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Executive Summary 

The Robert Bree Collaborative was established in 2011 to provide a forum in which public and private health 

care stakeholders can work together to improve quality, health outcomes, and cost-effectiveness of care in 

Washington State. End-of-life care was identified by the Bree Collaborative as an area with high variation and 

poor patient outcomes and the Bree Collaborative elected to form a workgroup to address end-of-life care 

issues.  

The End-of-Life Care workgroup met from January 2014 to November 2014 to develop the following five 

focus areas corresponding to how an individual would ideally experience advance care planning for the end 

of life. These focus areas work to empower patients to voice their wishes and make sure that the care that 

all Washingtonians receive at the end of life is the care that they and their families want. The focus areas are 

supported by multi-stakeholder recommendations. 

1. Increase awareness of advance care planning, advance directives, and POLST in Washington State 

a. Promote community-wide discussions about how to have conversations regarding personal 

goals of care and the type of care desired at the end of life with family members and health 

care providers; the importance of having an advance directive that includes a living will (also 

known as a health care directive), a durable power of attorney for health care, and a written 

personal statement about health care goals and values; and the difference between POLST 

and an advance directive  

2. Increase the number of people who participate in advance care planning in the clinical and 

community settings    

a. Educate health care professionals on how to engage individuals and their families in advance 

care planning and how to refer to appropriate community-based advance care planning 

resources  

b. Encourage the use of evidence-based advance care planning tools and programs 

c. Encourage people and health care providers to involve family members and friends in 

advance care planning and designate a legal durable power of attorney for health care 

d. Encourage appropriate timing of advance care planning conversations 

e. Revise reimbursement policy to pay for advance care planning counseling and discussion 

with patients and their surrogate decision makers 

f. Promote awareness of the value of hospice and encourage appropriate hospice referrals 

g. Train qualified advance care planning facilitators 

3. Increase the number of people who record their wishes and goals for end-of-life care using 

documents that: accurately represent their values; are easily understandable by all readers 

including family members, friends, and health care providers; and can be acted upon in the health 

care setting 

a. Encourage the documentation of advance care planning discussions with easily 

understandable and culturally appropriate advance directives that include: a living will (also 

called a health care directive) that stipulates specific treatment preferences (if known and 

applicable to the situation), a durable power of attorney for health care that names a 

surrogate and indicates the amount of leeway the surrogate should have in decision-making, 

and a written personal statement that articulates the patient’s values and goals regarding 

end-of-life care 

b. Adopt resources meant to engage low-literacy patients in advance care planning and 

creation of advance directives 
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4. Increase the accessibility of completed advance directives and POLST for health systems and 

providers 

a. Contract with an existing registry to store and make accessible advance directives and POLST  

b. Work with the Department of Motor Vehicles to add text indicating the presence of an 

advance directive on the Washington State driver’s license with the additional option of 

putting a QR code on the back of the driver’s license to gain direct access to the registry  

5. Increase the likelihood that a patient’s end-of-life care choices are honored  

a. Implement quality improvement programs within hospitals, nursing homes, and other 

settings to encourage greater adherence to patients’ requests as outlined in advance 

directives and POLST if accurate and applicable to the current situation 

b. Encourage providers and facilities to measure family satisfaction with end-of-life care by 

widespread use of an after-death survey tool similar to that used by hospice agencies 

c. Enact legislation providing legal immunity to health care providers who honor a patient's 

POLST, comparable to existing protections for providers who honor a patient's advance 

directive 

 

 

The Bree Collaborative’s goal is that all Washingtonians are informed about their end-of-life options, 

communicate their preferences in actionable terms, and receive end-of-life care that is aligned with their 

wishes, goals, and values. 
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Dr. Robert Bree Collaborative Background 

The Robert Bree Collaborative was established in 2011 by Washington State House Bill 1311 “…to provide a 

mechanism through which public and private health care stakeholders can work together to improve quality, 

health outcomes, and cost effectiveness of care in Washington State.” The Bree Collaborative was modeled 

after the Washington State Advanced Imaging Management (AIM) project and named in memory of Dr. 

Robert Bree, a pioneer in the imaging field and a key member of the AIM project. 

Members are appointed by the Washington State Governor and include public health care purchasers for 

Washington State, private health care purchasers (employers and union trusts), health plans, physicians and 

other health care providers, hospitals, and quality improvement organizations. The Bree Collaborative is 

charged with identifying up to three health care services annually that have substantial variation in practice 

patterns, high utilization trends in Washington State, or patient safety issues. For each health care service, 

the Bree Collaborative identifies and recommends best-practice evidence-based approaches that build upon 

existing efforts and quality improvement activities aimed at decreasing variation.  In the bill, the legislature 

does not authorize agreements among competing health care providers or health carriers as to the price or 

specific level of reimbursement for health care services. Furthermore, it is not the intent of the legislature to 

mandate payment or coverage decisions by private health care purchasers or carriers.   

See Appendix A for a list of current Bree Collaborative members.   

Recommendations are sent to the Washington State Health Care Authority for review and approval. The 

Health Care Authority (HCA) oversees Washington State’s largest health care purchasers, Medicaid and the 

Public Employees Benefits Board Program, as well as other programs. The HCA uses the recommendations 

to guide state purchasing for these programs. The Bree Collaborative also strives to develop 

recommendations to improve patient health, health care service quality, and the affordability of health care 

for the private sector but does not have the authority to mandate implementation of recommendations. 

For more information about the Bree Collaborative, please visit: www.breecollaborative.org.  

End-of-life care was identified by the Bree Collaborative as an area with high variation and poor patient 

outcomes and Collaborative elected to form a workgroup to address end-of-life care issues. The workgroup 

met from January 2014 to November 2014 to develop the following recommendations. See Appendix B for 

the End-of-Life Care workgroup charter and a list of members.  

  

http://www.breecollaborative.org/
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Definitions  

Advance Care Planning. Advance care planning is an ongoing shared decision-making process between 
patients, their families and/or caregivers, and health care providers. Different types of advance care planning 
may be appropriate at different life and illness stages, but should include the following three components: 
education, a structured approach to thinking about the choices a patient faces, and a method of 
communicating those choices.a 
 
Advance Directive. This is a written instruction relating to the provision of future health care for a time when 
an individual is incapacitated. This document uses the term “advance directive” to refer to a collection of 
three documents, a durable power of attorney for health care form, a living will or health care directive, and 
a written personal statement about health care values and goals. Other documents can also be included 
under the umbrella term “advance directive” at an individual’s discretion such as other forms (e.g., Five 
Wishes) or instructions for organ donation. Physician Orders for Life Sustaining Treatment (POLST) are not 
advance directives.  
 

Durable Power of Attorney for Health Care. Part of an advance directive, this document, also known 
as “durable medical power of attorney” allows one individual to grant another individual the 
authority to give informed consent for medical decisions in the event that one individual is unable to 
express his or her preferences consistent with Washington State law RCW 11.94.010.b This individual 
is known as a “health care proxy,” “health care surrogate,” “health care agent,” or “health care power 
of attorney.” See Appendix C for an example of this form. The term “durable” refers to the fact that 
the form remains in effect and is relevant after the individual is no longer able to make medical 
decisions.  
 

Living Will/Health Care Directive. Part of an advance directive, a living will or health care directive 
describes an individual’s health care wishes for the end of life when that individual is unable to 
communicate those wishes consistent with the Washington State Natural Death Act, Washington 
State law RCW 70.122.030. This is different from physician orders that are outlined in the POLST. In 
Washington State this is known as the “health care directive,” “directive to physicians,” or “directive 
to withhold or withdraw life sustaining treatment.” See Appendix C for an example of this form. This 
directive codifies the right of “Any adult person [to] execute a directive directing the withholding or 
withdrawal of life-sustaining treatment in a terminal condition or permanent unconscious condition” 
and is required to be signed by the declarer in the presence of two witnesses. The directive specifies 
whether the declarer does or does not want to “have artificially provided nutrition and hydration” if 
the declarer is “diagnosed to be in a terminal condition or in a permanent unconscious condition.”c 
 

Written personal statement. Part of an advance directive, this is a summary of individuals’ values 
and goals of care relating to their end-of-life care wishes. It is a personal story that helps families, 
surrogates, and health care providers understand patients as people apart from their illness and/or 
disability.  This statement will help to fill in the gaps in health care requests that may occur in living 
wills/health care directives. 
 

Family. This document uses the term “family” as defined by the patient and not restricted to blood relatives 

or legal next of kin. This definition may include friends and significant others.   

                                                           
a Butler M, Ratner E, McCreedy E, Shippee N, Kane RL. Decision Aids for Advance Care Planning: An Overview of the State of the Science. Ann Intern 
Med. 2014 Jul 29. 
b Washington State Power of Attorney. Chapter 11.94 RCW. Available: apps.leg.wa.gov/rcw/default.aspx?cite=11.94.   
c Washington State Natural Death Act. Chapter 70.122 RCW. Available: apps.leg.wa.gov/rcw/default.aspx?cite=70.122  

http://www.agingwithdignity.org/five-wishes.php
http://www.agingwithdignity.org/five-wishes.php
http://apps.leg.wa.gov/rcw/default.aspx?cite=11.94
http://apps.leg.wa.gov/rcw/default.aspx?cite=70.122
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Physician Orders for Life-Sustaining Treatment (POLST). POLST is meant for individuals with serious illness 
or frailty, “for whom a health care professional would not be surprised if they died within one year.”d The 
POLST is not a replacement for an advance directive that provides instructions for future treatment. The 
POLST provides medical orders for current treatment to guide emergency medical personal and in-patient 
treatment decisions, when available. See Appendix D for an example of this form.  See Table 1 for a 
comparison of advance directives and POLST.  
 
Washington State Natural Death Act. This act, known as Revised Code of Washington (RCW) 70.122 passed 

by the Washington State Legislature in 1992, “declares that the laws of the state of Washington shall 

recognize the right of an adult person to make a written directive instructing such person's physician to 

withhold or withdraw life-sustaining treatment in the event of a terminal condition or permanent unconscious 

condition. The legislature also recognizes that a person's right to control his or her health care may be 

exercised by an authorized representative who validly holds the person's durable power of attorney for health 

care.”c The act contains a health care directive to withhold or withdraw life-sustaining treatment.  

Table 1: Comparison of Advance Directives and POLST 
 Advance Directive Physician Orders for 

Life-Sustaining 
Treatment (POLST) 

 Durable Power of 
Attorney for Health 

Care 

Living Will/Health Care 
Directive 

Written personal 
statement 

Appropriate 
Population 

All adults All adults All adults Those with advanced 
progressive chronic 
conditions 

Timeframe Future care Future care Future care Current care 

Where 
Completed 

Any setting Any setting Any setting Medical setting 

Product Legal designation of a 
health care decision-
making surrogate that is 
part of an advance 
directive in alignment 
with Washington State 
law RCW 11.94.010 

Description of an 
individual’s health care 
wishes for the end of life 
for a time when that 
individual is unable to 
communicate those 
wishes that is part of an 
advance directive in 
alignment with 
Washington State law 
RCW 70.122.030 

Summary of 
personal values 
and goals of care 
relating to end-of-
life care wishes 
that is part of an 
advance directive 

Medical orders 

Surrogate Role Surrogate cannot 
complete 

Surrogate cannot 
complete 

Surrogate cannot 
complete 

The designated 
surrogate can 
consent to POLST on 
behalf of an 
incapacitated patient 

Responsible 
for Portability 

Currently patient or 
family/friends 

Currently patient or 
family/friends 

Currently patient 
or family/friends 

Provider/Health 
System  

Responsible 
for Review 

Patient or 
family/friends 

Patient or family/friends Patient or 
family/friends 

Provider/Health 
System  

Adapted from: Sabatino CP, Karp N. Improving Advanced Illness Care: The Evolution of State POLST Programs. AARP Public Policy 
Institute. April 2011. Available: www.aarp.org/health/doctors-hospitals/info-04-2011/polst-04-11.html.  

                                                           
d About the National POLST Paradigm. POLST Physician Orders for Life-Sustaining Treatment Paradigm. Available: www.polst.org/about-the-
national-polst-paradigm/. Accessed: June 2014.  

http://www.aarp.org/health/doctors-hospitals/info-04-2011/polst-04-11.html
http://www.polst.org/about-the-national-polst-paradigm/
http://www.polst.org/about-the-national-polst-paradigm/
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Problem Statement  

End-of-life care in the United States and within Washington State is strikingly variable and often misaligned 

with patient preference.1,2 Although the majority of patients report wanting to spend the last part of their 

lives at home, in reality much of this time is spent in a hospital or nursing home.3  Nationally, the likelihood 

of a chronically ill Medicare beneficiary death occurring in a hospital declined from 32.2% in 2003 to 28.1% 

in 2007 and ranged from 19% to 45.8% across hospital referral regions.2 Similar to likelihood of death 

occurring in a hospital setting, number of inpatient days also varies significantly across hospital referral 

regions.4 See Figure 1 for a comparison of inpatient days in end-of-life care.   

Figure 1: Inpatient Days per Medicare Decedent during the Last Six Months of Life, 2007.e,4 

 

In Washington State, many people spend the end of their lives in a hospital or nursing home although the 

majority report wanting to die at home.  In 2012, 30.51% of deaths occurred in a general hospital, 25.44% in 

a nursing home, 6.04% in a hospice facility, and only 32.6% at home.5 There is also variation county by county 

within Washington State, with 43.6% of decedents in 2012 dying in a hospital in Chelan County and deaths 

at home ranging from 83.3% in Wahkiakum County to 22.2% in Garfield County.8 There has been slow 

progress to align practice with patient preference. The percentage of deaths occurring at home statewide 

has increased slightly in the last ten years, from 28.8% in 2002 while the percentage of deaths occurring in a 

hospital decreased slightly from 34.6% in 2002.8 However, more work must be done to increase the number 

of people in Washington State who spend the end of their lives receiving the type of care that they wish and 

who spend the end of their lives in the location they wish.  

Additionally, family members and friends of patients at the end of their life also report care not aligning with 

patient wishes, in many cases due to unwanted aggressive treatment, and significant financial impact of in-

hospital deaths.6,7 Surviving family members have been shown to have symptoms of post-traumatic stress 

disorder after the death of a loved one in an intensive care unit.8 Care that is at odds with patient wishes 

                                                           
e Medicare enrollees aged 65-99 who died during the measurement year with rates are adjusted for age, sex, and race. 
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negatively impacts quality of patients’ life, increases cost to families, and seriously overburdens patients and 

their families.   

Appropriately timed advance care planning conversations between providers and patients and between 

patients and their families and/or caregivers and expressing end-of-life wishes in writing with advance 

directives and POLST if appropriate, can increase patient confidence, sense of dignity, and the probability 

that patient wishes are honored at the time of death.9,10  However, many adults do not discuss their 

preferences for end-of-life care with their providers, family, and friends and fewer complete advance 

directives. Many barriers to advance care planning conversations exist including confusion about what 

advance directives are and uncertainty whether patients or their health care providers are responsible for 

raising the topic of advance care planning.11 Increased referrals to hospice care and referrals earlier on in the 

illness trajectory may also improve symptoms and quality of life; decrease patient, family, friend, and 

caregiver stress; and honor patient, family, and friends’ wishes and goals of care at the end of life.  

The Bree Collaborative’s goal is that all Washingtonians are informed about their end-of-life options, 

communicate their preferences in actionable terms, and receive end-of-life care that is aligned with their 

wishes, goals, and values. These recommendations build off the work of many organizations and individuals 

dedicated to improving the care given to people at the end of life. 

 

Background 

In conversations between patients, their families, physicians, and trained facilitators, patients create their 

advance directives.  The Patient Self-Determination Act (PSDA), passed by Congress in 1990, mandated that 

“hospitals, nursing facilities, skilled nursing facilities, providers of home health care or personal care services, 

hospice programs and managed care plans:”12,13 

 Provide patients admitted to a health care institution with a written summary of their health care 

decision-making rights and the health care institution’s policy about advance directives, 

 Ask all patients on admission whether they have an advance directive and document their answers 

in the medical record,  

 Educate staff and the community about advance directives, and 

 Not deny care to any patient based on whether they do or do not have an advance directive.  

The frequency of advance care planning conversations and advance directive documentation increased in 

the first years after the passage of the PSDA and currently the majority of people have some knowledge of 

the documents although many people remain confused about specific aspects.14,15 Today, between 26% to 

slightly over a third of Americans have an advance directive, an increase from 16% in 1990.16,17,18  However, 

definitions vary from study to study, between states, and between organizations limiting the accuracy of 

such estimations. The percent of individuals with a health care directive is most strongly associated with: 

older age; being white, non-Hispanic; higher education; and higher income. Those with a chronic disease and 

terminally ill patients are statistically more likely to have an advance directive.16,19 
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Although about 56% of Americans have heard about the durable power of attorney for health care, only 

about 33% of Americans over 35 years of age report create the document and designate a legal surrogate.18 

An analysis of Health and Retirement Study data found that surrogates tend to be adult children (48.9%), 

followed by spouses (32.5%), or other relatives (13.5%).20 Of the deaths that occurred in the study, 42.5% 

required decision making by the surrogate and the designated surrogate was the decedent’s actual decision 

maker 79.5% of the time. Having a durable power of attorney for health care is also associated with age but 

inconsistently with health status.18 

 

End-of-Life Care Goals 

The Bree Collaborative’s End-of-Life Care Workgroup convened from January to October of 2014, and 

reviewed the available evidence on aligning patient wishes with the end-of-life care, available data, and 

existing efforts. In developing goals, the workgroup drew from and adapted five areas of quality 

improvement to drive system change:21 

 Strong leadership and commitment  

 Evidence-based or tested guidelines and protocols  

 Data transparency 

 Patient and family education 

 Realignment of financial and non-financial incentives 

 

The workgroup created the following model to better align end-of-life care with patient preference while 

taking into account how patients interact with the health care system, as shown in below: 

 

 

 
  

 

  

Provider education about 

conducting advance care 

planning with patients 

and families 

Community engagement in advance care planning 

Implementation 

of protocols to 

increase the 

likelihood that 

patient’s wishes 

are followed at 

the time of 

death Patient and family education and empowerment to 

engage in advance care planning 

Health care provider 

reimbursement for 

advance care 

planning 

Writing 

wishes 

down as a 

result of 

advance 

care 

planning 

Increasing 

availability of 

advance 

directives and 

POLST during 

time of crisis 

(e.g., registry) 
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Based on these discussions, the workgroup recommended five focus areas that correspond to how an 

individual would ideally experience advance care planning for end of life. These focus areas work to empower 

patients to voice their wishes and make sure that the care that all Washingtonians receive at the end of life 

is the care that they want.  

 

 

Each of the end-of-life care goals are supported by multi-stakeholder recommendations.   

1. Increase awareness of advance care planning, 
advance directives, and POLST in Washington State

2. Increase the number of people who participate in 
advance care planning in the clinical and community 
settings   

3. Increase the number of people who record their 
wishes and goals for end-of-life care using documents 
that: accurately represent their values; are easily 
understandable by all readers including family 
members, friends, and health care providers; and can be 
acted upon in the health care setting

4. Increase the accessibility of completed advance 
directives and POLST for health systems and providers

5. Increase the likelihood that a patient’s end-of-life 
care choices are honored
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Recommendations 

1. Increase awareness of advance care planning, advance directives, and POLST in Washington 

State 

Promote community-wide discussions about how to have conversations regarding personal goals of care and the 

type of care desired at the end of life with family members, friends, and health care providers; the importance of 

having an advance directive that includes a living will (also known as a health care directive), a durable power of 

attorney for health care, and a written personal statement about health care goals and values; and the difference 

between POLST and an advance directive  

Many community groups are currently engaging their members in advance care planning. The Bree 

Collaborative recommends that communities currently engaged in this work continue to do so and 

encourages the spread of this engagement across Washington.  

We encourage individuals, families, neighbors, health care facilities, community organizations, and religious 

groups to discuss planning for end-of-life care with people as early as they feel comfortable. Research shows 

that one of the primary benefits of end-of-life planning conversations is to prepare patients and their families 

for the decisions they will eventually have to make, even if not directly related to a treatment decision.22 

There are many successful examples of a community engaging its members in discussions about end-of-life 

care and end-of-life issues in Washington State.  

While there is no single coordinating organization overseeing the work done by individual groups, Honoring 

Choices: Pacific Northwest,® a joint initiative of the Washington State Hospital Association (WSHA) and the 

Washington State Medical Association (WSMA), is developing a voluntary statewide community plan to 

promote advance care planning. Honoring Choice Pacific Northwest is a program that encourages early 

conversations about the type of care people would want if faced with a life threatening illness. It does this in 

two major ways. One, the program provides training and resources to hospitals and doctors to make sure 

they are prepared to discuss, record and honor people’s wishes at the end of their life. Second, a public 

website offers individuals and families a place to learn about their choices and encourage conversations 

about their wishes ahead of time. 

Honoring Choices: Pacific Northwest is adapted from Respecting Choices. Respecting Choices started in 1991 

as a collaboration between leaders of the major health organizations in La Crosse, Wisconsin, led by the 

Gundersen Medical Foundation, the results of which are discussed later in this document. The program is 

designed as an “ongoing process of communication, integrated into the routine of patient-centered care” 

that incorporates “community engagement, professional education, and organization/standards of 

practice.”23 Since 2000, Respecting Choices has worked with other organizations to spread the model. This 

has become Honoring Choices® Minnesota, an effort of the Twin Cities Medical Society, Honoring Choices® 

Wisconsin, an initiative of the Wisconsin Medical Society, and others.24  

There are many robust community programs working to engage their members across the state. Many 

programs run community workshops and train advance care planning facilitators who meet with community 

members. Workshops can include discussions on the importance of advance care planning, choosing a 

durable power of attorney for health care, how to talk to health care providers and loved ones about end-

of-life care, and how to complete advance care planning paperwork.25 Other programs offer training directly 

to health care providers and staff and often engage community churches or other organizations.  
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See the more detailed list of advance care planning programs and organizations on page 30. A non-exhaustive 

list of community engagement programs includes: 

 The End of Life Choices program, an advance care planning process encouraging conversations about 

end-of-life planning organized by the Whatcom Alliance for Health Advancement (WAHA) and 

adapted from Respecting Choices. More information: http://whatcomalliance.org/end-of-life-care/ 

 The Death Cafe, also in Whatcom County, Washington, “provides an opportunity for people to come 

together to explore and share stories, experiences, ideas, and philosophical thoughts around death 

and dying.” Whatcom Death Café “is a large group of people who gather monthly as their schedule 

allows.” 26 More information: www.deathandcoffee.com 

 The Snohomish County Health Leadership Coalition combines the resources of organizations 

including Verdant, the YMCA, Premera, and the Everett Clinic, among others.  The goal of the 

coalition is to greatly increase the number of Snohomish County residents who have completed 

advance care plans. It offers training to healthcare providers and volunteer facilitators in a variety of 

culturally adapted advance care planning programs including Respecting Choices. More information: 

www.snocohealth.org  

 Life Transitions, the End of Life Coalition of Southwest Washington is a county-wide effort that 

combines the efforts of Bridges Palliative Care Home Health and Hospice, Glenwood Place Senior 

Living, PeaceHealth Hospice Southwest, Southwest Washington Agency on Aging and Disabilities, and 

Fort Vancouver Convalescent Park Lido & Caretique. This program sponsors Respecting Choices® 

education for hospital and medical personnel as well as community presentations of the program 

upon request by churches and community groups and distributes advance directives as needed. 

For more information, email: swlifetransitions@gmail.com  

As a result of the Patient Self-Determination Act, the health care facilities defined earlier are required to 

engage in public awareness campaigns. WSHA gives examples of types of campaigns that meet this 

requirement on their website, www.wsha.org/EOL.cfm. Many health care facilities offer programs to their 

community promoting advance care planning around the state. The following are meant as examples and do 

not represent endorsement by the Bree Collaborative. 

 Swedish Edmonds Hospital offers free monthly workshops and individual counseling sessions 

conducted by qualified living will facilitators.  Services are offered to individuals and their surrogates 

using the 6-Step Guide to create an advance care plan.  Programs are offered in hospital facilities and 

in venues in the community. At the conclusion of the workshop, the documents can be immediately 

scanned in to participants' records if they receive care in the affiliated clinics or hospitals. 

For more information, email: AdvanceCarePlanning-EDM@swedish.org 

 Group Health Cooperative offers a free two-hour community workshop titled, Your Life Your Choices. 

A facilitator leads participations through how to make informed end-of-life care decisions, how to 

have conversations with family members, friends, and loved ones, and how to document these 

wishes.27 Over 6,000 people have attended these workshops in the past six years. 

For more information, email: yourlifeyourchoices@ghc.org 

The Bree Collaborative recommends that the State of Washington work to promote awareness and 

utilization of advance care planning at multiple levels of the health care delivery system and in 

communities across the state. This is especially important in communities lacking their own robust 

programs.  

http://whatcomalliance.org/end-of-life-care/
http://www.deathandcoffee.com/
http://www.snocohealth.org/
mailto:swlifetransitions@gmail.com
http://www.wsha.org/EOL.cfm
mailto:AdvanceCarePlanning-EDM@swedish.org
http://www.ghc.org/classesAndEvents/yourlifeyourchoices.jhtml
mailto:yourlifeyourchoices@ghc.org
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2. Increase the number of people who participate in advance care planning in clinical and 

community settings 

As the body of research around advance care planning and public awareness grew after the Patient Self-

Determination Act, interventions aimed at increasing advance care planning were increasingly successful in 

helping patients think through their goals and values and increasing the likelihood that wishes and goals of 

care were followed at the end of life.28  

One of the largest and earliest interventions, the study to understand prognoses and preferences for 

outcomes and risks of treatments (SUPPORT), involved a nurse educating patients, providers, and hospital 

staff about care outcomes and advance care planning. This intervention resulted in no improvement to 

patient-provider communication, increased provider knowledge about patient’s end-of-life wishes, or an 

increased number of patients with do not resuscitate (DNR) orders.29 More recent interventions focused on 

increasing the rate of advance care planning conversations in the clinical setting are associated with 

increased completion of advance directives and care that is aligned with the patient’s goals and values.30 A 

recent systematic review of advance care planning interventions found that more multifaceted interventions, 

those that allowed more in-person interaction between patients, family, friends, and health care providers, 

and those done over time, were more likely to be associated with patient wishes being followed at the time 

of death. Patients who received multifaceted interventions were also less likely to be hospitalized or receive 

care in an intensive care unit.10   

Advance care planning has been shown to have many benefits. In a longitudinal study of cancer patients, 

discussions between patients and their health care providers about end-of-life wishes were associated with 

higher quality of death in the final week and lower total costs of care.31 A patient’s previous participation in 

advance care planning has been associated with lower stress, anxiety, and depression among surviving family 

members.32 Familiarity with the preferences of loved ones has been shown to decrease stress among 

surrogate decision makers, indicating the importance of involving surrogate decision makers in the process 

of advance care planning and of designating a durable power of attorney for health care.33,34  

Educate health care professionals on how to engage individuals and their families in advance care planning and 

how to refer to appropriate community-based advance care planning resources  

Studies of communication between health care providers and patients, especially around end-of-life and 

advance care planning issues, have shown significant opportunities for improvement. A study of advance 

care planning discussions found that technical aspects of care receive great attention (e.g., in 96%, of cases 

physicians discussed treatment options, including cardiopulmonary resuscitation or mechanical ventilation 

in 88% of those cases, artificial nutrition or hydration in 25% of those cases, and admissions to an intensive 

care unit in 16% of those cases).35  However, only 34% of physicians elicited the patient’s values, health care 

goals, and reasons for treatment. Other studies found that patients rated physicians’ prediction of life 

expectancy, quality of life that may be expected as death approaches, the nature of the dying process, and a 

patient’s spiritual or religious belief poorly but that patients felt positive about physicians listening to them, 

attending to their concerns, and answering their questions.36 

There are many advance care planning educational resources for health care providers and staff including: 

Franciscan Palliative Care Academy, Swedish Edmonds Advance Care Planning Program, the University of 

Washington Palliative Care Center of Excellence, The Washington State Hospital Association, The Washington 

State Medical Association, and other appropriate resources 
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More information about Franciscan Palliative Care Academy: www.chifranciscan.org/Health-Care-

Services/Hospice-and-Palliative-Care/  

More information on Swedish/Edmonds Advance Care Planning Program: AdvanceCarePlanning-

EDM@swedish.org  

More information about University of Washington Palliative Care Center of Excellence: 

http://depts.washington.edu/pallcntr/  

More information about Washington State Hospital Association: www.wsha.org/endoflife.cfm  

More information about Washington State Medical Association: www.wsma.org/end-of-life  

The Bree Collaborative recommends provider practices and other health care facilities educate health care 

providers and other staff how to engage their patients and the patient’s family or friends in advance care 

planning. Training should incorporate cultural sensitivity and consideration for race, sexual orientation, 

language, and any other relevant considerations. Provider practices and other health care facilities should 

become familiar with advance care planning resources in their community and be able to appropriately 

refer their patients to these resources.  

 

Encourage the use of evidence-based advance care planning tools and programs  

A review of decision aids for advance care planning found 

many available tools, but few that were freely available for 

public use.37 The majority of the tools reviewed helped 

patients create a health care directive, designate a durable 

power of attorney for health care, included conversation 

prompts, and discussed whether the patient would want 

comfort care only. A smaller number of the tools addressed 

the patient’s specific preference for life sustaining treatment, 

life support, treatment location, and comfort care. While 

more research is needed to compare the effectiveness of 

advance care planning programs and tools, many have been 

successfully used by different community groups in 

Washington to help patients and families think through the 

care they would like to receive.  

Goals of care vary from person to person and within individual 

patients depending on severity and projected course of 

illness.38 Preference for life sustaining treatment as compared 

to comfort care has been shown to change over time and is 

dependent on context.39,40 Additionally, patients’ preference 

for highly burdensome, life-sustaining treatment has been 

seen to decline along with declining health status.41 In one 

study, when asked “If they had an incurable disease and were suffering a great deal of pain,” 57% of adults 

would want treatment stopped.17 Other studies have found 80% of respondents wanting only comfort care 

in the case of a terminal illness.42 Trust and confidence in care providers and a preference for less invasive 

care when there is little hope of recovery have also been shown to be important to patients.43 Greater 

Successful advance care planning 

should:23 

1. Assess readiness 

2. Educate on health status 

3. Help the patient choose a suitable 

surrogate and involve the designated 

surrogate in the conversation 

4. Clarify the amount of leeway the 

surrogate should have in deviating 

from an advance care plan 

5. Discuss and clarify values (e.g., If you 

were in X situation, what would be 

most important to you) 

6. Document the advance care plan with 

an advance directive and POLST if 

appropriate 

7. Be an ongoing process to account for 

changes in patient preference 

http://www.chifranciscan.org/Health-Care-Services/Hospice-and-Palliative-Care/
http://www.chifranciscan.org/Health-Care-Services/Hospice-and-Palliative-Care/
mailto:AdvanceCarePlanning-EDM@swedish.org
mailto:AdvanceCarePlanning-EDM@swedish.org
http://depts.washington.edu/pallcntr/
http://www.wsha.org/endoflife.cfm
http://www.wsma.org/end-of-life
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uncertainty in advance treatment decisions is seen among non-white patients and among those with limited 

English literacy.44 

Honoring Choices Pacific Northwest has also engaged Gunderson Health and Respecting Choices to develop 

a multi-year adaptable advance care planning resource for communities across Washington State. The First 

Steps® Design and Implementation strategy offers both an advance care planning curriculum and a 

customizable process for health care delivery systems, religious affiliations, consumer advocacy groups, and 

other community partners to promote advance care planning through conversation and stewardship of 

information. A critical aspect of the plan is to certify faculty, instructors, and facilitators in Washington State, 

which will ensure the sustainability of the program into the future.  

The Respecting Choices® program, led by the Gundersen Medical Foundation, uses a mix of printed material, 

videos, and trained staff to discuss advance care planning. As a result of the use of these processes, 85% of 

those who died in the zip codes surrounding the Foundation had advance directives after two years with 95% 

of those advance directives in the medical record.45 The majority of decedents requested that treatment be 

forgone at the end of life and this was honored in 98% of the deaths. These numbers have increased to 90% 

of decedents having advance directives with 99.4% of those advance directives available in the medical 

record in the subsequent 10 years.46 The program is designed as an “ongoing process of communication, 

integrated into the routine of patient-centered care” that incorporates “community engagement, 

professional education, and organization/standards of practice.”23 

 

Encourage people and health care providers to involve family members and friends in advance care planning and 

designate a legal durable power of attorney for health care 

Surrogate decision makers, legally designated with a durable power of attorney for health care form, are 

often asked to use the standard of substituted judgment, to make decisions reflective of what patients would 

have wanted had they been able to make the decision. When surrogates are not involved in the planning 

process, both they and health care providers have been shown to be inaccurate at predicting patients’ 

wishes.47,48 While surrogates tend to be more accurate than physicians at predicting patient treatment 

preference, they have been shown to be biased by their own beliefs in making decisions for others, tending 

The Bree Collaborative acknowledges that many advance care planning tools and programs are 

successfully being used within our State. Rather than recommending a specific tool, the Collaborative 

recommends use of advance care planning across health care settings that:  

 Assesses patient readiness 

 Educates the patient on their health status 

 Helps the patient choose a suitable surrogate and involve the designated surrogate in the 

conversation 

 Clarify the amount of leeway the patient would like the surrogate should have in deviating 

from an advance care plan 

 Discuss and clarify values (e.g., If you were in X situation, what would be most important to 

you?) 

 Document the advance care plan with an advance directive and POLST if appropriate  

 Be an ongoing process to account for changes in patient preference 
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toward over-treatment.49 Surrogates are more able to make judgments on behalf of patients and are less 

anxious when doing so when they have been involved with the advance care planning process. The amount 

of leeway people wish to give their chosen surrogates varies from person to person and is influenced by 

culture.50 Successfully following a patient’s wishes depends on surrogates having the opportunity to engage 

in decision-making conversations to increase their understanding of and commitment to the person’s wishes. 

The Bree Collaborative recommends encouraging all people to designate a durable power of attorney for 

health care as a surrogate decision maker and involve that surrogate and the person’s family members and 

friends in advance care planning conversations.  

 

Encourage appropriate timing of advance care planning conversations  

“It’s always too early until it’s too late.” 

Appropriate timing of advance care planning conversations varies from person to person and is dependent 

on many factors including age, religion, health status, culture, emotional and social need, and other 

situational factors. However, the literature suggests that more general conversations that take place earlier 

on in a person’s life may prepare them, their family members, and friends for the type of decisions they will 

need to make during future end-of-life care.22 In this way, any end-of-life planning conversation will 

eventually be beneficial, even if not related to a specific treatment decision. Research suggests that more 

accurate prognosis would assist with determining appropriate timing for advance care planning 

conversations, with a change in prognosis triggering the need for a new conversation.51 Separate care 

pathways depending on whether a patient has less or more than one year to live are also recommended to 

determine the type of advance care planning conversations to have and the type of documents to generate 

(e.g., advance directives vs POLST).52 

The Bree Collaborative recommends health care providers, patients, family members, and friends to 

consider the following representation, Figure 2, of when to consider advance care planning, keeping in 

mind that end-of-life care discussions had before a crisis will help patients and families prepare for and 

feel more comfortable during physically and emotionally challenging future situations.  

Figure 2: Continuum of health states during which advance care planning should be considered. 
 
 

 
 
 
 

 
 
 
 
 
 

 
 
 

 
Adapted from: Butler M, Ratner E, McCreedy E, Shippee N, Kane RL. Decision Aids for Advance Care Planning: An Overview of the 
State of the Science. Ann Intern Med. 2014 Jul 29. 
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Revise reimbursement policy to pay for advance care planning counseling and discussion with patients and their 

surrogate decision makers 

The Affordable Care Act’s first iteration in 2009 included Medicare reimbursement for health care providers 

to provide annual advance care planning consultation. This provision was subsequently withdrawn due to 

political opposition.  

In the past five years, there has been growing support for a revision to national policy to allow Medicare to 

reimburse for advance care planning discussions and increased support within multiple states for revision to 

Medicaid policy to reimburse for advance care planning as well.53,54 Private insurers across the country have 

also begun to reimburse for advance care planning conversations including Blue Cross Blue Shield of Michigan 

and New York and Cambia Health Solutions.55 In August 2013, the state of Colorado began to reimburse 

providers for “end-of-life counseling by primary care providers and other specialty providers caring for clients 

with serious, chronic, or terminal illness relating to the MOST,” a “medical order set defining client choices 

for certain life-sustaining treatments” similar to the Washington State POLST.56 Reimbursement for a code 

specific to advance care planning is expected to increase the percentage of patients receiving advance care 

planning in the clinical setting.  

The Bree Collaborative recommends that the Health Care Authority and private health plans revise their 

policy to reimburse for the use of HCPCS Code S0257 and other end-of-life care codes.  These codes 

reimburse for counseling and discussion regarding advance directives or end-of-life care planning and 

decisions, with patients and their surrogate decision makers.  To support increased advance care planning, 

the Bree Collaborative also recommends education for providers and health care facilities about how to 

appropriately bill for this code. 

 

Promote awareness of the value of hospice and encourage appropriate hospice referrals  

Hospice care is an interdisciplinary health care service aimed at supporting patients and their families in the 

last six months of life. A hospice team will work to manage pain and symptoms; assist with the emotional, 

psychosocial, and spiritual aspects of dying; provide medical supplies; coach the family and friends; and 

provide bereavement and counseling for surviving family and friends.57 

Use of hospice care in the United States is increasing. In 2012, 1.5 to 1.6 million patients across the country 

received hospice care at the end of their lives.58 The median length of hospice service in 2012 was 18.7 days, 

the average 71.8 days. The majority, 66%, of patients received hospice care in a private residence, nursing 

home, or residential facility; 27.4% received care in a hospice inpatient facility; and 6.6% in an acute care 

hospital. In Washington State among Medicare fee for service beneficiaries, the median hospice length of 

stay was 23 days and the mean 58.9 days in 2012.59 Hospice length of stay in Washington State was similar 

in 2013 with a median of 23 days and mean of 57.5 days.  
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Many studies have shown increased patient, family, friend, and caregiver satisfaction and higher patient 

quality of life with hospice. 60,61 In one study, families of home hospice enrollees were more satisfied with the 

care received than family members of those who did not receive hospice services.62 When compared to 

decedents not using hospice, significant Medicare cost savings are seen for patients enrolled for as few as 

one to seven days, and higher savings for longer enrollment periods.63 Being referred to hospice later on in 

the illness trajectory is associated with greater unmet needs among family members, but is still associated 

with high quality of care.63 

Learn more about hospice in Washington State: www.wshpco.org.  

The Bree Collaborative recommends that health systems and individual providers educate their patients 

about the value of hospice; clarify any misunderstandings among patients, family, and friends; and work 

to facilitate appropriate hospice referrals.   

 

Train qualified advance care planning facilitators 

While the clinical setting is one of the best studied locations for initiating advance care planning 

conversations, including community-based advance care planning facilitators is important to supplement 

those efforts. Facilitators can be spiritual leaders, community leaders, retired health care professionals, or 

other community members interested in offering this service on a paid or voluntary basis.  Planning sessions 

can be offered in health care facilities or in a variety of public and private venues in the communities at times 

that are compatible with the schedules of patients and their families, (e.g. evenings, weekends).  

The WAHA’s End of Life Choices program, the Swedish Edmonds Advance Care Planning Program, and 

Snohomish County Health Leadership Coalition currently train advance care planning facilitators and provide 

this service to their community members.  

The Bree Collaborative recommends that health care and community organizations recruit and train a 

diverse group of advance care planning facilitators and look for opportunities for community collaboration 

http://www.wshpco.org/
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3. Increase the number of people who record their wishes and goals for end-of-life care using 

documents that: accurately represent their values; are easily understandable by all readers 

including family members, friends, and health care providers; and can be acted upon in the health 

care setting 

Encourage the documentation of advance care planning discussions with easily understandable and culturally 

appropriate advance directives that include: a living will (also called a health care directive) that stipulates specific 

treatment preferences (if known and applicable to the situation), a durable power of attorney for health care that 

names a surrogate and indicates the amount of leeway the surrogate should have in decision-making, and a 

written personal statement that articulates the patient’s values and goals regarding end-of-life care 

As independent documents, the quality 

of advance directives may be 

inconsistent.64,65  Poorly executed 

advance directives have been criticized 

for: not accurately reflecting patients’ 

wishes, partially due to patients not 

being able to accurately predict what 

they would want in an unknown future 

circumstance; not being interpretable 

by the surrogate or health care staff; 

and not leading to any change in patient 

care.66,67 In a chart audit of internal 

medicine patient’s advance directives, 

28% of the documentation was of no 

clinical utility, indicating significant 

barriers to the utility of advance 

directives.68 Other studies have shown 

significant issues with the applicability 

of patients’ advance directives to end-

of-life care including failing to address 

cardiopulmonary resuscitation, mechanical ventilation, or hemodialysis for heart failure patients.69 

Other studies show that advance directives specifying end-of-life care limitations have many advantages. 

Advance directives have been associated with lower levels of Medicare cost due to fewer deaths in the 

hospital setting.70 There have been significant associations between subjects’ care as detailed in an advance 

directive and the actual care received, 97.1% of patients requesting comfort care only and 83.2% of patients 

requesting limited care received their requested level of care.71 Studies have shown patients having an 

advance directive to be less likely to have a feeding tube or a respirator in the last month of life, less likely to 

die in the hospital if they indicated a desire to not receive care in a hospital setting, and more likely to use 

hospice.72,73  

  

Advance directives should be culturally appropriate and 
include: 

 A living will/health care directive 
o Consistent with section 030 of the Washington State 

Natural Death Act. 
o Signed by the declarer in the presence of two witnesses 
o Specify whether the declarer does or does not want to 

“have artificially provided nutrition and hydration” if 
the declarer is “diagnosed to be in a terminal condition 
or in a permanent unconscious condition” 

o Stipulate other specific treatment preferences (if 
known and applicable to the situation) 

 A durable power of attorney for health care 
o Indicating the amount of leeway the surrogate should 

have in decision-making (e.g., “I want my surrogate to 
work with my doctors and to use her/his best 
judgment” vs “I want my surrogate to follow my 
health care choices on this form exactly.”)80 

 A written personal statement that articulates the patient’s 
values and goals regarding end-of-life care 
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Racial disparities between those with and without an advance directive have been consistently found in the 

literature74,75,76 but  can be reduced through targeted patient education or when looking at specific 

populations such as hospitalized, seriously ill veterans.77,78 Advance care planning conversations should be 

sensitive to the cultural and ethnic background of different groups and present alternative versions of 

advance directive and POLST if appropriate in many different languages and formats that are acceptable to 

a wide variety of groups. 

The Bree Collaborative recommends that completion of advance directives be the result of ongoing, 

culturally-sensitive advance care planning conversations between patients, their health care providers, 

their surrogate(s), friends and family, and/or other community organizations or advance care planning 

facilitators. The Collaborative recommends that an advance directive include a living will (also known as a 

health care directive) that stipulates specific treatment preferences (if known and applicable to the 

situation), a durable power of attorney for health care that names a surrogate and indicates the amount 

of leeway the surrogate should have in decision-making, and a written personal statement that articulates 

the patient’s values and goals regarding end-of-life care. 

 

Adopt resources designed to engage low-literacy patients in advance care planning and creation of advance 

directives 

As discussed earlier, those who complete an advance directive are more likely to be white, have higher 

income, and have higher education. Reaching out to those of lower socioeconomic levels and with lower 

levels of health literacy is important to reduce the disparities inherent in who has access to advance care 

planning.  The Bree Collaborative recommends respecting these groups by developing or adapting already 

existing approachable material in a variety of formats tailored to the perspectives of diverse cultures. As an 

example, Rebecca Sudore, MD, of the University of California at San Francisco has developed an advance 

directive at the fifth grade reading level with culturally appropriate graphics that is available in multiple 

languages.79,80 Studies of this health literacy-adjusted advance directive have found it to be preferred over 

the standard advance directive in California and to significantly increase completion rates.81   

The advance directives are currently only legally binding in California and are available, here: 

www.iha4health.org/our-services/advance-directive/.  

In support of a shift away from a focus on advance directives and toward an orientation of preparing for 

future end-of-life decision-making,22 Dr. Sudore and the University of California at San Francisco developed 

the Prepare for Your Care website, “designed to help people and their loved ones prepare for medical 

decision making,” which begins with a lesson on how to use a computer then allows the user to navigate 

through the website as (1) as a movie or (2) as an interactive website. Users are taken through five steps: 82 

1. Choosing a medical decision maker 

2. Deciding what matters most in life 

3. Choosing flexibility for the decision maker 

4. Telling others about their wishes, and 

5. Asking doctors the right questions.  

  

http://www.iha4health.org/our-services/advance-directive/
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Each step contains a statement of importance and explains what the user as a consumer needs to do and 

how to do or say it. When users have completed all the steps on the website, an action plan is generated that 

can then be used to create an advance directive, but that is not itself an advance directive.82 The website was 

developed using social cognitive theory with focus groups and cognitive interviews.79 Pilot studies of the 

website have shown significant increases in knowledge, contemplation, self-efficacy, and readiness after one 

week of use in a sample of 65% non-white participants.83 

The website is available, here: www.prepareforyourcare.org  

The Bree Collaborative recommends that the California low-literacy advance directive as described above 

be adapted for Washington State and made available for wide, free use as one of a number of innovative 

approaches to broaden the reach of advance directives. 

 

4. Increase the accessibility of completed advance directives and POLST for health systems and 

providers 

One of the primary barriers identified by the Bree Collaborative End-of-Life Care workgroup, was that 

completed advance directives and POLST are often not available when needed in a health care setting or by 

family and friends and that health care providers, family members, and friends were unaware that patients 

had completed an advance directive. One study of emergency medical technician responders found that 

POLST changed treatment for 45% of patients when present.84   

 

Contract with an existing registry to store and make accessible advance directives and POLST  

There is a growing movement within multiple states to build registries dedicated to increasing the 

accessibility of POLST and advance directives, accessed electronically or via phone from a central registry. 

Previously, the Washington State Department of Health managed a living will registry that was eliminated 

due to lack of funding in 2011.  

Information about this registry can be found, here: 

www.doh.wa.gov/AboutUs/ProgramsandServices/DiseaseControlandHealthStatistics/CenterforHea

lthStatistics/LivingWillRegistry/   

 

The Bree Collaborative acknowledges that this registry was under-utilized and recommends that the State 

of Washington both contract with an existing registry in use by another state and promote the registry to 

health systems, providers, and the people of Washington State to facilitate widespread use.  

  

http://www.prepareforyourcare.org/
http://www.doh.wa.gov/AboutUs/ProgramsandServices/DiseaseControlandHealthStatistics/CenterforHealthStatistics/LivingWillRegistry/
http://www.doh.wa.gov/AboutUs/ProgramsandServices/DiseaseControlandHealthStatistics/CenterforHealthStatistics/LivingWillRegistry/
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While this is not an exhaustive list, Oregon, New York, Virginia, and Utah have either advance directive or 

POLST registries and are profiled as examples: 

 Oregon POLST Registry85 

o After design and systems training phases, the Oregon POLST registry began as a single county 

pilot project in 2009. Legislation, Senate Bill 329, created a partnership between the 

Department of Human Services and the Oregon Health Authority to allow for statewide 

expansion and to address HIPAA requirements. The registry has been available statewide 

since December 2009. Physicians fill out POLST with patients and submit the orders to the 

registry unless the patient opts out.  A patient’s POLST is available to health care providers 

via a 24/7 call center.86 

o Recent analysis of death records in 2010 and 2011 found a significant association between 

decedents having a POLST order indicating comfort measures only and avoidance of 

hospitalization as compared to decedents with POLST indicating full treatment.87  

o More information: www.orpolstregistry.org  

 New York eMOLST Registry88 

o New York’s eMOLST Registry, organized by Compassion and Support and Excellus Blue Cross 

Blue Shield, allows users to electronically access patient orders 24/7. Forms are completed 

electronically, reducing the occurrence of errors or of orders that do not make sense 

together. MOLST forms are completed as part of conversations between patients, surrogates 

(if available), and a trained health care professional to “ensure shared, informed medical 

decision-making.” 

o More information: www.compassionandsupport.org 

 Virginia Advance Directive Registry89 

o The Commonwealth of Virginia established an advance health care directive registry through 

§ 54.1-2994. The registry allows residents to “store their Advanced Health Care Directive, 

Health Care Power of Attorney, Declaration of Anatomical Gift, and other documents so that 

medical providers, emergency responders, family members, friends, and anyone else they 

grant access will honor their wishes.” This registry is hosted via Unival, Inc and the Virginia 

Department of Health, is connected to the statewide health information exchange, and is 

accessible 24/7 by health care providers, patients, and their designated family and/or other 

individuals.  

o More information: www.virginiaregistry.org 

 Utah ePOLST Registry90 

o The Utah ePOLST Registry is an electronic registry maintained by the Bureau of Health Facility 

Licensing Certification and Resident Assessment. The registry began as an agreement 

between HealthInsight and the Office of the National Coordinator for Health Information 

Technology, Utah Department of Health and “allows authorized users to store and retrieve 

information pertaining to patients’ [end-of-life] care preferences.” Important elements 

during the creation of the registry included: integration with Utah’s electronic death entry 

network, secure user authentication, deactivation of an old POLST form if the patient makes 

any changes, identification of duplicate patient records, accessibility to emergency medical 

service providers (the primary users) via mobile devices, organization of patients by 

physician license number, and digital physician and patient signatures.91 

o More information: https://health.utah.gov/ems/polst/  

http://www.orpolstregistry.org/
http://www.compassionandsupport.org/
https://www.virginiaregistry.org/?AspxAutoDetectCookieSupport=1
https://health.utah.gov/ems/polst/
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Work with the Department of Motor Vehicles to add text indicating the presence of an advance directive on the 

Washington State driver’s license with the additional option of putting a QR code on the back of the driver’s 

license to gain direct access to the registry  

The state of Hawaii currently allows residents to indicate the presence of an advance directive on their 

driver’s license. A Robert Wood Johnson grant allowed Kokua Mau, Hawaii’s Hospice and Palliative Care 

Organization, to develop a public awareness campaign about advance directives and encourage residents to 

add AHCD, or advance health care directive, to their driver’s license between 1999 and 2002.92,93 In 2001, 

21% of “renewed Hawaiian driver’s licenses carried AHCD,” and hospice referrals also increased. The 

statewide adoption of an advance directive designator was assisted by a new state law in 2000 that “ended 

the use of social security numbers as identifiers on driver’s licenses and state civil identification [and] adults 

in the state had to obtain a new driver’s license or identification.” Hawaii’s Office on Aging worked with the 

Division of Motor Vehicles and Civil Identification Branch to add AHCD to identification and supply advance 

directives and distribute educational material to Hawaiian citizens. 

More information: www.dmv.org/hi-hawaii/organ-donor.php  

When the QR code is scanned, users would be directed to instructions on how to obtain a copy of the 

patient’s advance directive and/or POLST from the state registry noted in the recommendation above.    

The Bree Collaborative recommends that the State of Washington work with the Department of Motor 

Vehicles to add text indicating the presence of an advance directive on the Washington State driver’s 

license with the additional option of putting a QR code on the back of the driver’s license to gain direct 

access to the registry. 

 

5. Increase the likelihood that a patient’s end of life care choices are honored 

The Bree Collaborative acknowledges that there may be occasions when it is medically or ethically inadvisable 

to honor the terms of a patient’s advance directive or POLST.  This may occur because the document was 

poorly executed (e.g., illegible, nonspecific, executed when the patient lacked capacity, not witnessed) or 

because the patient’s condition followed a trajectory that could not have been anticipated when the 

document was created or because in the provider’s opinion, the requested intervention is either futile or has 

the potential to worsen rather than improve the patient’s condition.   When providers decide not to honor 

an advance directive for any of the foregoing reasons, this decision should be discussed with the patient’s 

healthcare representative and, if necessary, presented for consultation with the organization’s ethics 

committee.  

The Bree Collaborative encourages providers and health care staff to take time and explain all the terms on 

an advance directive and POLST to family and friends at the end of a patient’s life and support the patient, 

family, and friends during a time of crisis.  

http://www.dmv.org/hi-hawaii/organ-donor.php
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Implement quality improvement programs within hospitals, nursing homes, and other settings to encourage 

greater adherence to patients’ requests as outlined in advance directives and POLST if accurate and applicable 

to the current situation 

Some nursing home and hospital quality improvement programs have incorporated elements of advance 

care planning or accurate information transfer of POLST into their standard practice. Interventions to Reduce 

Acute Care Transfers (INTERACT®) uses advance care planning tools including:94 

 A tracking tool to indicate when advance care planning discussions have occurred between patients 

and social workers, licensed nurses, primary care clinicians, clergy, and patients. 

 Advance care planning communication guide. 

 List of criteria for identifying appropriate residents for hospice or comfort care. 

 Educational information for residents and families about POLST, do not resuscitate orders, and 

feeding tubes. 

Qualis Health, the Quality Improvement Organization for the states of Washington and Idaho, facilitates 

community building and engages in direct one-to-one technical assistance through evidence based models 

including the INTERACT® Program. Qualis Health provides quarterly data reports at the community, hospital, 

skilled nursing facility, and home health agency level. Data is used as a prompt to do further local analysis, 

identify risk, and other quality improvement activities.   

 More information: www.qualishealth.org  

The Bree Collaborative recommends that facilities providing care to patients and their families at the end 

of life (e.g., hospitals, nursing homes) implement quality improvement programs to encourage greater 

adherence to patients’ requests as outlined in advance directives and POLST if accurate and applicable to 

the current situation. 

 

Encourage providers and facilities to measure family and friend satisfaction with end-of-life care by widespread 

use of an after-death survey tool similar to that used by hospice agencies  

The Medicare program is replacing the longstanding Family Evaluation of Hospice Care (FEHC) survey with a 
new Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Hospice survey beginning April 
2015.  The new survey is more focused on service quality issues and less focused on questions of whether 
the care patients received met goals of care.  The new survey is focused on satisfaction with Hospice services 
rather than satisfaction with overall end-of-life process.   

The FEHC survey is available here:  www.nhpco.org/fehc-survey-materials  

The new CAHPS hospice survey is available here:  
www.hospicecahpssurvey.org/content/SurveyInstruments.aspx    

The Bree Collaborative recommends that facilities providing care to patients and their families at the end 
of life (e.g., hospitals, nursing homes) survey surviving family members and friends with brief surveys of 
pertinent and validated questions assessing quality of care.  

  

http://www.qualishealth.org/
http://www.nhpco.org/fehc-survey-materials
http://www.hospicecahpssurvey.org/content/SurveyInstruments.aspx
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Enact legislation providing legal immunity to health care providers who honor a patient's POLST, comparable to 

existing protections for providers who honor a patient's advance directive 

For over forty years, Washington's Natural Death Act has provided legal immunity from civil or criminal 

lawsuits and professional discipline for providers who honor a patient's advance directive.  While all other 

states with POLST programs (more than twenty) provide legal immunity to providers who honor a POLST, 

Washington alone has not enacted legislation to protect providers. This has led to reluctance by some 

providers and hospitals to honor POLST orders.  Fear of liability has led some long term care facilities to have 

policies requiring resuscitation of all residents, even those with POLST orders stating they do not want CPR. 

The lack of immunity protection is a barrier for families and providers who want to follow advance care plans. 

In some cases, patient's plans have been disregarded and patients have received unwanted resuscitation-

despite having a valid POLST order.  Providing immunity protection will help assure providers and facilities 

feel safe in honoring patients' wishes expressed in POLST orders. 

 

The Bree Collaborative recommends that the Washington State Legislature pass legislation protecting 

healthcare providers and caregivers who honor a patient's POLST from civil, criminal and professional 

liability, similar to the protection currently provided for those honoring an advance directive.  
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Measurement 

The Bree Collaborative acknowledges that many of the measures needed to show community baseline status 

and subsequent improvement on several of the recommendations made here do not exist at this time.  Some 

require the creation of simple surveys of the preferences, knowledge, and actions of individuals, their 

surrogates, and their family members. Others require the collection of data from providers. The most 

challenging data collection requires access to patients’ EMRs, (e.g. coding preferences, coding the type of 

care delivered, assessing the congruence between the type of care delivered and received.)  The creation of 

data in the categories below is needed as a way to quantify the need for advance care planning and the 

effectiveness of the types of intervention being used to be sure that all Washingtonians are informed about 

their end-of-life options, communicate their preferences in actionable terms, and receive end-of-life care 

that is aligned with their wishes, goals, and values.  

The sequence to develop measurable end-of-life care outcomes is: 

1. People are aware of the need for advance care planning. 
2. People understand the terminology and options that are discussed in advance care planning and 

written in advance directives. 
3. Advance care planning is completed and understood by the person and his or her surrogate.  
4. Advance directives are completed including a durable power of attorney for health care, a health 

care directive/living will, and a written personal statement.  
5. POLST is discussed with a physician and completed when appropriate.  
6. Completed advance directives are discussed, reviewed, and understood by the person’s designated 

durable power of attorney for health care, or surrogate.  
7. Completed advance directives are discussed with family members and friends. 
8. Completed advance directives are discussed with health care providers. 
9. Advance directives and POLST, if relevant, are entered into the patient’s record. 
10. Advance directives including durable power of attorney are consulted by health care providers when 

needed such as during a time of crisis. 
11. The setting in which patients spend the end of their life.  
12. The number of patients on hospice at the end of their life.  
13. The number of hospice days for each patient. 
14. The patient receives care that is aligned with his or her wishes, goals, and values. 
15. Family are satisfied with the care that the patient received at his or her end of life.   
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Stakeholder-Specific Recommendations 

Provider Practices 

 Educate health care providers and staff on: 
o How to have empathetic, realistic, and patient- and family-centered (e.g., using lower 

literacy materials if appropriate) advance care planning conversations  
o How to be reimbursed for these conversations.  
o The difference between an advance directive and POLST, and patients for whom each would 

be acceptable. 
o How to refer patients to community-based advance care planning resources if appropriate. 

 Encourage all patients over the age of 18 to consider having a conversation about advance care 
planning with the content of those conversations appropriate to the patient’s age, health status, 
literacy level, and readiness. 

 Adopt an advance care planning tool(s) or program(s) and standardize its use across your clinic or 
health care system. Possible examples include Honoring Choices: Pacific Northwest or the Institute 
for Health Care Improvement’s Conversation Ready.  

 Document in the medical record that the provider has used a standardized advance care planning 

tool. 

 Document the results of advance care planning discussions with easily understandable and culturally 
appropriate advance directives that include: a living will (also called a health care directive) that 
stipulates specific treatment preferences (if known and applicable to the situation), a durable power 
of attorney for health care that names a surrogate and indicates the amount of leeway the surrogate 
should have in decision-making, a written personal statement that articulates the patient’s values 
and goals regarding end-of-life care, and POLST, if appropriate.  

 Develop standardized protocols on how to transfer information contained in the advance directive 
or POLST to hospitals in your community such as through the advance directive/POLST registry, if in 
existence. 

 Support patients as they navigate care between different health care facilities and systems including 
facilitation of information sharing and patient and family outreach during times of crisis.  

 Promote awareness of the value of hospice and encourage appropriate hospice referrals. 

 

Hospitals 

 Educate health care providers and staff on: 
o How to have empathetic, realistic, and patient- and family-centered (e.g., using lower 

literacy materials if appropriate) advance care planning conversations  
o How to be reimbursed for these conversations.  
o The difference between an advance directive and POLST, and patients for whom each would 

be acceptable. 
o How to refer patients to community-based advance care planning resources if appropriate. 
o Explaining the terms on an advance directive and POLST to family and friends at the end of 

a patient’s life  

o Supporting the patient, family, and friends during a time of crisis. 

 Work with your community’s organizations (e.g., churches, non-profits focused on end-of-life care) 
to promote community-wide discussions about how to have conversations regarding personal goals 
of care and the type of care desired at the end of life with family members, friends, health care 
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providers; the importance of having an advance directive that includes a living will (also known as a 
health care directive), a durable power of attorney for health care, and a written personal statement 
about health care goals and values; and the difference between POLST and an advance directive. 

 Review your facility’s protocols around asking about and honoring advance directives to decrease 
barriers to patients’ wishes being honored at the end of life. 

 Adopt an advance care planning tool or program and standardize its use across your system. Possible 
examples include Honoring Choices Pacific Northwest or the Institute for Health Care Improvement’s 
Conversation Ready.  

 Enter advance directives and/or POLST into the patient’s medical record once completed and 
communicate with the patient and his or her primary care provider as to whether the patient has 
advance directives and/or a POLST in his or her medical record.  

 Promote awareness of the value of hospice, encourage appropriate hospice referrals, and be sure to 

communicate any referrals back to the patient’s primary care provider.  

 Implement a quality improvement program to encourage greater adherence to patients’ requests as 
outlined in advance directives and POLST if accurate and applicable to the current situation 

 Measure family and friend satisfaction with end-of-life care by widespread use of an after-death 
survey tool similar to that used by hospice agencies. 

 Support patients as they navigate care between different health care facilities and systems including 
facilitation of information sharing and patient and family outreach during times of crisis.  
 

Skilled Nursing Facilities 

 Educate health care providers and staff on: 
o How to have empathetic, realistic, and patient- and family-centered (e.g., using lower 

literacy materials if appropriate) advance care planning conversations  
o How to be reimbursed for these conversations.  
o The difference between an advance directive and POLST, and patients for whom each would 

be acceptable. 
o How to refer patients to community-based advance care planning resources if appropriate. 
o Explaining the terms on an advance directive and POLST to family and friends at the end of 

a patient’s life  

o Supporting the patient, family, and friends during a time of crisis. 

 Work to promote discussions with residents about how to have conversations regarding personal 
goals of care and the type of care desired at the end of life with family members, friends, and health 
care providers; the importance of having an advance directive that includes a living will (also known 
as a health care directive), a durable power of attorney for health care, and a written personal 
statement about health care goals and values; and the difference between POLST and an advance 
directive. 

 Enter advance directives and/or POLST into the patient’s medical record once completed and 

communicate with the patient and his or her primary care provider as to whether the patient has 

advance directives and/or a POLST in his or her medical record.  

 Promote awareness of the value of hospice and encourage appropriate hospice referrals. 

 Implement a quality improvement program to encourage greater adherence to patients’ requests as 
outlined in advance directives and POLST if accurate and applicable to the current situation. 

 Measure family satisfaction with end-of-life care by widespread use of an after-death survey tool 
similar to that used by hospice agencies. 
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 Support patients as they navigate care between different health care facilities and systems including 
facilitation of information sharing and patient and family outreach during times of crisis.  

Health Plans 

 Revise reimbursement policy to include use of HCPCS Code S0257 and other end-of-life care codes, 
counseling and discussion regarding advance directives or end-of-life care planning and decisions, 
with patients and their surrogate decision makers.   

 Educate providers and health care facilities how to appropriately bill for this code. 

 Encourage hospitals, nursing homes, and other applicable settings to implement a quality 
improvement program focused on greater adherence to patients’ requests as outlined in advance 
directives and POLST if accurate and applicable to the current situation 

 Measure family and friend satisfaction with end-of-life care by widespread use of an after-death 
survey tool similar to that used by hospice agencies. 

 Develop inclusive and comprehensive benefits for care of patients with serious illness at the end of 
life allowing them to receive care consistent with their wishes and goals even if not eligible for 
hospice.  

 Support patients as they navigate care between separate health care facilities and systems including 
facilitation of information sharing and patient and family outreach during times of crisis.  

Employers/Purchasers  

 Purchase health plans that honor a patient’s choices at the end-of-life through providing 
reimbursement for advance care planning conversations with patients and their surrogate decision 
makers. 

 Educate your employees about how to have conversations regarding personal goals of care and the 

type of care desired at the end of life with family members, friend, and health care providers; the 

importance of having an advance directive that includes a living will (also known as a health care 

directive), a durable power of attorney for health care, and a written personal statement about 

health care goals and values; and the difference between POLST and an advance directive. 
 

The State of Washington  

 Revise reimbursement policy to include use of HCPCS Code S0257 and other end-of-life care codes, 
counseling and discussion regarding advance directives or end-of-life care planning and decisions, 
with patients and their surrogate decision makers.   

 Educate providers and health care facilities how to appropriately bill for this code. 

 Contract with an existing state registry for advance directives and POLST and promote use of the 
registry to health systems, providers, and the people of Washington State to facilitate widespread 
use.  

 Work with the Department of Motor Vehicles to add text indicating the presence of an advance 
directive on the Washington State driver’s license with the additional option of putting a QR code on 
the back of the driver’s license to gain direct access to the registry. 

 Promote awareness and utilization of advance care planning at multiple levels of health care delivery 
systems.  

 Promote legislation and regulatory changes to promote the detailed recommendations in this report 
including legislation protecting healthcare providers and caregivers who honor a patient's POLST 
from civil, criminal and professional liability, similar to the protection currently provided for those 
honoring an advance directive. 
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The Bree Collaborative’s goal is that all Washingtonians are informed about their end-of-life 
options, communicate their preferences in actionable terms, and receive end-of-life care that 
is aligned with their wishes, goals, and values. 
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End-of-Life Care Improvement Efforts in Washington State 

Many organizations and programs are dedicated to promoting advance care planning in Washington State 

and across the country. Our recommendations draw from the work of the efforts profiled below as well as 

others, seek to empower Washington State residents, and work to align end-of-life care with patient’s wishes, 

goals, and values.  

 

This is not an exhaustive list and does not represent endorsement by the Bree Collaborative. 

 

Compassion and Choices of Washington 

Compassion and Choices of Washington serves as an advocate for terminally ill patients and their family 

through facilitating conversations about end-of-life choices, educating the public and health care 

professionals, and promoting the use of advance directives, among other endeavors. Compassion and 

Choices provides end-of-life counseling and client support services for patients and families.   

 More information: compassionwa.org  
 

Conversation Ready Project 

The Conversation Ready Project is a national initiative of the Institute for Healthcare Improvement. The one-

year project is meant to introduce new processes within multiple health care systems “to reframe patient-

provider relationships around the question, What matters most to you?” Virginia Mason Medical Center in 

Seattle, Washington is part of the Conversation Ready Project.  

More information: 

www.ihi.org/Engage/Initiatives/ConversationProject/Pages/ConversationReady.aspx 

More information: theconversationproject.org  
 

Death Over Dinner 

Death Over Dinner is an online project from the University of Washington’s Masters in Communication 

Leadership program to address the disparity between desired and actual end-of-life care. The website offers 

conversation prompts and resources to start the conversation about end-of-life care for a wide audience. 

 More information: deathoverdinner.org  
 

Franciscan Hospice and Palliative Care Academy  

The Franciscan Hospice and Palliative Care Academy trains physicians, nurse practitioners, and physician 

assistants to enhance “ability to provide excellent symptom management” and teach “the communication 

skills needed to break bad news, prognosticate and match medical treatments to patient preferences.” 

More information: www.chifranciscan.org/Health-Care-Services/Palliative-Care/Palliative-Care-

Academy-registration/  

 

Kitsap County Cross Continuum Care Transitions Project (KC4TP) Palliative Care Committee  

The Kitsap County Cross Continuum Care Transitions Project (KC4TP) began in 2012 as a collaboration 

between Harrison Medical Center, regional skilled nursing facilities, hospice and palliative care facilities, 

specialty and primary care clinics, and other community health care support agencies to address re-

hospitalization.  

More information: www.harrisonmedical.org/home/kc4tp  

http://compassionwa.org/
http://www.ihi.org/Engage/Initiatives/ConversationProject/Pages/ConversationReady.aspx
http://theconversationproject.org/
http://deathoverdinner.org/
http://www.chifranciscan.org/Health-Care-Services/Palliative-Care/Palliative-Care-Academy-registration/
http://www.chifranciscan.org/Health-Care-Services/Palliative-Care/Palliative-Care-Academy-registration/
http://www.harrisonmedical.org/home/kc4tp
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Honoring Choices Pacific Northwest® 

Honoring Choices Pacific Northwest, a joint initiative of the Washington State Hospital Association and the 

Washington State Medical Association, is a program that encourages early conversations about the type of 

care people would want if faced with a life threatening illness. It does this in two major ways. One, the 

program provides training and resources to hospitals and doctors to make sure they are prepared to discuss, 

record and honor people’s wishes at the end of their life. Second, a public website offers a place for 

individuals and families to learn about their choices and encourage conversations about their wishes 

 

Know Your Choices - Ask Your Doctor 

The Know Your Choices - Ask Your Doctor campaign is organized by the WSMA and promotes “patient-

centered health initiatives to enhance the relationship between patient and physician.” End-of-life resources 

are a part of the Know Your Choices - Ask Your Doctor campaign. The WSMA has served as a state resource 

for advance directives and end-of-life planning since the early 1990s. This work started with the brochure 

“Who Will Decide If You Can’t” containing the Washington State health care directive and durable power of 

attorney for health care form. Today, the advance directive brochure is the most popular patient resource 

and is distributed across hospitals, clinics, and health systems across the state.  

More information: www.wsma.org/know-your-choices  

More Information: www.wsma.org/advance-directives   

 

Life Transitions, the End of Life Coalition of Southwest Washington  

This is a county-wide effort that combines the efforts of Bridges Palliative Care Home Health and Hospice, 

Glenwood Place Senior Living, PeaceHealth Hospice Southwest, Southwest Washington Agency on Aging and 

Disabilities, and Fort Vancouver Convalescent Park Lido & Caretique. This program sponsors Respecting 

Choices education for hospital and medical personnel as well as community presentations of the program 

upon request by churches and community groups and distributes advance directives as needed. 

 For more information, email: swlifetransitions@gmail.com  

Palliative Care Initiative 

The Palliative Care Initiative is a regional partnership between Community Organized Group for Health, Peace 

Health Hospice, Peace Health Palliative Care, Western Washington University, Whatcom Alliance for Health 

Advancement, and Whatcom Family and Community Network. The Initiative puts on various training events 

for providers such as the Palliative Care Summer Institute, hosts national speakers, and works to “create a 

space where people with serious illnesses don’t have to be cured to heal.” 

 More information: www.wwu.edu/ee/bsn/palliative.shtml  

 

6-Steps Swedish Advance Care Planning Program 

Swedish Edmonds Hospital offers free monthly workshops and individual counseling sessions conducted by 

qualified living will facilitators.  Services are offered to individuals and their surrogates using the 6-Step Guide 

to create of an advance care plan.  Programs are offered in hospital facilities and in venues in the community.  

For more information, email: AdvanceCarePlanning-EDM@swedish.org 

  

http://www.wsma.org/know-your-choices
http://www.wsma.org/advance-directives
mailto:swlifetransitions@gmail.com
http://www.wwu.edu/ee/bsn/palliative.shtml
mailto:AdvanceCarePlanning-EDM@swedish.org
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Snohomish County Health Leadership Coalition Advance Care Planning Initiative 

The Snohomish County Health Leadership Coalition combines the resources of organizations including 

Verdant, the YMCA, Premera, and the Everett Clinic, among others.  The goal of the coalition is to greatly 

increase the number of Snohomish County residents who have completed advance care plans. It offers 

training to healthcare providers and volunteer facilitators in a variety of culturally adapted advance care 

planning programs including Respecting Choices. 

More information: www.snocohealth.org  

 

Supportive Care Coalition  

Providence Health and Services, PeaceHealth, and Catholic Health Initiatives founded the Coalition in 1994 

and has expanded since to a membership of 22 Catholic health care organizations in 42 states. Much of the 

Coalition’s work is focused on increasing palliative care quality and accessibility.  

 More information: supportivecarecoalition.org/index.php  

 

Washington State End-of-Life Coalition 

The Washington State End-of-Life Consensus Coalition was created by the WSMA in 1997 to promote 

conversations between patients and their providers about “living and dying well within all communities 

across Washington.” Members are from a diverse array of organizations across Washington State and 

convene once a year at an annual conference. 

More information: www.wsma.org/weolcc   

 

Washington Physician Orders for Life Sustaining Treatment (POLST) Task Force  

The WSMA coordinates the Washington POLST Task Force with the Washington State Department of Health. 

POLST was piloted in Oregon in 1995 and the National POLST Paradigm Taskforce was established from early-

adopter states in 2004. The National POLST Paradigm is an approach to end-of-life planning that emphasizes, 

“advance care planning conversations between patients, health care professionals and loved ones; shared 

decision-making between a patient and his/her health care professional about the care the patient would 

like to receive at the end of his/her life; and ensuring patient wishes are honored.” States or regions 

implement their own POLST programs represent the National POLST Paradigm after being endorsed by the 

program. The WSMA offers up-to-date POLST forms, frequently asked questions, and provides resources to 

providers and patients about the legality of and operational uses of POLST.  

 More Information: www.polst.org 
More Information: www.wsma.org/polst 

 

  

http://www.snocohealth.org/
http://supportivecarecoalition.org/index.php
http://www.wsma.org/weolcc
http://www.polst.org/
http://www.wsma.org/polst
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University of Washington Palliative Care Center of Excellence 

The University of Washington’s (UW) Palliative Care Center of Excellence (PCCE) was launched in October of 

2012 with the mission to improve the palliative care received by patients with life-threatening illness and 

their families in the UW system and to provide new knowledge and educational and clinical resources to 

improve palliative care regionally, nationally, and globally. The PCCE strives to accomplish this mission by 

enhancing research, education, and clinical services in palliative care at the University of Washington, the 

Seattle region and throughout the Northwest.  The PCCE has also launched the UW Palliative Care Training 

Center that is developing a program funded by the Cambia Health Foundation to provide specialty-level 

training and on-boarding for palliative care providers including physicians, nurses, social workers, spiritual 

care providers, and others throughout the region. 

 More information: www.uwpalliativecarecenter.com  

 

University of Washington School of Medicine End-of-Life Care Research Program 

The University of Washington, School of Medicine, End-of-Life Care Research Program started in 1998 is 

housed and supported by Harborview Medical Center and funded by various grants from the National 

Institutes of Health and the National Palliative Care Research Center. The Research Program develops 

patient-provider communication tools, instruments, and interview guides, and conducts research on aspects 

of end-of-life care including improving physician communication skills, supporting families in the intensive 

care unit, and patient expectations.  

 More information: depts.washington.edu/eolcare/  

  

http://www.uwpalliativecarecenter.com/
http://depts.washington.edu/eolcare/
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Appendix B: End of Life/Advance Directives Workgroup Charter 
 
Problem Statement  

End of life (EOL) care in the United States is strikingly variable and often misaligned with patient preference.  
While the majority of patients report wanting to spend the last part of their lives at home, in reality this time is 
spent in a hospital or nursing home.i Unnecessarily aggressive care to prolong life can negatively impact quality of 
life, increase cost, and seriously overburden the health care system.  Appropriately timed EOL conversations 
between provider and patient and use of advance directives can increase patient confidence, sense of dignity, and 
the probability that patient wishes are honored at time of death.ii However, despite their indisputable value in 
principle, only a small fraction of adults discuss EOL care with their providers and family or complete advance 
directives.   
 

Aim 

To improve quality of life and reduce unnecessary costs of care delivered at the end of life in Washington State 
and to empower patients to work with their physicians and others participating in their care to develop advance 
directives in accordance with their preferences. 
 
Purpose 

The purpose of the End of Life/Advance Directives (EOL) workgroup is to propose recommendations to the full 
Bree Collaborative on how to improve care, improve quality, and reduce unnecessary variation at the end of a 
patient’s life through greater utilization of Advance Directives.  

1. Focus initially on end-of-life planning discussions. Target the initiation of end-of-life planning discussions 
between physicians, other members of the health-care delivery team, patients, their surrogates, and family 
members with a focus on patient preference and a goal of completing an advance directive.  Clear jargon-free 
language with a focus on appropriate palliative care is imperative.   

2. Encourage widespread adoption of advance directives. Gather evidence-based guidelines and identify 
opportunities for the Bree Collaborative to endorse and otherwise support broader adoption of successful 
evidence-based programs, such as approaches focused on appropriate code status discussion. Mindful of the 
pragmatics of end-of-life care, this will include innovative recommendations to staff and how to fund 
advanced care planning. 

3. Increase measurement and reporting of advance directives. Promote the collection of process and outcome 
measures for end of life care, including congruence with the patients’ advance directives instructions, code 
status discussion, palliative care, and hospice care including facility-based and home-based.   

 
Duties & Functions 

The EOL workgroup shall: 

 Coordinate with members of WSHA, WSMA, other stakeholder organizations and subject matter experts to 
maximize impact.  

 Present findings and recommendations in a report. 

 Provide updates at Bree Collaborative meetings. 

 Research evidence-based guidelines, emerging best practices, and current initiatives to improve patient 
quality of life and/or reduce health care costs for end of life care. 

 Create and oversee subsequent subgroups to help carry out the work, as needed. 
 Post draft report on the Bree Collaborative website for public comment prior to sending report to the Bree 

Collaborative for approval and adoption. 
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Structure 

The EOL workgroup will consist of individuals appointed by the chair of the Bree Collaborative, and confirmed by 
the Bree Collaborative steering committee.  
 
The chair of the EOL workgroup will be appointed by the chair of the Bree Collaborative. The Bree Collaborative 
project director will staff and provide management and support services for the EOL workgroup. 
 
Less than the full EOL workgroup may convene to: gather and discuss information; conduct research; analyze 
relevant issues and facts; or draft recommendations for the deliberation of the full workgroup.  A quorum shall be 
a simple majority and shall be required to accept and approve recommendations to the Bree Collaborative. 
 
Meetings 

The EOL workgroup will hold meetings as needed. 
 
The EOL workgroup chair will conduct meetings.  Committee staff will arrange for the recording of each meeting 
and distribute meeting agendas and other materials prior to each meeting.  
 
EOL Workgroup Members 

Name Title Organization 

John Robinson, MD 
(Chair) 

Chief Medical Officer First Choice Health 

Bruce Smith, MD 
(Vice Chair) 

Medical Director, Government 
Programs Group Health Cooperative 

Anna Ahrens Director of Patient and Family 
Support Services 

MultiCare Health System 

J. Randall Curtis, MD Professor of Medicine UW Palliative Care Center of Excellence 
Section Head 

Trudy James Chaplain Heartwork 

Bree Johnston, MD Medical Director, Palliative Care PeaceHealth 

Abbi Kaplan Principal Abbi Kaplan Company 

Timothy Melhorn, MD Internist Yakima Valley Memorial Hospital and 
the Memorial Foundation 

Joanne Roberts, MD Chief Medical Officer Providence Regional Medical Center 
Everett 

Richard Stuart, DSW Clinical Professor Emeritus, 
Psychiatry 

University of Washington 

Observers 

Tanya Carroccio  Director, Quality & Performance 
Improvement 

Washington State Hospital Association 

Jessica Martinson Director, Clinical Education and 
Professional Development 

Washington State Medical Association 

Committee Staff 

Steve Hill Chair Bree Collaborative 

Ginny Weir Project Director Bree Collaborative 

 
                                                           
i Raphael C, Ahrens J, Fowler N. Financing end-of-life care in the USA. J R Soc Med. 2001 September; 94(9): 458–461.  
ii Hammes BJ, Rooney BL, Gundrum JD. A comparative, retrospective, observational study of the prevalence, availability, and utility of 
advance care planning in a county that implemented an advance care planning microsystem. JAGS. 2010;58:1249-1255. 
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DURABLE POWER OF ATTORNEY FOR HEALTH CARE
Notice to Person Executing This Document
This is an important legal document. Before executing this document you should know these facts:
■ This	document	gives	the	person	you	designate	as	your	Health	Care	Agent	the	power	to	make	MOST	health	care	decisions

for	you	if	you	lose	the	capability	to	make	informed	health	care	decisions	for	yourself.	This	power	is	effective	only	when
you	lose	the	capacity	to	make	informed	health	care	decisions	for	yourself.	As	long	as	you	have	the	capacity	to	make
informed	health	care	decisions	for	yourself,	you	retain	the	right	to	make	all	medical	and	other	health	care	decisions.

■ You	may	include	specific	limitations	in	this	document	on	the	authority	of	the	Health	Care	Agent	to	make	health	care
decisions	for	you.

■ Subject	to	any	specific	limitations	you	include	in	this	document,	if	you	do	lose	the	capacity	to	make	an	informed	deci-
sion	on	a	health	care	matter,	the	Health	Care	Agent	GENERALLY	will	be	authorized	by	this	document	to	make	health
care	decisions	for	you	to	the	same	extent	as	you	could	make	those	decisions	yourself,	if	you	had	the	capacity	to	do	so.
The	authority	of	the	Health	Care	Agent	to	make	health	care	decisions	for	you	GENERALLY will	include	the	authority
to	give	informed	consent,	to	refuse	to	give	informed	consent,	or	to	withdraw	informed	consent	to	any	care,	treatment,
service,	or	procedure	to	maintain,	diagnose,	or	treat	a	physical	or	mental	condition.	You	can	limit	that	right	in	this
document	if	you	choose.

■ When	exercising	his	or	her	authority	to	make	health	care	decisions	for	you	when	deciding	on	your	behalf,	the	Health
Care	Agent	will	have	to	act	consistent	with	your	wishes,	or	if	they	are	unknown,	in	your	best	interest.	You	may	make
your	wishes	known	to	the	Health	Care	Agent	by	including	them	in	this	document	or	by	making	them	known	in
another	manner.

■ When	acting	under	this	document	the	Health	Care	Agent	GENERALLY	will	have	the	same	rights	that	you	have	to
receive	information	about	proposed	health	care,	to	review	health	care	records,	and	to	consent	to	the	disclosure	of	health
care	records.

1. Creation of Durable Power of Attorney for Health Care
I	intend	to	create	a	power	of	attorney	(Health	Care	Agent)	by	appointing	the	person	or	persons	designated	herein	to	make	
health	care	decisions	for	me	to	the	same	extent	that	I	could	make	such	decisions	for	myself	if	I	was	capable	of	doing	so,	as	
recognized	by	RCW	11.94.010.	This	designation	becomes	effective	when	I	cannot	make	health	care	decisions	for	myself	
as	determined	by	my	attending	physician	or	designee,	such	as	if	I	am	unconscious,	or	if	I	am	otherwise	temporarily	or	
permanently	incapable	of	making	health	care	decisions.	The	Health	Care	Agent’s	power	shall	cease	if	and	when	I	regain	my	
capacity	to	make	health	care	decisions.

2. Designation of Health Care Agent and Alternate Agents
If	my	attending	physician	or	his	or	her	designee	determines	that	I	am	not	capable	of	giving	informed	consent	to	health	
care,	I	______________________________________________,	designate	and	appoint:

Name____________________________________________________________Address_____________________________________________

City___________________________________________ State_______________Zip_______________Phone_______________________________

as_my_attorney-in-fact_(Health_Care_Agent)_by_granting_him_or_her_the_Durable_Power_of_Attorney_for_Health_Care_recognized_in_RCW_11.94.010_and_
authorize_her_or_him_to_consult_with_my_physicians_about_the_possibility_of_my_regaining_the_capacity_to_make_treatment_decisions_and_to_accept,_
plan,_stop,_and_refuse_treatment_on_my_behalf_with_the_treating_physicians_and_health_personnel.

In_the_event_that__ __________________________________________________is_unable_or_unwilling_to_serve,_I_grant_these_powers_to_

Name____________________________________________________________Address_____________________________________________

City___________________________________________ State_______________Zip_______________Phone_______________________________

In_the_event_that_both________________________________________________and_________________________________________________

are_unable_or_unwilling_to_serve,_I_grant_these_powers_to

Name____________________________________________________________Address_____________________________________________

City___________________________________________ State_______________Zip_______________Phone_______________________________

Appendix Page 4 of 9

Appendix C: Durable Power of Attorney for Health Care and Health Care Directive



3. General Statement of Authority Granted.
My	Health	Care	Agent	is	specifically	authorized	to	give	informed	consent	for	health	care	treatment	when	I	am	not	capable	
of	doing	so.	This	includes	but	is	not	limited	to	consent	to	initiate,	continue,	discontinue,	or	forgo	medical	care	and	treat-
ment	including	artificially	supplied	nutrition	and	hydration,	following	and	interpreting	my	instructions	for	the	provision,	
withholding,	or	withdrawing	of	life-sustaining	treatment,	which	are	contained	in	any	Health	Care	Directive	or	other	form	
of	“living	will”	I	may	have	executed	or	elsewhere,	and	to	receive	and	consent	to	the	release	of	medical	information.	When	
the	Health	Care	Agent	does	not	have	any	stated	desires	or	instructions	from	me	to	follow,	he	or	she	shall	act	in	my	best	
interest	in	making	health	care	decisions.

The	above	authorization	to	make	health	care	decisions	does	not	include	the	following	absent	a	court	order:
(1)	Therapy	or	other	procedure	given	for	the	purpose	of	inducing	convulsion;
(2)	Surgery	solely	for	the	purpose	of	psychosurgery;
(3)	Commitment	to	or	placement	in	a	treatment	facility	for	the	mentally	ill,	except	pursuant	to	the	provisions	of	

Chapter	71.05	RCW;
(4)	Sterilization.

I	hereby	revoke	any	prior	grants	of	durable	power	of	attorney	for	health	care.

4. Special Provisions

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

DATED_this__________________________day_of__________________________,________________.

GRANTOR_ __________________________________________

STATE_OF_WASHINGTON__________)___

(COUNTY_OF__________________________ )

I_certify_that_I_know_or_have_satisfactory_evidence_that_the_GRANTOR,_ ____________________________________________________________

signed_this_instrument_and_acknowledged_it_to_be_his_or_her_free_and_voluntary_act_for_the_uses_and_purposes_mentioned_in_the_instrument.__

DATED_this__________________________day_of__________________________,________________.

_______________________________________________________________________
NOTARY_PUBLIC_in_and_for_the_State_of_Washington,_

residing_at__ _____________________________________________________________

My_commission_expires_ ____________________________________________________

(Year) 

(Year) 

_)ss.__

Your	name	(print)______________________________________

NOTE:	Washington	state	does	not	require	this	directive	to	be	notarized	or	
witnessed.	Since	some	states	do	require	it	to	be	notarized;	you	may	want	to	
do	so	in	the	event	you	travel	out-of-state.
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HEALTH CARE DIRECTIVE

Directive_made_this_ _________________________________day_of___________,________________.

I,________________________________________________________________being_of_sound_mind,_willfully,_and_voluntarily_make_known_my_

desire_that_my_dying_shall_not_be_artificially_prolonged_under_the_circumstances_set_forth_below,_and_do_hereby_declare_that:

(A)	 If	at	any	time	I	should	have	an	incurable	and	irreversible	condition	certified	to	be	a	terminal	condition	by	my	at-
tending	physician,	and	where	the		application	of	life-sustaining	treatment	would	serve	only	to	artificially	prolong	the	
process	of	my	dying,	I	direct	that	such	treatment	be	withheld	or	withdrawn,	and	that	I	be	permitted	to	die	naturally.		
I	understand	“terminal	condition”	means	an	incurable	and	irreversible	condition	caused	by	injury,	disease	or	illness	
that	would,	within	reasonable	medical	judgment,	cause	death	within	a	reasonable	period	of	time	in	accordance	with	
accepted	medical	standards.

(B)	 If	I	should	be	in	an	irreversible	coma	or	persistent	vegetative	state,	or	other	permanent	unconscious	condition	as	
certified	by	two	physicians,	and	from	which	those	physicians	believe	that	I	have	no	reasonable	probability	of	recovery,	
I	direct	that	life-sustaining	treatment	be	withheld	or	withdrawn.

(C)	If	I	am	diagnosed	to	be	in	a	terminal	or	permanent	unconscious	condition,	[Choose one]

I	want		__________	do	not	want		_________
artificially	administered	nutrition	and	hydration	to	be	withdrawn	or	withheld	the	same	as	other	forms	of	life-sustain-
ing	treatment.	I	understand	artificially	administered	nutrition	and	hydration	is	a	form	of	life-sustaining	treatment	in	
certain	circumstances.	I	request	all	health	care	providers	who	care	for	me	to	honor	this	directive.

(D)	In	the	absence	of	my	ability	to	give	directions	regarding	the	use	of	such	life-sustaining	procedures,	it	is	my	intention	
that	this	directive	shall	be	honored	by	my	family,	physicians	and	other	health	care	providers	as	the	final	expression	
of	my	fundamental	right	to	refuse	medical	or	surgical	treatment,	and	also	honored	by	any	person	appointed	to	make	
these	decisions	for	me,	whether	by	durable	power	of	attorney	or	otherwise.	I	accept	the	consequences	of	such	refusal.

(E)	 If	I	have	been	diagnosed	as	pregnant	and	that	diagnosis	is	known	to	my	physician,	this	directive	shall	have	no	force	or	
effect	during	the	course	of	my	pregnancy.

(F)	 I	understand	the	full	import	of	this	directive	and	I	am	emotionally	and	mentally	competent	to	make	this	directive.	I	
also	understand	that	I	may	amend	or	revoke	this	directive	at	any	time.

(G)	I	make	the	following	additional	directions	regarding	my	care:

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Signed:		_______________________________________

The	declarer	has	been	personally	known	to	me	and	I	believe	him	or	her	to	be	of	sound	mind.	In	addition,	I	am	
not	the	attending	physician,	an	employee	of	the	attending	physician	or	health	care	facility	in	which	the	declarer	
is	a	patient,	or	any	person	who	has	a	claim	against	any	portion	of	the	estate	of	the	declarer	upon	the	declarer’s	
decease	at	the	time	of	the	execution	of	the	directive.

Witness:	 __________________________________

Witness:	 __________________________________

(Year) 
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What To Do With These Forms
The attached Health Care Directive and Durable Power of Attorney for 
Health Care forms are all legal documents once they are completely 
filled out and signed with the appropriate signatures.
Signed copies of the completed directives should be included in your 
medical record, given to any person to whom you give your durable 
power of attorney—including any alternate people you may have 
named—and to your personal attorney. Originals should be kept by 
someone you trust and who can obtain them in an emergency.

For Further Information
These forms have been provided as a public service by the Washington 
State Medical Association. You are encouraged to discuss the directives 
with your physician. Any legal questions you may have about the use 
and effect of these directives may be answered by an attorney.
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Physician Orders for Life-Sustaining Treatment

A

First follow these orders, then contact physician, nurse practitioner 
or PA-C. The POLST form is always voluntary. The POLST is a set 
of medical orders intended to guide medical treatment based on 
a person’s current medical condition and goals. Any section not 
completed implies full treatment for that section. Everyone shall be 
treated with dignity and respect.

Medical Conditions/Patient Goals:

Cardiopulmonary resusCitation (Cpr): Person has no pulse and is not breathing.

mediCal interventions: Person has pulse and/or is breathing.

Comfort measures only  Use medication by any route, positioning, wound care and other measures 
to relieve pain and suffering. Use oxygen, oral suction and manual treatment of airway obstruction as 
needed for comfort.             Patient prefers no hospital transfer:  EMS contact medical control to deter-
mine if transport indicated to provide adequate comfort.

CPR/Attempt Resuscitation DNAR/Do Not Attempt Resuscitation (Allow Natural Death)
Choosing DnAr will include appropriate comfort measures and may still include the range of  
treatments below.  When not in cardiopulmonary arrest, go to part B.

limited additional interventions  Includes care described above. Use medical treatment, IV fluids and 
cardiac monitor as indicated. Do not use intubation or mechanical ventilation. May use less invasive air-
way support (e.g. CPAP, BiPAP).            Transfer to hospital if indicated. Avoid intensive care if possible.

full treatment  Includes care described above. Use intubation, advanced airway interventions, mechanical 
ventilation, and cardioversion as indicated.             Transfer to hospital if indicated. Includes intensive care.

Additional Orders: (e.g. dialysis, etc.) _________________________________________________________

Check
One

hiPAA PerMits DisCLOsUre OF POLst tO Other heALth CAre PrOViDers As neCessArY

B
Check
One

Photocopies and faxes of signed POLST forms are legal and valid. May make copies for records.
For more information on POLST visit www.wsma.org/polst.

senD OriGinAL FOrM With PersOn WheneVer trAnsFerreD Or DisChArGeD

Last Name  -  First Name  -  Middle Initial

Date of Birth Gender

M F

Last 4 #SSN

signatures:  The signatures below verify that these orders are consistent with the patient’s medicalC
condition, known preferences and best known information. If signed by a surrogate, the 
patient must be decisionally incapacitated and the person signing is the legal surrogate.

Discussed with: PRINT — Physician/ARNP/PA-C Name

           Physician/ARNP/PA-C Signature (mandatory)

Patient or Legal Surrogate Signature (mandatory)

PRINT — Patient or Legal Surrogate Name

Phone Number

Agency Info/Sticker

Date (mandatory)

Phone Number

Date (mandatory)

Person has: Health Care Directive (living will)
Durable Power of Attorney for Health Care     

encourage all advance care planning 
documents to accompany POLst   

 Revised 4/2014

✘

✘

See back of form for non-emergency preferences 

Patient                           Parent of Minor
Guardian with Health Care Authority           
Spouse/Other as authorized by RCW 7.70.065
Health Care Agent (DPOAHC)

p   
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Other Contact information (Optional)

senD OriGinAL FOrM With PersOn WheneVer trAnsFerreD Or DisChArGeD

hiPAA PerMits DisCLOsUre OF POLst tO Other heALth CAre PrOViDers As neCessArY

direCtions for HealtH Care professionals
Completing Polst
•	 The	POLST	is	usually	for	persons	with	serious	illness	or	frailty.
•	 Completing	a	POLST	form	is	always	voluntary.
•	 The	POLST	must	be	completed	by	a	health	care	provider	based	on	the	

patient’s preferences and medical condition.
•	 POLST	must	be	signed	by	a	physician/ARNP/PA-C	and	patient,	or	their	 

surrogate, to be valid. Verbal orders are acceptable with follow-up signature 
by physician/ARNP/PA-C in accordance with facility/community policy.

using Polst
Any incomplete section of POLST implies full treatment for  
that section.

This POLST is valid in all care settings including hospitals until replaced by 
new physician’s orders.

The POLST is a set of medical orders.  The most recent POLST replaces all 
previous orders.

The POLST does not replace an advance directive. An advance directive 
is encouraged for all competent adults regardless of their health status. 
An advance directive allows a person to document in detail his/her future 
health care instructions and/or name a surrogate decision maker to speak 
on his/her behalf. When available, all documents should be reviewed  
to ensure consistency, and the forms updated appropriately to resolve  
any conflicts.

Name of Health Care Professional Preparing Form Preparer Title Date Prepared

Relationship Phone Number

Phone Number

Name of Guardian, Surrogate or other Contact Person

review of this POLst Form

No Change   
Form Voided              New form completed

Reviewer Location of ReviewReview Date Review Outcome

No Change   
Form Voided              New form completed

D  non-emergenCy mediCal treatment preferenCes

Trial period of medically assisted nutrition by tube. 
(Goal: _______________________________________ )
Long-term medically assisted nutrition by tube.

mediCally assisted nutrition:  
Always offer food and liquids by mouth if feasible.  

No medically assisted nutrition by tube.

additional orders: (e.g. dialysis, blood products, implanted cardiac devices, etc. Attach additional orders if necessary.) 

SECTION A:
•	 No	defibrillator	should	be	used	on	a	person	who	has	chosen	“Do	Not	At-

tempt Resuscitation.”

SECTION B:
•	 When	comfort	cannot	be	achieved	in	the	current	setting,	the	person,	includ-

ing	someone	with	“Comfort	Measures	Only,”	should	be	transferred	to	a	
setting able to provide comfort (e.g., treatment of a hip fracture).

•	 An	IV	medication	to	enhance	comfort	may	be	appropriate	for	a	person	who	
has	chosen	“Comfort	Measures	Only.”

•	 Treatment	of	dehydration	is	a	measure	which	may	prolong	life.	A	person	
who desires IV fluids should indicate  
“Limited	Additional	Interventions”	or	“Full	Treatment.”

SECTION D:
•	 Oral	fluids	and	nutrition	must	always	be	offered	if	medically	feasible.

reviewing Polst
This POLST should be reviewed periodically whenever:
(1)  The person is transferred from one care setting or care    

level to another, or
(2)  There is a substantial change in the person’s health status, or
(3)  The person’s treatment preferences change.
A competent adult, or the surrogate of a person who is not competent, can 
void the form and request alternative treatment.
To void this form, draw line through “Physician Orders” and write “VOID” in 
large letters. Any changes require a new POLST.

          Physician/ARNP/PA-C Signature                                             Date

antibiotiCs:
No antibiotics. Use other measures to relieve symptoms.  Use antibiotics if life can be prolonged.                       
Determine use or limitation of antibiotics when infection occurs, with comfort as goal.

Photocopies and faxes of signed POLST forms are legal and valid. May make copies for records.
For more information on POLST visit www.wsma.org/polst.

OVER  

✘
Patient or Legal Surrogate Signature Date

✘
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