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Since its original development in Oregon in 1993, Physician Orders for Life-Sustaining Treatment (POLST) is quickly growing
in popularity and prevalence as a method of communicating the end-of-life care preferences for the seriously ill and
frail nationwide. Early evidence has suggested signiﬁcant advantages over advance directives and do-not-resuscitate/
do-not-intubate documents both in accuracy and penetration within relevant populations. POLST also may contribute to the
quality of end-of-life care administered. Although it was designed to be as clear as possible, unexpected challenges in the
interpretation and use of POLST in the emergency department do exist. In this article, we will discuss the history, ethical
considerations, legal issues, and emerging trends in the use of POLST documents as they apply to emergency medicine.
[Ann Emerg Med. 2014;64:140-144.]
A podcast for this article is available at www.annemergmed.com.
0196-0644/$-see front matter
Copyright © 2014 by the American College of Emergency Physicians.
http://dx.doi.org/10.1016/j.annemergmed.2014.03.014

INTRODUCTION
Emergency physicians frequently care for dying patients and
often make time-sensitive decisions without adequate medical
history and knowledge of the patient’s end-of-life care preferences.
The patient may not be able to communicate with the physician, and
accompanying documents, such as an advance directive or do-notresuscitate (DNR)/do-not-intubate (DNI) document, commonly
do not adequately guide the physician in making decisions about
critical interventions.1,2 The complex medical conditions of an aging
population and technologic advances that provide an increasing
number of options for intervention compound the problems related
to end-of-life care in the emergency department (ED). The
Physician Orders for Life-Sustaining Treatment (POLST) was
developed to provide a means for patients to inform caregivers about
speciﬁc treatment preferences, with clarity and sufﬁcient nuance,
before death is imminent. Although POLST documents may also be
referred to as physician orders for scope of treatment, medical orders
for scope of treatment, and medical orders for life-sustaining
treatment, they all share the same core elements with similar form
design.3 This article will review the evolution of the POLST form,
address relevant ethical issue considerations, and discuss
implementation of POLST and future developments as they apply
to emergency medicine.

BACKGROUND, HISTORY AND EVOLUTION
OF THE POLST PARADIGM
POLST emerged as a response to a number of trends in
emergency medicine. Cardiopulmonary resuscitation (CPR),
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originally developed for patients with potentially reversible
cardiac arrest, began to be used in almost all cardiopulmonary
arrests, in part because it was presumed that reasonable
individuals in a similar situation would choose to receive
lifesaving interventions.4 Because of this widespread practice,
DNR orders were developed for people with advanced chronic
medical illnesses for whom the use of resuscitation was unlikely
to substantially alter life expectancy or would not be appropriate
because of the patient’s or surrogate’s wish to forgo life-sustaining
treatment.5 Typically, DNR orders applied during the hospital
stay but did not follow the patient on discharge.6
As emergency medical services developed protocols for
treating patients in the out-of-hospital setting, it was recognized
that DNR orders could identify patients for whom resuscitation
should be withheld during out-of-hospital treatment and
transport. Out-of-hospital or “community” DNR orders (also
referred to as “standing” DNR orders) were developed and
enacted legislatively in many states and had authority as valid
expressions of patient end-of-life treatment preferences in the
out-of-hospital, ED, and inpatient settings.7
The Center for Ethics in Health Care at Oregon Health
Sciences University in 1991 convened a task force to address
standardized portable medical orders for patients with
progressive, chronic illnesses in regard to life-sustaining medical
treatment, including resuscitation, intubation, antibiotics, and
artiﬁcial nutrition and hydration. In 1993, the university adopted
the name Physician Orders for Life-Sustaining Treatment and
acronym POLST, and early studies showed their effectiveness
in increasing care delivered in accordance with patient wishes.8,9
Volume 64, no. 2 : August 2014

Jesus et al
In 2009, the statewide Oregon POLST registry was devised to
allow electronic access to a central registry rather than relying on
a paper form or health care institution medical record.10 The
POLST program has continued to help clinicians honor patient
wishes, becoming a valuable adjunct to advance directives.11,12
In addition to the 16 states that have fully endorsed POLST
programs by the end of 2013, another 27 have programs in
development, leaving just 7 without a POLST program in some
stage of development.13 For a list of states and respective POLST
forms and other related resources, visit: http://www.polst.org/
educational-resources/resource-library/.

END-OF-LIFE DECISIONMAKING IN THE ED:
CURRENT STATUS, CHALLENGES, AND ETHICAL
CONSIDERATIONS
Commonly encountered models for advanced care planning
in the ED are advance directives, standing DNR (sometimes
called do not attempt resuscitation rather than DNR), and DNI
orders. Although each was developed to communicate patient
preferences for end-of-life care, over time advance directives and
DNR/DNI orders have been criticized for falling short of that
purpose.1,2,14,15 POLST forms, on the other hand, purport to
make up for the shortcomings of DNR/DNI and advance
directive documents.
Although the original aim of advance directives was to
improve clarity, allowing room for detail and ﬂexibility as
necessary to give patients control of end-of-life treatment, 30
years of efforts to promote their use have failed, achieving only an
estimated prevalence of 18% of the adult population in the
United States.15 In a single-center survey study of Canadian ED
patients, only 5.6% of the 19.3% of patients who reported
having an advance directive brought it with them to the hospital;
as a result, emergency physicians do not often have access to this
information when it is most needed.16,17 Advance directives also
mistakenly assume that patient preferences are stable over time
and across all clinical scenarios.1,18 In reality, however, the
reversibility of a patient’s illness and the probability of his or
her survival heavily inﬂuence end-of-life treatment preferences.19
In addition, patients infrequently expend the emotional energy
required for advance directive planning; do not understand the
unpredictable, uncertain, and complex nature of critical illness;
and do not acknowledge or anticipate that advanced directives
and proxies can and sometimes do complicate critical care.1
Finally, despite the fact that more than a quarter of elderly
US residents require surrogate decisionmaking, their surrogates
frequently make inaccurate substituted judgments.14,20
The prevalence of standing DNR/DNI orders for ED patients
is less clear. Most frequently used for patients with a clear
terminal condition, these standing orders require a physician’s
signature on a state-approved form.21 Given the role selfdetermination plays in our basic understanding of ethically
appropriate medical care, it is crucial that any document used
to convey patient preference for life-sustaining measures be
as accurate as possible. DNR/DNI orders do not include
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considerations of preferences based on context, survivability,
or other considerations not included in the document. Despite
the speciﬁcity implied by the title of the orders themselves,
clinicians frequently more broadly interpret DNR/DNI orders
beyond precluding CPR and intubation. Previous studies have
demonstrated that if they have a DNR order, patients in acute
heart failure are less likely to be treated according to quality
assurance measures, nursing home patients are less likely to be
hospitalized when receiving a diagnosis of pneumonia, and
patients with cardiac disease admitted for acute coronary
syndrome are less aggressively treated and more likely to die.22-24
Even decisions concerning patient disposition are inﬂuenced by a
patient’s DNR status, with lower rates of admission to an ICU
regardless of a patient’s age, Acute Physiology and Chronic
Health Evaluation II score, or functional status.25 Given that
patients with DNR/DNI orders frequently desire aggressive
treatment for acute conditions short of CPR, advance directives
with greater delineation of patient end-of-life preferences were
proposed to enhance communication of those wishes.2,26

EVIDENCE SUPPORTING POLST DOCUMENTS
IN ADVANCE CARE PLANNING
POLST documents address many of the previously
discussed criticisms of DNR/DNI and advance directives (see an
example form in Appendix E1, available online at http://www.
annemergmed.com). Their use is intended for seriously ill or
frail patients with life-limiting advanced illness, patients who
have the threat of losing their decisionmaking capacity, and
anyone with strong treatment preferences.27 POLST forms
break end-of-life care interventions into categories of care
(CPR, medical interventions including intubation, antibiotics,
and artiﬁcial hydration and nutrition) and present patients with 2
or 3 corresponding clear choices, ranging from comfort measures
only, to supportive noninvasive treatments, to full treatment.
The form also requires a description of patient goals. Whereas
DNR/DNI documents are too speciﬁc to guide clinicians outside
the avoidance of CPR and intubation and advance directives
are often too general to apply to speciﬁc medical encounters,
POLST documents serve as a middle ground, translating patient
goals and values into medical orders that are easily understood
and speciﬁc enough to apply to most medical encounters.
Early evidence of POLST usage suggests important
improvements over traditional DNR orders in the
communication and implementation of patient end-of-life care
preferences. Hickman et al28,29 studied 146 nursing facilities in
Oregon with 356 residents aged 65 years and older and found
that most facilities use POLST to convert patient preference to
medical order. They also found that a majority of residents with
DNR orders as part of their POLST forms had a preference
for treatment in at least 1 other category, whereas nearly half
of patients with orders to resuscitate had orders to limit treatment
in at least 1 other category. These ﬁndings strongly suggest
that DNR status alone does not predict patient preferences for
the level of aggressiveness and that POLST forms are useful in
Annals of Emergency Medicine 141

POLST in Emergency Medicine
capturing those preferences.30 These early studies suggest that the
use of POLST carries signiﬁcant advantages in accurately
communicating preferences for life-sustaining therapies, beyond
CPR and intubation, where DNR orders and advance directive
have fallen short.
In addition to the focus on self-determination, the use of
POLST may help clinicians improve the quality of care
administered. In its 2006 consensus report, the National Quality
Forum listed the use of POLST as a “preferred practice,”
recognizing the community collaboration and cooperation
involved in a state’s adoption of the POLST paradigm as an
effective method of promoting advance care planning.31
Advanced care planning, in turn, can help patients and their
families prepare for death, achieve peace of mind, and create
higher levels of overall patient satisfaction.32 Furthermore, a
multicenter study examining the consistency between treatments
provided to nursing home residents and their POLST documents
reported that 94% of the interventions provided were consistent
with their POLST orders.29 Personnel in hospice care settings
have also noted POLST to be useful, helpful, and reliable.29
Given the beneﬁts of advance care planning, the favorable
opinions of health care personnel, and the consistency of the care
administered to patients with POLST orders, a cogent argument
can be made that the POLST paradigm has the potential to
improve the quality of end-of-life care, in addition to more
accurately describing patient preferences.

INITIAL APPROACH TO THE PATIENT WITH A
POLST FORM
There are several ethical considerations in regard to the use
of documents addressing end-of-life care preferences, including
those expressed in the POLST form. Although documents such as
DNR/DNI and POLST are valuable in communicating patient
preferences, clinicians should conﬁrm with patients who have
decisionmaking capacity that such documents continue to express
the patients’ wishes, giving patients the opportunity to voice
any changes in treatment preferences. If a patient with intact
decisionmaking capacity elects a course of treatment that seems to
change his or her documented preferences, it is incumbent on the
emergency physician to discuss such changes with the patient to
ensure clarity in goals of acute therapy, including relevant family
members and other appropriate providers whenever possible. A
patient with intact decisionmaking capacity has the authority to
override previous advanced planning documents. In the absence
of patient decisionmaking capacity, however, the emergency
physician should rely on a valid POLST document as the best
proxy for patients’ goals of care and treatment preferences
available.

APPLICATION OF POLST IN THE ED
There are a number of potential legal barriers to the
development of a state POLST program, including already
existing laws governing living wills, durable powers of attorney
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Figure. Common challenges in the use of POLST forms.

for health care, default surrogate provisions, guardianship law,
and out-of-hospital DNR protocols.3 In addition, the
appropriate state authority must recognize the orders as valid for
use by emergency medical services. Nursing homes, hospices,
emergency facilities, and hospitals must also recognize its validity,
which may require modifying bylaws about clinician
credentialing. Implementing POLST in EDs is just one step
within a community or statewide initiative to develop and adopt
the physician order form for local use.12 Education of health
care professionals to use the forms with patients when discussing
end-of-life care will also represent a challenge.33,34 There is,
however, a library of resources to assist states wishing to develop
a POLST program, offered on the http://www.polst.org
Web site, that includes training videos, brochures, providers and
consumer guides, implementation checklists, and sample forms.
In the ideal application of the POLST paradigm, the form is
appropriately ﬁlled out and signed after an informed discussion
with a patient’s physician, always accompanies the patient, and
has the authority to represent the patient’s end-of-life care
preferences in all clinical settings. This may avoid unnecessary or
unwanted transfers to the ED. Despite what might happen under
ideal circumstances, however, there are many challenges that may
occur while trying to manage a patient with a POLST form.
These include caring for a patient whose POLST form is not
available or was not transported with the patient, insufﬁcient
completion of the form or lack of authorizing provider signature,
surrogate decisionmakers who report changes to a patient’s
end-of-life care preferences that contradict the POLST form,
and others situations (Figure). Solid understanding about the use
of the form, along with urgent administrative, legal, or ethical
consultation, may be needed.
Although most states have either an established or developing
POLST program, many have not yet provided explicit statutory
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protection of physicians seeking to honor patient wishes through
a POLST form (as is frequently provided in the setting of
DNR orders and advance directives). As a result, many physicians
are concerned about the legal liability involved in using the
forms. Even in those states without explicit statutory protection,
however, physicians are protected by common law by compliance
with generally accepted standards of practice in their area.35
Furthermore, the federal government takes a strong position
on the hospital’s obligation to honor patient decisions concerning
their care.36 Finally, we are not aware of a single suit brought
against a physician who followed the wishes of a patient as
documented by a POLST form in the more than 10 years
of its use.

POLST: FUTURE CONSIDERATIONS
Even given its success in capturing patient preferences where
DNR/DNI and advance directives have fallen short, however,
recently published literature points to a need for further study and
reﬁnement. In a study of 31,294 POLST forms examining the
various combinations of orders that may be chosen, Schmidt
et al37 revealed small populations of patients who choose order
sets that are not medically feasible or logically consistent (eg,
attempt resuscitation and comfort measures only) or that might
require more interpretation than time might allow during an
emergency (eg, attempt resuscitation and limited interventions).
More broadly interpreted, POLST is a relatively new method of
communicating patient preferences for end-of-life care, and there
is still much to investigate in regard to the outcomes on capturing
patient preferences and on the quality of end-of-life care delivered.
The penetration and adoption of POLST is increasing
rapidly.38-40 In a time in which technology and consumerism
drive change, POLST is likely to gain considerable traction as
cloud-based data storage and transfer become increasingly secure
and accessible. Cloud-based POLST registries are the natural
progression of mature programs in states such as Oregon and are
already proving to be effective tools for making legally executed
POLST documents available to emergency personnel and other
health professionals.41,42 A more centralized, federal system
allowing access to information such as that offered by the
Department of Veterans Affairs’ Veterans Health Administration
may allow the management of large POLST registries.43 There
are still legitimate challenges with cloud-based POLST registries,
including portability, legality, compliance, access management,
data loss prevention, infrastructure expansion, and data lifecycle
management.44 Although privacy concerns and the legal standing
of such digitized POLST documents may be challenged, there is
good reason to expect POLST documents to be found anywhere
digitized information may be stored.

CONCLUSION

As we seek to preserve the dignity of patients in the ﬁnal
moments of their lives, the need for an ability to communicate
patient end-of-life treatment preferences grows more desirable
and compelling. The POLST paradigm has potential advantages in
accuracy and penetration over advance directive and DNR/DNI
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documents and may positively contribute to the quality
of end-of-life care administered. Although the development of
POLST programs can be arduous and the use of the document
challenging, evidence of its effectiveness, an aging population,
and technological advances promise to push the paradigm
forward. Working at the front lines of medicine, emergency
physicians are likely to see POLST documents more frequently
and should learn to recognize, interpret, and implement them
appropriately.
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