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Objectives

A Understand the evolution of the POLST paradigm in
the United States over the past 20 years

A ldentify the core elements of the POLST paradigm
upon which TPOPP is based

A Appreciate the importance of a community coalition

A Discuss the elements and their application in building
a local/regional TPOPP coalition



What people say they want from
the system at end of life

A Free of pain/other physical suffering
A Do not want death prolonged
A Do not want to die on machines

A Do not want to be a burden on their family



What is currently happening?
A 2.45 million deaths in 2011 in the U.S.

A 25% home, 25% long term care

A 50% of those happen in the hospital
-- 75-90% of hospital deaths occur after a decision to
either remove or not start some form of artificial life
support

A Short hospice length of stay
-- 35% of people are on hospice < 7 days
-- Median LOS 19 days

NHPCO Facts and Figures 2011



P®&LST

Physicians Orders for Life Sustaining
Treatment

Www.polst.org




What Is POLST?

A Converts patient preferences for treatment into:
I An actionable medical order
I~ That moves with the patient across the continuum
I Respected by care providers along that continuum

A >40 states presently working on paradigm development

A Different names in different places (MOLST, POST,
TPOPP), all have the same POLST paradigm elements



% National POLST Paradigm Programs

www.polst.org *As of 1994
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Developing Programs
No Program (Contacts)



National POLST Paradigm Programs

www.polst.org *As of January 2007



National POLST Paradigm Programs
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Developing Programs
Designation of POLST Paradigm Program status based c
NO Program (ContaCtS) information available by the program to the Task Force.



National POLST Paradigm Programs

B Endorsed Programs

Developing Programs *As of September 2012
No Program (Contacts)



% National POLST Paradigm Programs

www.polst.org *As of January 2014
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B Mature Programs
I Endorsed Programs

I Regionally Endorsed Program
[ Developing Programs ] Programs That Do Not Conform to POLST

Requirements
] No Program (Contacts)



,ﬁ National POLST Paradigm Programs

ot www.polst.org *As of January 2015
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About Mevys and Events For Patients and Families Programs in Your State Cevelop a Program

Home » Programs in Your State

Programs in Your State

MISSOURI

Program Status: Developing

Program "Website

Center for Fractical Bioethics

Program Contact

Sandra Silva JD

TPOPF Managing Director
Kansas-Missouri TPOPP Coalition
Center for Practical Bioethics
Harzfeld Building

1111 Main, Suite foo

Kansas City, MO 64105

Fhone: B1A-g7g-19366

ssilvai@practicalbicethics.org

all Mature Endorsed Developing Mo Program
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Differences between TPOPP and advance directiv

Characteristics TPOPP Advance Directives
Population For the seriously ill All adults
Time frame Current care Future Care

Who completes the form  Health care professionals Patients

Resulting form Medical orders (TPOPP)  Advance directive

Health careagent or Can engage in discussion i Cannot complete
surrogate role patient lacks capacity

Portability Provider responsibility Patient/familyresponsibility
Periodic review Provider responsibility Patient/family responsibility



TPOPP Screening Question

Would | be surprised if this person were
alive within the next 12 months?

Yes? Then 1 tos t1 me
TPOPP Talk



Who Might Have a TPOPP Form?

A Those who:
-- Live with advanced progressive chronic illness

-- Might die within the next year

-- Wish to further define their care wishes

A TPOPP is NOT appropriate for:
-- A person with stable medical condition or disabling
problem with years of life expectancy

-- Anyone who does not want it

TPOPP Is a voluntary decision



Share Decision Making
Patient/Physician/Caregivers

A Standaro-of care @pproach

A Focused o Ratient specific Goals of-Care
I Advance Care! Planning-toolsdntegrated into-ord:

I PhysicianOrdersset-flows-from expressions of
preferences:andyvalues of the patient

- Specialconsideration given te beneficiaband
effective treatments: to:avoidnwanted
Interventions



Starting with yourv al ues é

Step 1
Advance Care Planning

Sharing w h a imp@tant
—— Talking about preferences
Naming an Agent
Setting goals
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ContinuingX e 2 @alNdg
Conversatiorfs

Even if you have thought about
your healthcare wishes, talked

to your family and friends and
completed a Durable Power of
Attorney for Healthcare Decisions,
circumstances change.

GUIDANCE at T CROSSROADS of DECISION Tracaportable Physician Orders for Patient Prafernces




Continuing € 2 @aNdg
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Step 2
éas (¢ oharlges..

Patient and family engage
In focused talks about EOL
care with doctors and the
healthcare team

GUIDAN CROSSROADS of DECISIO ransportable Physician OrdersforPaiant Frafvrvces



Chronic illness non-cancer
trajectory--what people need to know

Alfa person wants to die at home, not on machines, they
need to know their trajectory and make a plan for the next
Acrasho

-- Requires the system and the physician to recognize the
trend and discuss it

-Requires planning from the
office, the nursing home

-- Requires the support of systems in a coordinated effort
for preferences to be known across the continuum



All the Best Intentions

A Can do great Goals of Treatment planning in hospital,
goals clear and understood

A The the patient goes home...
A Goals lost in transition
A Patient incapacitated and sick again

A Wheel reinvented, patient wishes may be respected, may
be not



