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+ Starting the Conversation Reduces Unintended 
Suffering through Education  

n  90% of people say that talking with their loved ones about end-of-life care is important.  
n  27% have actually done so*.  

n  60% of people say that making sure their family is not burdened by tough decisions is 
extremely important.  
n  56% have not communicated their end-of  life wishes** 

n  80% of people say that if seriously ill, they would want to talk to their doctor about wishes 
for medical treatment toward the end of their life.  
n  7% report having had this conversation with their doctor.**    

n  82% of people say it’s important to put their wishes in writing.  
n  23% have actually done it. ** 

 

 

*Source: The Conversation Project National Survey (2013)  
**Source: Survey of  Californians by the California HealthCare Foundation (2012)  
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+
Intention for this presentation 

By the end of  this presentation you should be 
able to: 

1.  Name the differences in the legal forms  

2.  Understand the steps necessary to get the 
Nevada POLST completed & filed 
n ACP Billing 

3.  Discuss how to avoid pitfalls in the process. 
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The legal forms, how they work together 

n Advance Care Planning (ACP): The process of  
thinking about end-of-life wishes, the “conversation.”  

n Advance Directive (AD): A document that describes 
your wishes for care in the future.  

n Health Care Proxy (HCP): Identifies your health care 
agent (often called a “proxy”), the person you trust to 
act on your behalf  if  you are unable to make health 
care decisions or communicate your wishes. In some 
states, this is called the Durable Power of Attorney for 
Health Care (DPOA-HC).  
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+
The legal forms, how they work together 

n Living Will: Specifies which medical treatments you 
want or don’t want at the end of  your life, or if  you are 
no longer able to make decisions on your own (e.g., in 
a coma). 

n POLST: Physician Order for Life-Sustaining 
Treatment, a document designed to provide a medical 
order supporting end-of-life treatment decisions 
determined by a patient (or their legal representative) 
and their physician. 

n You can and often will have some or all of  these legal 
forms, the form that will be honored is the most 
recently executed.  Note, ALL forms can be overridden 
by the Health Care Proxy/DPOA.  
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The first step for everyone 

Health Care Proxy / DPOA –HC in Nevada 

n Choosing the best representative can be a 
challenging first step for your clients. 

n There are multiple factors for the owner of  the 
advance directive to consider when choosing a 
HCP/DPOA-HC.  Next of  kin may not always 
be the optimal choice.  

n In these conversations, review the following 
considerations with your client.  
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The second step, the conversation …  

One of  the most important domains of  Palliative Care is 
communication.   

Facilitating conversations between family members about  
health care choices.  Assuring accurate understanding of   
the information provided by the clinicians about prognosis  
and treatment options of  care.  

Encouraging conversations prevents physical and emotional 
suffering of  not only the patient with the illness, but also the 
family struggling with the multiple health care choices 
available.  

Choices made in crisis frequently do not produce  
the desired results.  
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In the Beginning 

n POLST: Physician’s Order for Life-Sustaining 
Treatment 

n Oregon POLST – 1991 

n Advance Directives (ADs) provided general 
guidelines, but specifics were still vague 

n ADs are difficult to locate 

n Too long 



+
POLST Components 

•  Meaningful Conversation of  patient wishes and 
treatment ramifications 

•  Succinctly identifies patient wishes 

•  Easily identifiable 

•  More specific treatments 

•  Portable medical orders 
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National POLST Paradigm Programs 
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Differences between the 
Nevada POLST Program  
and Other ADs 
•  This is not just a form; it is a program. 

•  Patient profile: Frail, elderly or those near the end of  a serious, 
advanced, progressive disease 

•  Reflects current state of  health, unlike an AD 
•  Medical order that travels with the patient (home, transport or 

facility) 
•  Requires physician, APRN or PA and patient or patient’s 

representative/surrogate signatures and date. 
•  Provides for an out-of-hospital DNR (residence, transporting) 

honored by Emergency Medical Services (EMS) 
•  Identifies patient representatives or surrogate 
•  Concise 
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POLST is a Program –  
Not a form 

n Identification of  appropriate patient 
n Life expectancy less than 1 year 
n The very frail elderly 
n Those at the end of  a life-limiting illness 

n Early stage dementia or Alzheimer’s / DPOA 
n Not appropriate for all admits - voluntary 

n A discussion between providers and patients 
n Is hospice appropriate? 

n Completion of  the POLST form, and; 

n Coordination of  transfer 
n Develop policies, protocols and triggers 



+
Form Description 

n Nevada POLST forms are bright pink 
n Printed on 65# stock for durability 

n Order through: www.NevadaPolst.org 

n Download for Educational Purposes: 

n www.NevadaPolst.org (with watermark: 
“SAMPLE”) 

n Faxed, copied or electronic versions are valid if  
signed and dated 

n EMS survey shows Pink forms are highly 
preferred!! 
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POLST 

Features: Transfer Trilogy 

Patient 
Refrig or Bedside 

EMS Facility Request/Offer 

Policies/Procedures 
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POLST Side One: Medical Orders 
Instructions / Patient Information 

n HIPAA Compliant 

n Used in ANY setting: Emergency, home, ambulance, 
hospital, etc. 

n For those familiar with the last version, the DOB has 
been corrected to the standard mm/dd/yyyy. 
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POLST Side One: Medical Orders 
Section A: CPR 

n EMS-DNR #: from the salmon colored card 
n No longer necessary  

n Legislature approved POLST to be honored in all 
settings 

n Use LWL card or copy and carry POLST 

n Do Not Only complete Section A; Section B is 
equally important!! 
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POLST Side One: Medical Orders Section B: 
Medical Interventions 

n Relevant if: 
n “Allow Natural Death” marked in Section A, or 

n Patient is not in cardiopulmonary arrest. 

n Note that all options provide “Other instructions” 
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Section B: Medical Interventions 
Full Treatment 

•  Patients should understand what treatments this 
may involve considering their condition and the 
likely benefit or burden such treatments will involve. 

•  Note “Additional Instructions” – this might include 
a trial period of  treatments to determine tolerance 
and benefit or other restrictions. 
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Section B: Medical Interventions 
Selective Treatment 

n Remember, the POLST is ONLY used if  the patient 
 is so sick they can’t speak for themselves. 

n Patients choosing this option will not have chosen 
“Attempt Resuscitation” in Section A. 

n These patients may still wish to continue medical 
treatments such as dialysis, but avoid more aggressive 
treatments that involve ICU admission or intubation, 
such as surgery. 
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Section B: Medical Interventions 
Comfort-Focused Treatment 

n Goal: maximize comfort through symptom 
management 

n The patient should not be transferred unless 
comfort cannot be achieved at the current 
location. 
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Section C: Artificially Administered 
Nutrition & Fluids 
 
n Food and fluids should always be offered by 

mouth. These options only pertain if  a patient 
cannot take or, if  they have decisional capacity, 
refuse these by mouth. 

n If  “Comfort-Focused Treatment” is chosen in 
Section B, then “No artificial nutrition or 
feeding tube” and “No IV fluids” should be 
chosen in Section C. 
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Section D: Capacity Determination 

n Decisional Capacity vs. Competency 
n Medical vs. legal 

n Variable vs. permanent 

n Must be determined by the patient’s physician, 
APRN or PA. 
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Regaining Capacity - POLST Process 

n If  a patient whose POLST was completed by someone 
else and the patient regains decisional capacity, then: 

n Explain that they have a POLST and what it is. 

n Show them the POLST and explain the choices. 

n Ask if  they want to keep the POLST as is, change it, 
or if  they do not want a POLST at all. 

n  If  they want to keep it, do nothing and make no change 

n  If  change, write “VOID” across it and complete a new one 

n  Otherwise write “VOID” across it and place in the pts chart. 

n See instructions Side 2 
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Section E: Validating Signatures 

•  All bolded items REQUIRED for validity 

•  With new APRN and PA authority, 
additional information is required 
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Section E: Validating Signatures 

•  Section D = “Has decisional capacity” 
•  Circle “Patient” 
•  Have patient sign the next line 

•  Section D = “Lacks decisional capacity” 
•  If  the patient has a representative (DPOA, parent [of  minor] 

or guardian), circle and sign the next line 
•  If  the patient does not have a legal representative a surrogate 

may sign. 
•  See the back of  the POLST form (Completing a POLST) 
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POLST Side Two: Supplementary 
Information 
 
1.  Representative/Surrogate Information 

A.  Advance Directive (AD) 
n  This information must be taken directly from 

the patient’s AD – it is a legal document! 
n  It may be stored in the Living Will Lockbox 

B.  Court Appointed Guardian 
C.  Health Care Surrogate  

n  If  Section E was completed by a Surrogate, then 
this line must be completed 

n  A Surrogate may complete a POLST only if  a 
patient does not have a Representative. 

 



+
POLST Side Two: Supplementary 
Information 
 
2.  Preparer 

A.  The person having the conversation with the 
patient provides their name and position. 

B.  This does not have to be the HC Provider who 
signed Section E 

C.  The Preparer must have sufficient knowledge to 
have a meaningful conversation 
n  Understand the patient’s medical issues 
n  Understand the options of  the POLST and how 

they will impact the patient’s health and goals 
n  Be able to communicate effectively 
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POLST Side Two: Supplementary 
Information 
 

3.  Health Care Surrogate 
A. If  a Surrogate signed Section E, they must 

complete this line. 
B.  If  the patient has a DPOA-HC or 

guardian, then a surrogate is not allowed 
to complete the POLST. 

C.  See “Completing a POLST” on Side 2 for 
an explanation of  who can be a Surrogate. 
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POLST Side 2: Supplementary 
Information 
 
4. Registry 

•  Secretary of  State’s LivingWillLockbox.com 
(LWL) 

•  Your facility and/or office should: 
•  Be registered for access to Livingwilllockbox.com 

•  Have a supply Registration Agreements on hand 

•  Have a process in place to assure POLSTs and ADs are 
registered with the LWL 

•  Offer both POLST and LWL Registration 
Agreement at patient interview 

•  When signed, or at least explained, initial box 
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POLST Side 2: Organ Donation 

4. Organ Donation 

•  This does not authorize donation; it simply states 
that their decision is reflected on their license or 

other State-issued ID. 
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POLST Side 2: Directions 

n Terms of  Use 

n  The POLST is VOLUNTARY; providers must offer the POLST to 
POLST profile patient, but it cannot be  

n  Mandated 

n  A condition of  admission 

n  If  DNR status is required at a facility, and a patient does not 
want a POLST, use other DNR documentation, not a POLST. 

n Completing a POLST 

n POLST Review 

n Voiding POLST 
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POLST Side 2: Directions 

n Voiding POLST 
n  Write “VOID” diagonally across both sides 

n  Patient has decisional capacity: only the patient may void the 
POLST 

n  Lacking decisional capacity 

n  If  the patient has a Representative 

n  The representative may change, void or complete a new 
POLST for the patient 

n  If  the patient has a Surrogate 

n  A Surrogate may ONLY void or change a POLST that 
they themselves originally completed. 
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Voiding the POLST - Notifications 

n  If  the POLST was completed by a Representative or 
Surrogate, and; 

n The patient regains decisional capacity, then; 

n Notify the patient of  the POLST and its orders, and; 

n Attempt to notify the original signer. 

n Determine patient’s wishes 

n  If  POLST reflects wishes; make no change 

n  If  patient disagrees with POLST 

n Void and complete new POLST or, 

n VOID and file in medical record 
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Reimbursement Codes 

n Medicare has approved ACP codes 
n Medicare Administrative Contractors (MAC) will 

establish reimbursement amounts. 

n Code 99497 covers ACP with a patient, family 
member, or surrogate for up to 30 minutes. 

n Code 99498 provides an additional 30 minutes of  
discussion 

n NevadaPOLST.org/billing-for-polst-
consultation/ 
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What are the Legal 
Implications of  POLST 

n POLST is a state approved form (NR 449.691 - 697) 

n You cannot be disciplined or face legal action if: 
n Treatment is withheld in compliance with the POLST 

form and the medical orders reflected on it; 
n The provider is unaware of  the existence of  a POLST; 

or, 

n The patient, their agent, parent or legal guardian over-
rides it (Any of  these may over-ride a POLST form). 

n   A Surrogate may NOT over-ride a POLST 
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Physician Authority and 
Privileges 

n Health care providers shall comply with a 
valid POLST regardless of  whether the 
physician who signed the POLST: 

n Has authority during transport or 
n Has privileges at the receiving facility 
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Physician Responsibility 

•  A POLST should be completed for a patient if: 
•  Their life expectancy is less than 5 years; and, 
•  They have a terminal illness or are very frail; or, 
•  They request one 

•  In these instances, the physician shall explain: 
•  The availability of  the POLST; 
•  The features and procedures offered by it; and, 
•  The difference between the POLST and other ADs 
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Reviewing and  
Revising the POLST 

n A POLST should be reviewed when the patient: 
n Is transferred from one care setting or level to another; 
n Has a substantial change in health status; or, 
n Preferences change 

n When a POLST needs to be revised due to wear/
tear or change of  orders or other information 
n Write VOID diagonally across both sides of  the POLST 

and place in the patient’s chart 
n Complete a new POLST, sign and date it 



+
Conflicting Documents 

n Previously, the law governing End-of-Life 
documents was confusing 

n Now, whichever document is most recent 
should be followed. 

n Therefore, be sure all documents are dated. 
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Compliance with POLST 

n Should the health care provider responsible for 
the patient be unwilling to comply with the 
directives of  the POLST, all reasonable 
measures shall be taken to transfer to a 
compliant facility or practitioner. 

n If  a patient is known be pregnant, so long as it 
is probable that the fetus will develop to the 
point of  live birth with application of  life-
sustaining treatment, life-sustaining measures 
shall be attempted. 
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Blank Sections and  
Other States’ POLSTs 

n Any completed section is valid unless Section 
D and E are not completed, signed and dated 
by a physician, APRN or PA and the patient or 
the patient’s representative or surrogate. 

n Any section not completed creates no 
presumption about the patient’s preferences for 
treatment for that section. 

n A valid POLST (MOST, POST, MOLST) of  
another state shall be honored in Nevada. 
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Nevada POLST 

Nevada POLST is a Nevada non-profit formed 
specifically to: 
n Educate and train the public and health care providers 

regarding the Nevada POLST Program 
n Support other organizations in providing compassionate 

end-of-life care 

For more information visit www.nevadapolst.org 
or email info@nevadapolst.org 
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Review 

This presentation may be viewed online at: 

n our website, www.nevadapolst.org under the 
“For Providers”/”Nevada POLST Training” 

n On YouTube: 
https://www.youtube.com/watch?
v=WR5z8AnkQ08&feature=em-share_video_user 

•  Google search for “POLST Provider Primer” 
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Have we met the goals for this 

presentation? 

n Confirm we met Goals of  the Presentation 

1.  Name the differences in the legal forms  

2.  Understand the steps necessary to get the 
Nevada POLST completed & filed 

3.  Discuss how to avoid pitfalls in the process. 

4.  Q & A 
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