve patient’s well-being by reducing frequency of over or under treatment.

4. Reduce patient’s concern regarding possible burden placed on family and others. 

II. The definition of Advance Care Planning is a process of assisting individuals in understanding, reflecting and communicating future medical treatment preferences, including end-of-life care. Advance Care Planning and assistance in creating a written plan is accomplished by a team of professionals and non-professionals to include nurses, social workers, pastoral care, volunteers and physicians. The written plan is documented by use of an Advance Health Care Directive (Advance Directive) which means either an individual’s health care instruction or the Power of Attorney for Health Care.

An individual health care instruction may be an oral direction to health care providers or it may be a written designation of an adult surrogate decision maker.

A written Advance Directive may designate an agent under the durable power of attorney law; it may document health care instructions; or it may grant specific authority to the agent.
To be legally effective in California, the written Advance Directive must be signed by the patient or surrogate and must be either notarized or signed by two (2) witnesses. 
Tulare Regional Medical Center has implemented the use of the California Hospital Association Advance Directive forms which is located on each patient care unit.
The desires of an adult patient who is capable of making his or her own health care decisions supersede the effect of an Advance Directive at all times. If an adult patient is incapable of making his or her health care decisions, then the patient's Advance Directive is presumed to be valid.

An Advance Directive should be followed to the extent that it does not require a physician to perform any criminal act, does not violate that physician's personal or professional ethical responsibilities, or does not violate accepted standards of professional practice. If a physician is unwilling to honor an Advance Directive because it violates his or her personal ethical beliefs, then transferring the care of the patient to another physician should be discussed with the patient or the patient's surrogates(s). 

Advance Directives relevant to patient care (e.g. "no resuscitation indicated") will be incorporated in the patient’s medical record or on the POLST form by the attending physician. (Refer to Policy 12-1047 Physician Orders for Life Sustaining Treatment (POLST))

III. Validity:
An Advance Directive is to be disregarded if credible evidence exists that:

1. The patient lacks decision making capacity at the time the directive was made, 

2. The directive is a forgery; or 

3. The directive has subsequently been revoked by the patient.
IV. Review

Ordinarily, there should be no need to seek review of the enforceability of an Advance Directive any more than there ought to be routine review of a patient's oral wishes. However, when doubts or conflicts arise, such as when there is conflict between the Advance Directive and the wishes of the patient's family, or when there is a substantial doubt as to the authenticity of the Advance Directive, a consultation should be sought with the Bio-Ethics Committee for its recommendations.

V. Education

Patients and families may be educated on Advance Care Planning by use of educational materials.

Relevant hospital staff is educated on Advance Care Planning in the following ways (depending on role and responsibility):

1. General orientation

2. Computer- based training program on Advance Care Planning

3. Attendance at Education of Physicians on End of Life (EPEC) Care as it is offered

VI. Initiating Advance Care Planning Discussions 

The needs of individuals and their families for advance care planning will arise at different times and in different places. They will, therefore, benefit from health care professionals who initiate discussions, provide appropriate information and develop follow up plans. Advance care planning discussions may be initiated at any of the following:

1. As an outpatient component of a routine examination

2. As an inpatient component of RN admission assessment

3. As a scheduled appointment with an Advance Care Planning Facilitator

4. As an individual expresses interest

5. As an individual's health status changes

VII. Roles and Responsibilities of Advance Care Planning Team

1. The Role of the Registered Nurse: 

On Admission:

a. Determine if patient has a written Advance Directive

b. Determine if the Advance Directive is brought in with the patient.

c. Review available Advance Directive with the patient and ask if it represents current preferences

d. Place Advance Directive in the green sleeve in the medical record and scanned into the electronic medical record.

e. If the Advance Directive is not available:

i. Request a family member, friend or surrogate bring in the Advance Directive within 48 hours and placed in medical record as outlined in step d above.

ii. Obtain essential information that may be included in the Advance Directive, such as the name and phone number of the health care agent; preferences for Do Not Resuscitate (DNR), Do Not Intubate (DNI), etc. 

f. Notify physician of patient preferences that are new or have not been previously expressed.

g. Within 48 hours, RN to check for Advance Directive, if no Advance Directive on chart, RN to make one (1) additional attempt to contact patient’s representative to bring Advance Directive to hospital.

h. If no Advance Directive exists:

i. Offer to assist patient by giving information

ii. Ask if the patient wishes to designate a surrogate decision maker and why this designation might be useful and needed

Additionally, the RN will: 

a. Provide information, clarification and emotional support as needed

b. Make referrals to Social Services as appropriate

c. Advocate for a plan of care consistent with patient preferences

2. The Role of the Physician
a. Initiate advance care planning discussions as appropriate.

b. Provide information and clarification of patient's medical condition.

c. Provide educational materials to assist with advance care planning.

d. Make referrals to Social Services as needed.

e. Review and clarify patient's submitted Advance Directive.

f. Document advance care planning discussions.

g. Review Advance Directive documents upon admission to a hospital, nursing home, hospice or home health agency, discuss preferences with patient or designated health care agent/surrogate, if possible, and write appropriate orders for the patient. (Refer to Policy 12-1047 Physician Orders for Life Sustaining Treatment (POLST))

VIII. Documentation

Complete Advance Care Planning Record in the Electronic Medical Record.

IX. Definitions:

Adult Patient: any person at least 18 years old and emancipated minor.
X. Disclaimers:

This policy is implemented in accordance with the Patient Self-Determination Act effective December 1, 1991.

1. This information must be provided to all adult (and emancipated minor) hospital inpatients. This federal law, “The Patient Self Determination Act” (PSDA), is found at 42 U.S.C. Sections 1395cc(f) and 1396a(w); regulations promulgated hereunder are found at 42 C.F.R. sections 489.100 and 489.102. 

2. It is not the District’s responsibility to provide legal advice as to whether an individual patient should execute an advance directive, or how an advance directive may operate in the patient’s individual circumstances.  In some situations, it may be appropriate to refer the patient to his or her own legal counsel.

3.
The District shall explain to patients, families and to patient representatives, if applicable that unless directed otherwise, suspension of Advance Directives occurs during an operation, in the recovery room, and during procedures that require medications or sedation.  If a patient or patient representative objects to the suspension of an Advance Directive under these circumstances, the patient or representative shall be referred to the attending physician to discuss this policy.  Continuing disagreements relating to suspension of Advance Directives may be referred to the Ethics Committee.  The terms of a valid Advance Directive shall be followed and shall not be suspended, if the patient or patient representative objects.
4. In order to be accepted by the District a written advance directive must (i) contain the date of its execution, (ii) be signed either by the patient  or in the patient’s name by another adult in the patient’s presence and at the patient’s direction, and (iii) be either acknowledged before a notary public or signed by two qualified witnesses.  (Probate Code Section 4673.)

5. An advance directive that is executed in another state or jurisdiction in compliance with the laws of that state or jurisdiction or of California is valid and enforceable in California to that same extent as a written advance directive validly executed in California.
6. A declaration executed pursuant to the Natural Death Act before July 1, 2000, that was valid under that prior law remains valid despite the subsequent repeal of the Natural Death Act. (Probate Code section 4665, subdivision (d)).
7. If an advance directive is in conflict with an earlier advance directive, the more recent advance directive is controlling to the extent of the conflict. (Probate Code section 4698.)

8. Except with respect to powers of attorney for health care executed before January 1, 1992 (see below), unless the power of attorney for health care provides a time of termination, the authority of the agent is exercisable notwithstanding any lapse of time since execution of the power of attorney.

9. Unless a shorter period is provided in the durable power of attorney for health care, a durable power of attorney for health care executed after January 1, 1984, but before January 1, 1992, expires seven years after the date of its execution unless at the end of the seven-year period the principal lacks the capacity to make health care decisions for himself or herself, in which case the durable power of attorney for health care decisions continues in effect until the time which the principal regains the capacity to make health care decisions for himself or herself.

Questions concerning any aspect of this policy/guideline should be referred to Administration. 

This policy/guideline replaces and supersedes all previous policies/guidelines concerning this matter and is effective immediately.

TULARE LOCAL HEALTH CARE DISTRICT
dba TULARE REGIONAL MEDICAL CENTER
POLICY / GUIDELINE
TO:

All Employees and Medical Staff 

FROM:
Administration


SUBJECT:
Withholding Life Sustaining Procedures and Do Not Resuscitate (DNR) Physician Orders for Life Sustaining Treatment (POLST) 12-1047
PURPOSE:

To establish and clarify Hospital/Medical Staff policy concerning a “NO CODE BLUE/DO NOT RESUSCITATE” and to define a process to follow when a patient presents with a Physician Orders for Life Sustaining Treatment (POLST) form.  This policy also outlines procedures regarding the completion of a POLST form by a patient and the steps necessary when reviewing or revising a POLST form.

I. DO NOT RESUSCITATE (DNR)
A.  This CODE response utilizes Advanced Cardiac Life Support (ACLS) guidelines to provide an organized, integrated, emergency response that includes CPR, ventilator support, and medication therapy.

B.  A CODE is unique among therapeutic modalities in that it is initiated without a physician’s order according to current American Heart Association, ACLS guidelines, when cardiac or respiratory arrest is recognized.  It is implemented in full when indicated, unless there is a DNR order in effect for the patient.  Any “Partial Code” Order Must Clearly Specify the Resuscitation Measures To Be Eliminated.  In some circumstances, some but not all cardiopulmonary resuscitative measures may be appropriate for a particular patient.  For example, routine intravenous antiarrhythmic medications may be determined to be appropriate for the patient while the relative benefits and burdens of chest compressions or intubation may indicate these treatments are not appropriate.  A physician who wishes to eliminate some but not all of the routinely implemented resuscitative measures must clearly specify on the order sheet those measures which are to be withheld.  Those measures not explicitly designated to be withheld shall be implemented in accordance with the Hospital’s protocol for cardiopulmonary resuscitation. The patient, or if possible under the circumstances, the patient's nearest available relative(s), shall be consulted about their wishes regarding resuscitation.  If the patient is under guardianship or conservatorship, the patient's guardian or conservator shall be consulted.
C. The following should be considered when deciding on a DO NOT RESUSCITATE ORDER:
1. If patient is competent, honor patient's wishes.             

2. If the patient has an Advance Directive stating the wishes of no resuscitative (code) measures.  See Hospital Policy 10-1096 Advance Care Planning and Advance Directive Policy.

3. If patient is unable to understand condition or express wishes, establish likelihood of reversing illness.

4. If illness irreversible, a do not resuscitate order may be considered.  Discuss decision with other physicians with expertise in establishing prognosis.        

5. Discuss decision with family if possible. If primary physician, consulting physician, and family agree, the patient and/or family should sign the form expressing their wish that no resuscitative (CODE) measures be carried out. The form recommended by the California Hospital Association titled “Physician Orders for Life-Sustaining Treatment (POLST) can be found in the CAHHS Consent Manual or at: www.finalchoices.org.  If this step is taken, the physician must initiate a DO NOT RESUSCITATE ORDER on the physician's order sheet.  See Physician Orders for Life-Sustaining Treatment (POLST).

6. If a strong disagreement persists, the Ethics Committee may be helpful in reaching a decision. The Committee’s recommendation is advisory; the attending physician is ultimately responsible for making the treatment decision. If continued disagreement occurs then the hospital Administrator should be contacted to determine whether court authorization should be sought.

D. The following procedures shall be followed to implement a decision not to resuscitate:
1. In the progress notes, the physician documents the factors considered in the decision and the content of discussions with family and consultants.

2. A DNR order must be written on the patient's chart on the physician's order sheet. Telephone DNR orders shall be accepted only in an emergency. All DNR orders shall be countersigned by the ordering physician within twenty-four (24) hours. 

3. The Hospital shall explain to patients, families and to patient representatives, if applicable that unless directed otherwise, suspension of Advance Directives occurs during an operation, in the recovery room, and during procedures that require medications or sedation. If a patient or patient representative objects to the suspension of an Advance Directive under these circumstances, the patient or representative shall be referred to the attending physician to discuss this policy. Continuing disagreements relating to suspension of Advance Directives may be referred to the Ethics Committee. The terms of a valid Advance Directive shall be followed and shall not be suspended, if the patient or patient representative objects.
4. Discuss decision and the reasons for it with all staff involved in the care of the patient.
5. Continue appropriate medical therapy and comfort measures.
6. Do Not Resuscitate orders remain in effect from the time of writing unless cancelled.
E. Selecting Surrogate Decision Makers

In determining who should act on behalf of an incompetent patient, general principles regarding who may give consent shall be applied.  Thus, an attorney-in-fact designated by a patient in a Durable Power of Attorney for Health Care, conservators, parents or guardians, and/or appropriate ‘family’ members shall be consulted.

II. PHYSICIAN ORDERS (POLST)

A. The Physician Orders for Life-Sustaining Treatment (POLST) is a document signed by both the patient and his/her physician that indicates the patient’s wishes regarding life-sustaining treatment and resuscitation. A legally effective POLST is considered a valid physician’s order. It is designed to be a statewide mechanism for an individual to communicate his or her wishes about a range of life-sustaining and resuscitative measures, and may have been prepared outside the acute care setting.  It is designed to be a portable, authoritative and immediately actionable physician order consistent with the individual’s wishes and medical condition, which must be honored across treatment settings.

B.
Subject to the specific provisions outlined below, the POLST form:

· Is a standardized form that is brightly colored and clearly identifiable
;

· Can be  revoked by an individual with decision making capacity at any time;

· Is legally sufficient and recognized as a physician order;

· Is recognized and honored across treatment settings;

· Provides statutory immunity from criminal prosecution, civil liability, discipline for unprofessional conduct, administrative sanction or 

any other sanction to a healthcare provider who relies in good faith on the request and honors a POLST.vi

· Is an alternative to the “Pre-Hospital Do Not Resuscitate” form, although POLST is more comprehensive in that it addresses other life-sustaining treatment in addition to resuscitative measures; and,

· Should be made available for patients who wish to execute a POLST form while they are in the hospital.

C.
A health care provider is not required to initiate a POLST form, but it is permissible.  There is no legal requirement that a patient be informed about POLST forms.

D.
As a general rule, a health care provider must treat a patient in accordance with a POLST form.  However, several exceptions apply: 
1.  the form requires medically ineffective health care or care contrary to generally accepted health care standards applicable to the health care provider or institution;
2. a physician has conducted an evaluation of the patient and has issued a new order in compliance with the provisions set forth below; 
3. the patient requests alternative treatment.  See the references for further details.
 

E.
A legally recognized health care decision maker
 may execute, revise or revoke the POLST form for a patient only if the patient lacks decision making capacity. If the legally recognized health care decision maker of a patient without capacity wishes to modify the POLST, the legally recognized health care decision maker must consult with the patient’s treating physician prior to modifying it.  This policy does not address the criteria or process for determining or appointing a legally recognized health care decision maker, nor does it address the criteria or process for determining decision making capacity.
 (Refer to Policy 12-1096 Advance Care Planning and Advance Directive Policy)
F.
While a health care provider
 such as a nurse or social worker can explain the POLST form to the patient and/or the patient’s legally recognized health care decision maker, the physician is responsible for discussing the medical interventions and procedures described on the form, and the efficacy or appropriateness of the treatment options with the patient, or if the patient lacks decision making capacity, the patient’s legally recognized health care decision maker.

G.
In order to be legally effective, a completed POLST form must be signed by the patient, or if the patient lacks decision making capacity, by the patient’s legally recognized health care decision maker, AND the attending physician.

H.
The POLST is particularly useful for persons who are frail and elderly or who have a compromised medical condition, a prognosis of one year of life or less, and/or a terminal illness. The POLST form should be executed as part of the health care planning process and ideally is a complement to a patient’s advance directive. A POLST form may also be used by patients who do not have an advance directive; however, it is advisable that a physician explain the difference between a POLST form and an advance health care directive.  Completion of a POLST form should reflect a process of careful decision making by the patient, or if the patient lacks decision making capacity the patient’s legally recognized health care decision maker, in consultation with the patient’s primary care physician about the patient’s medical condition and known treatment preferences. 

III. GENERAL ACUTE CARE HOSPITAL PROCEDURES

A. Patient in Emergency Department with a Completed POLST Form:

1. During the initial patient assessment, the nurse shall document the existence of the POLST form and confirm with the patient, if possible, or if the patient lacks decision making capacity, with the patient’s legally recognized health care decision maker, that the POLST form in hand has not been voided or superseded by a subsequent POLST form. (See section E “Conflict Resolution” for additional guidance.) 

2. A nurse or registrar will communicate to the emergency department physician caring for the patient the existence of the POLST.

3. POLST orders will be followed by health care providers as a valid physician order until the emergency department physician reviews the POLST form and incorporates the content of the POLST into the care and treatment plan of the patient, as appropriate.  The physician shall document his/her review of the POLST in the medical record.

4. If the emergency department physician, upon review of the POLST and evaluation of the patient, determines that a new order is indicated, he/she shall review the proposed changes with the patient and/or legally recognized health care decision maker, and issue a new order consistent with the most current information available about the patient’s health status, medical condition, treatment preferences and goals of care.  The physician shall document the reasons for any deviation from the POLST in the medical record.  (See also section D “Reviewing/ Revising a POLST form” regarding voiding a POLST.)
5. Discussions with the patient and/or the patient’s legally recognized health care decision maker regarding the POLST and related treatment decisions shall be documented in the medical record.  

6. Copy the POLST form for the medical record and scan into the electronic medical record.  

7. Place appropriate hospital patient information label (e.g. addressograph) on the copy of the POLST form in the “Office Use Only” box and write “COPY” on the form and the date copied. 

8. The COPY is to be placed in the green sleeve in the patient’s medical record.

9. Return the current original POLST form to the patient and document such action.

B. Patient Admitted with a Completed POLST Form:

1. During the initial patient assessment, the RN shall document the existence of the POLST form, and confirms with the patient, if possible, or if the patient lacks decision making capacity, with the patient’s legally recognized health care decision maker, that the POLST form in hand has not been voided or superseded by a subsequent POLST form. (See section E “Conflict Resolution” for additional guidance.)
2. A nurse, social worker or case manager will communicate to the admitting physician caring for the patient the existence of the POLST.

3. POLST orders will be followed by health care providers as a valid physician order until the admitting physician reviews the POLST form and incorporates the content of the POLST into the care and treatment plan of the patient, as appropriate.2  The physician shall document his/her review of the POLST in the medical record.

4. If the admitting physician, upon review of the POLST and evaluation of the patient, determines that a new order is indicated, he/she shall review the proposed changes with the patient and/or legally recognized health care decision maker, and issue a new order consistent with the most current information available about the patient’s health status, medical condition, treatment preferences and goals of care.  The physician shall document the reasons for any deviation from the POLST in the medical record.  (See also section D “Reviewing/Revising a POLST form” regarding voiding a POLST.)
5. Discussions with the patient and/or the patient’s legally recognized health care decision maker regarding the POLST and related treatment decisions shall be documented in the medical record. 

6. Copy the POLST form for the medical record and scan into the electronic medical record.

7. Place appropriate hospital patient information label (e.g. addressograph) on the copy of the POLST form in the “Office Use Only” box and write “COPY” on the form and the date copied.

8. Because the current original POLST is the patient’s personal property, ensure its return to the patient, or legally recognized health care decision maker.

9. At discharge, send the most current copy of the POLST with patient during any transfers to another health care facility or to home.  Document in the medical record that the POLST copy was sent with the patient at the time of discharge.

C. Completing a POLST Form with the Patient:

1. If the patient, or if the patient lacks decision making capacity the patient’s legally recognized health care decision maker, wishes to complete a POLST form, the patient’s physician should be contacted. The physician should discuss treatment options with the patient or legally recognized health care decision maker.  The discussion should include information about the patient’s advance directive (if any) or other statements the patient has made regarding his/her wishes for end of life care and treatments.  The benefits, burdens, efficacy and appropriateness of treatment and medical interventions should be discussed by the physician with the patient and/or the patient’s legally recognized health care decision maker. 

2. A health care provider such as a nurse or social worker can explain the POLST form to the patient and/or the patient’s legally recognized health care decision maker, however, the physician is responsible for discussing treatment options with the patient or the patient’s legally recognized health care decision maker
3. The above-described discussions shall be documented in the medical record, dated and timed.

4. The POLST form is to be completed based on the patient’s expressed treatment preferences and medical condition.  If the patient lacks decision making capacity and the POLST form is completed (or health care decision are to be made) with the patient’s legally recognized health care decision maker, decisions must be made in accordance with the patient’s individual health care instructions , if any, and other wishes to the extent known.  It the patient’s wishes aren’t known, decisions must be made in accordance with the decision maker’s determination of the patient’s best interest, considering the patient’s personal values to the extent known.  .

5. In order to be valid, the POLST must be signed by a physician, and by the patient, or if the patient lacks decision making capacity, by the legally recognized health care decision maker.

6. Follow the instructions above for copying the POLST form and putting it in the medical record.

7. Because the current original POLST is the patient’s personal property, ensure its return to the patient, or legally recognized health care decision maker.

D. Reviewing/Revising a POLST Form:

1. Discussions about revising or revoking the POLST shall be documented in the medical record, and dated and timed.  This documentation should include the essence of the conversation and the parties involved in the discussion.

2. At any time the attending physician and patient, or if the patient lacks decision making capacity the patient’s legally recognized health care decision maker, together, may review or revise the POLST consistent with the patient’s most recently expressed wishes. In the case of a patient who lacks decision making capacity, the attending physician and the patient’s legally recognized health care decision maker may revise the POLST, as long as it is consistent with the known desires of and in the best interest of the patient.

3. During the acute care admission, care conferences and/or discharge planning, it is recommended that the attending physician review the POLST when there is substantial change in the patient’s health status, medical condition or when the patient’s treatment preferences change.

4. If the current POLST is no longer valid  due to a patient changing his/her treatment preferences, or if a change in the patient’s health status or medical condition warrant a change in the POLST, the POLST can be voided.  To void POLST, draw a line through Sections A through D and write “VOID” in large letters.  Sign and date this line.

5. If a new POLST is completed, a copy of the previous POLST marked “VOID” (that is signed and dated) shall be kept in the medical record directly behind the current POLST.

E. Conflict Resolution

1. If the POLST conflicts with the patient’s previously-expressed health care instructions or advance directive, then, to the extent of the conflict, the most recent expression of the patient’s wishes govern.

2. If there are any conflicts or ethical concerns about the POLST orders, appropriate hospital resources – e.g., ethics committees, care conference, legal, risk management or other administrative and medical staff resources – may be utilized to resolve the conflict.

3. During conflict resolution, consideration should always be given to: 

a. the attending physician’s assessment of the patient’s current health status and the medical indications for care or treatment; 

b. the determination by the physician as to whether the care or treatment specified by POLST is medically ineffective, non-beneficial, or contrary to generally accepted health care standards; and 

c. the patient’s most recently expressed preferences for treatment and the patient’s treatment goals. 

ENDNOTES

i. 
Note: The official POLST form for California is approved by the Emergency Medical Services Authority.  You can download a copy of the form for printing by going to the California Coalition of Compassionate Care website at:  www.finalchoices.org.

Wausau Pulsar Pink paper (65 lb. paper stock recommended) is the color used for the POLST form.  It is important to use this specific color of pink paper so that the form can be photocopied and faxed.  Although Pulsar Pink is the recognized and recommended color, the form remains valid if another color paper is used.  A photocopy of the form is also valid. 

ii. 
California Probate Code §4781.2.  (a) A health care provider shall treat an individual in accordance with a POLST form.  (b) This does not apply if the POLST form requires medically ineffective health care or health care contrary to generally accepted health care standards applicable to the health care provider or institution.  (c) A physician may conduct an evaluation of the individual and, if possible, in consultation with the individual, or the individual’s legally recognized health care decision maker, issue a new order consistent with the most current information available about the individual’s health status and goals of care.  (d)  The legally recognized health care decision maker of an individual without capacity shall consult with the physician who is, at the time, the individual’s treating physician prior to making a request to modify that individual’s POLST form.  (e)  An individual with capacity may, at any time, request alternative treatment to that treatment what was ordered on the form.

iii.
Legally recognized health care decision maker includes the person’s agent as designated by a power of attorney for health care, surrogate, conservator or closest available relative as described in California Probate Code §§ 4671, 4711, 1880, and Cobbs v Grant, 8 Cal3d 229, 244 (1972) respectively.

iv.
Refer to District Policy 12-1096 Advance Care Planning and Advance Directive, the Health Care Decisions Law (Probate Code §§4600-4805), and relevant case law regarding determination of decision making capacity, and of a legally recognized health care decision maker. 
v.
California Probate Code §4621.  “Health care provider” means an individual licensed, certified, or otherwise authorized or permitted by the law of California to provide health care in the ordinary course of business or practice of a profession.

vi.
California Probate Code §4782.  A health care provider who honors a POLST is not subject to criminal prosecution, civil liability, discipline for unprofessional conduct, administrative sanction, or any other sanction, as a result of his or her reliance on the request, if the health care provider (a) believes in good faith that the action or decision is consistent with the law pertaining to Request for Resuscitative Measures, and (b) has no knowledge that the action or decision would be inconsistent with a health care decision that the individual signing the request would have made on his/her own behalf under like circumstances.

Questions concerning any aspect of this policy/guideline should be referred to Administration.

This policy/guideline replaces and supersedes all previous policies/guidelines concerning this matter and is effective immediately.
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