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Ready, Set, Engage

Chat Box:

Å /Ƙŀǘ ǉǳŜǎǘƛƻƴǎ ǘƻ ά!ƭƭ ǇŀƴŜƭƛǎǘǎ ŀƴŘ ŀǘǘŜƴŘŜŜǎέ
so participants can view and panelists can 
respond

Å Panelists will respond to your questions during 
the Q and A discussion

Follow-up:

Å Following the presentation, participants will 
receive a follow-up email with the slide deck, 
recording, and a link to access additional 
resources
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Learning programs and learning labs 

4

NRHI High-Value Care SAN 
Learning Program Topics

Indicates Learning Lab Available

Measuring and Understanding Total Cost of Care

Behavioral Health Integration

Reducing Unnecessary Utilization

Navigating Payment Reform

Designing and Evaluating Quality Improvement Programs 

Advancing CareManagement 

Improving Person and Family Engagement

Phase Five Milestones (Transition to an APM)

Resourcescan be accessed here:https://nrhisan.healthdoers.org/home

https://nrhisan.healthdoers.org/home
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Reducing Unnecessary Utilization

5

Topic Faculty Date

Strategies for Clinicsto 
Address Imaging for Low Back 
Pain and Cost of Care

1/25/2018 
recording 
available

Improving Access to Specialty 
Care to Reduce Unnecessary 
ED Visits

2/22/2018
recording 
available

Advance Care Planning &
POLST: 
A Strategy to Address 
Readmissions 

5/17/2018

Understanding and Facilitating 
the Role of Sub-Specialists in 
Preventing Unnecessary 
Hospital Care

7/19/2018
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TCPi Change Package Alignment

Thismodule aligns with the following TCPi change tactics: 

1.1.3 Collaborate with Patients and Families

1.6.2 Plan Care

1.6.3 Implement Evidence Based Protocols

3.4.2 Eliminate Waste

3.4.3 Maximize Provider Value
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¢ƻŘŀȅΩǎ tǊŜǎŜƴǘŜǊǎ
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Nancy D. Zionts Judith Black, MD

Chief Operating Officer and Chief Program Officer, 
Jewish Healthcare Foundation, Pittsburgh Regional 
Health Initiative, Health Careers Futures

Medical Advisor for the Jewish 
Healthcare Foundation and an executive 
committee member of the National 
POLST Paradigm Task Force
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!ŦǘŜǊ ǘƻŘŀȅΩǎ ǇǊŜǎŜƴǘŀǘƛƻƴ ȅƻǳ ǎƘƻǳƭŘ 
be able to:

ÅDescribe the differences between advance directives and 
POLST

ÅDiscuss the impact ofPOLST on readmission rates

Å Identify strategies and benefits of implementing advance care 
planning and POLST in practice settings

ÅProvide access to tools and information on advance care 
planning and POLST

8
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Polling Question #1
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²Ƙƻ ƛǎ ƻƴ ǘƻŘŀȅΩǎ ǿŜōƛƴŀǊΚ
1.) PTN Staff
2.) SAN Staff
3.) Primary Care team

4.) Behavioral Health team 
5.) Other Specialists and their teams
6.) Other
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Polling Question #2

Do you know what POLST Is?
1.) Yes
2.) No
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Polling Question #3

Have you used POLST in a healthcare setting?
1.) Yes
2.) No
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The Medicare Initiative Supports Population Health 
Management 
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1
2

ÅCharacteristics of Frail Elderly1

ÅThe challenge and cost of caring for the frail elderly will increase as the 

baby boom generation ages.  It is estimated that the size of the 

population over age 85 will increase from 4.3 million to 20.9 million by 

2050

ÅFrail adults are defined as those who have difficulty with one ADL; 

severely disabled adults have difficulty with 3 or more ADLs

Å26.5% of Medicare recipients over 65 meet the definition of frail; 20.4% 

of these have fewer than 3 ADL limitations; 6% are limited in 3 or more 

ADLs 

Å35% of people with severe disabilities live alone and depend primarily 

on unpaid caregivers for assistance 

Å4 out of 5 of these Medicare recipients report at least one serious 

medical condition:  heart disease, diabetes, stroke, psychiatric 

diagnosis 

ÅFrail adults are disproportionately female, widowed and in their 80ôs or 

90ôs; unpaid care givers are usually daughters and are working as well 

as taking care of their own families.  The term ñsandwich generationò 

has been developed to describe this group of care givers who often are 

exhausted by the myriad responsibilities associated with caring for 

aging parents and their own families  

ÅMost frail elderly have modest financial resources with nearly one 

quarter living below the poverty level.  Most have not purchased private 

long-term care insurance and do not qualify for public benefits 

1Richard W. Johnson, Joshua M. Wiener.  A Profile of Older Americans and Their Caregivers.  

The Urban Institute, 2006.

Medicare Population Health Initiative for Frail Elderly
ÅMedicare will focus on the frail elderly due to the significant cost 

drivers associated with this segment of the population. The new 
model will achieve enterprise goals:

Å Provider led opportunity to develop enhanced PCMH 
models

Å Lower PMPM cost while improving quality and member 
satisfaction (The Triple Aim)

Å Patient experience will be significantly improved
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Models that Impact Hospital Re-admissions
Home Based Primary Care
Å Program for all Inclusive Care of the Elderly

Å Independence at Home

Å GRACE Model (Indiana)

Å Kaiser Tri-Central Palliative Care Program

Care Transitions 
Å Eric Coleman Model

CMMI Initiative to Reduce Avoidable Hospitalizations among Nursing 
Facility Residents
Å Optimistic Project

De Jonge, K., Jamshed, N., Gilden, D., Kubisiak, J., Bruce, S., & Taler, G. (2014) Effects of Home-Based Primary Care on Medicare Costs in High-Risk Elders. Journal of American Geriatrics Society, (62) 1825-1831.

13
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Characteristics of Successful Models

Å Process for identification and stratification

Å Detailed care coordination by inter professional team 24/7 
availability

Å Continuity of care across all settings

Å Use of portable dx technology

Å9ƭƛŎƛǘŀǘƛƻƴ ƻŦ ōŜƴŜŦƛŎƛŀǊƛŜǎΩ ǾŀƭǳŜǎ ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎ

Å Creation of a long-term and trusting relationship with 
beneficiaries and family caregivers

De Jonge, K., Jamshed, N., Gilden, D., Kubisiak, J., Bruce, S., & Taler, G. (2014) Effects of Home-Based Primary Care on Medicare Costs in High-Risk Elders. Journal of American 
Geriatrics Society, (62) 1825-1831.
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ADVANCE CARE PLANNING

Maintain & 
maximize health 

and independence

Death with 
dignity 

Multiple co-
morbidities 

with 
increasing 

frailty

Advancing 
chronic 
illness

Healthy and 
independent

Chronic 
disease or 
functional 

decline

15

Compassion, Support and Education along the Continuum of Care
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Standard of 
Care

Advance 
Directives

Health care Power 
of Attorney

Surrogate

Living Will

Medical 
Orders

DNR

POLST

© Jewish Healthcare Foundation
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¢ƘŜ tŀǘƛŜƴǘΩǎ ±ƛŜǿ
Å It is very personal and may 

elicit strong emotional 
reactions

ÅConflict may exist about who 
would make decisions and 
how decisions can be made

ÅDifficult making decisions 
regarding when medical 
treatment should be 
continued or forgone

BARRIERS TO ADVANCE CARE PLANNING

17

Health Care 
tǊƻŦŜǎǎƛƻƴŀƭΩǎ ±ƛŜǿ

Å It may be unclear how to 
start the conversation

Å It may raise issues that are 
difficult to resolve

Å It requires too much time

System 
Communication 

Issues

ÅDocuments may not be 
available

Å Instructions in documents
╖may be too vague
╖ too specific to be 

helpful
╖not available when 

needed
ÅEfforts to reopen the 

conversation are rarely made

© Jewish Healthcare Foundation
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Tips to remember when talking to patients

To Open the Conversation

×If something happens and you become critically ill and I cannot talk 
to you about what treatments are appropriate, who should I talk to?

×Have you asked this person if they are willing to make decisions for 
you if you are really sick?

If this person is not the closest relative

×Have you told X that you wanted Y rather than X to do this?

×Have you spoken with X about what you would want if you became 
sicker and needed to be in the ICU or on machines?

18
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Prepare for your care

19

Above slide shows the five areas that are covered.  

It does not all need to be done all at one time. 
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DIVISIONS BY HEALTH STATUS IN THE POPULATION AND

TRAJECTORIES OF EVENTUALLY FATAL CHRONIC ILLNESSES

20

RAND document WP-137, Living Well at the End of Life: 

Adapting Health Care to Serious Chronic Illness in Old Age, found at: 

http://www.rand.org/pubs/white_papers/WP137/. Used with permission.

Divisions in the Population

Group 
1

Group 2

Group 3

ñHealthy,ò needs
acute and

preventive care

ñChronic, 

not 

ñseriousò

Chronic, 
progressive, 
eventually fatal 
illness

Major Trajectories near Death
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Example
Cancer patients

Example
CHF patients

Example
Dementia Patients
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WHERE DO WE GO FROM HERE?

Ask yourself:

×Does this patient have an advanced long term condition or a new 
diagnosis of a serious illness or both?

×Would you be surprised if this patient died in the next 12 months?

×Does this patient have decreased function, progressive weight loss, 
>= 2 unplanned admissions in last 12 months, live in a NH or AL, or need 
more personal care at home?

×Does this patient have advanced cancer or heart, lung, kidney, liver, 
or cognitive failure?

Diane E. Meier, MD, Department of Geriatrics and Palliative Medicine, Icahn School of Medicine at Mount Sinai, Director, Center to Advance Palliative Care

21
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Case Study ςICU Admission

Mrs. Smith is an elderly women with advanced dementia who lives in a skilled 
nursing facility. 

×Iŀǎ ŀŘǾŀƴŎŜ ŘƛǊŜŎǘƛǾŜǎ ƛƴŘƛŎŀǘŜǎά Řƻ ƴƻǘ ǊŜǎǳǎŎƛǘŀǘŜέ ǎǘŀǘǳǎ ŀƴŘ ƴƻ 
intensive care.  She appointed her daughter to make medical decisions

×One Saturday night she is overcome with fever, cough, and shortness of 
breath

×The facility is unable to reach her daughter and transfers Mrs. Smith to 
nearest hospital where she is admitted to intensive are unit and placed on 
a ventilator

×aǊǎΦ {ƳƛǘƘΩǎ ŘŀǳƎƘǘŜǊ ƭŜŀǊƴǎ ǿƘŀǘ Ƙŀǎ ƘŀǇǇŜƴŜŘ ŀƴŘ ŘŜƳŀƴŘǎ ǘƻ ƪƴƻǿ 
why the nursing homes orders were ignored

22

© Jewish Healthcare Foundation



NRHI   |   High-Value Care Support and Alignment Network

What is POLST? 

23

Physicians Orders for Life-Sustaining Treatment
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POLST Brief History
1990:Oregon leaders created task force to develop a new method to translate patient 

preferences into actionable medical orders that follow patients across settings of 
care

2004: National POLST Paradigm Task Force (NPPTF) convened to establish quality 
standards for POLST Programs and to assist states in developing their programs

2009: Oregon POLST Registry

2013: POLST Quality and Research Toolkit was added

2014: Institute of Medicine releases report on end-of-life issues

2014: NPPTF  releases Legislative Guide

2018: Restructuring of the National POLST Paradigm Task Force

24
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MOLST  

MOST

POST  

SMOST  

TPOPP  

COLST  

DMOST  

IPOST 

LaPOST 

MI-POST 

OkPOLST 

PAPOLST

WyoPOLST

SAPO

State Programs

26
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Why POLST?

27
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Where Does POLST Fit In?
Advance Care Planning Continuum

Complete an Advance Directive

Complete a 

POLST Form

Age 18

Treatment Wishes 

Honored

Diagnosed with Advanced Illness or a  

Serious Health Condition (at any age)

or Medical Frailty*

Update Advance Directive Periodically

Materials adapted and used with permission from the Coalition for 
Compassionate Care of California, www.coalitionCCC.org

*Someone for whom you would not be      
surprised if they died within a year

http://www.coalitionccc.org/


NRHI   |   High-Value Care Support and Alignment Network

Purpose of POLST

To provide a mechanismǘƻ ŘŜŦƛƴŜ ǇŀǘƛŜƴǘǎΩ 
preferences for end-of-life treatment and to 

communicate them across care settings.

29

Turns treatment preferences and advance directives 
into medical orders.

© Jewish Healthcare Foundation
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Who Would Benefit from POLST
Seriously ill individuals

Those with an end-stage medical condition 

Those with progressive dementia

Patients with advanced frailty

Anyone with advanced age wishing to further define their preferences for care

¦ƴƭŜǎǎ ƛǘ ƛǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇǊŜŦŜǊŜƴŎŜΣ ǳǎŜ ƻŦ ǘƘŜ th[{¢ ŦƻǊƳ ƛǎ ƴƻǘ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǇŜǊǎƻƴǎ 
with stable medical or functionality problems who have many years of life expectancy.

30
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POLST Form Highlights

ÅPhysician, certified registered nurse practitioner (CRNP) or 
physician assistant (PA) signs medical order.

ÅStandardized form, bright distinct color.

ÅBased on conversation for goals of care. Failure to do  can 
result in care that not consistent with personal goals.

ÅMay be used to limit medical interventions or clarify a request 
for all medically indicated treatments including resuscitation.

ÅTransferrable(portable) across care settings.

31
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© Jewish Healthcare Foundation

California
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