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Early – patient has capacity 

Middle – patient has limited capacity 

Late – patient has lost decisional capacity 

Stages of  Advance Care Planning 



WSMA Advance Directive 



Living with Dementia Mental Health Care 

Directive
Known wishes with cognitive    

impairment/dementia 



POLST: Portable 
Order for Life 
Sustaining 
Treatment 



What is a POLST: Portable Order for Life Sustaining Treatment

▪ Advance Directive and POLST forms do not expire. 

▪ POLST does not identify a health care Agent/Representative

An “out of hospital” medical order 
clarifying care for EMS providers/first responders.

For those with advanced illness, limited prognosis or frail medical condition

Sometimes called a “DNR Order” by community members (out of hospital)

Works with but does not replace, an Advance Directive

Requires conversation with, and signature of, a provider and patient/surrogate



When should we consider a prioritizing ACP and POLST? 

• Life expectancy or risk of harm 

• “The surprise question” : Would you be surprised if 

this individual died in the next 1-2 years? 

• Would you be surprised if the person loses 

capacity in the next in the next 1-2 years?

• Or would this person be potentially harmed by, or 

their overall condition worsened by, aggressive, 

invasive measures?

• Known personal goals, values, preferences



Values-based Advance Directive (includes DPOAH)   

Dementia Directives  

POLST? (based on above)  

A Values-based Advance Directive (includes DPOAH)   

Dementia Directives  

POLST? (based on above) 

Dementia RoadMap 

EARLY ACP discussion



Establish Surrogate and Complete DPOAH ASAP

1111

Encourage choosing ONE spokesperson

Able to make decision that reflects values of the individual

Capable of making difficult decisions: cognitively and 
emotionally

Location is not as important as availability

Ask again when you know life situation has changed



What if  a person does not complete a DPOAH? 
WA State hierarchy? 



Focus on Power of Attorney/Trusted Decision Maker    

Review any changes to patient preferences 

POLST – based on above or previously stated wishes 

MIDDLE - very limited or loss of  capacity



That person can:

❖Observe/seek treatment for medical concerns 

❖Oversee doctor visits and hospital stays

❖Re-orient the person to past decisions & stated preferences 

❖Ensure that plan is followed

❖May sign a POLST to support changes in preferences for care 

Role of  Health Care Agent/Surrogate 



Invite them to join 
the visit in advance 

Can be "called in" 
via phone or video 

Encourage 
surrogate have 

access to portal to 
read visit notes 

Use already existing 
ACP documents or 
notes to facilitate 
the conversation 

How to include surrogate decision maker 



Continue to support surrogate – what may be 
ahead & options for care 

Establish or update POLST (remember can be 
signed by surrogate!)  

Palliative Care or Hospice support when indicated 

LATE - loss of  decisional capacity 





Swallowing Problems – dysphagia and aspiration 
pneumonia

Frequent Falls

Reoccurring infections such as pneumonia and Urinary 
tract infections 

Cognitive changes and/or hallucinations 

Preparing for possible complications or end-of-life 
issues with Parkinsons 





Patient 
Stories 

Bill 

Bruce 
Joan 



Closing Reflection

• What SURPRISED you 
about today? 

• What are you still 
CURIOUS about?

• What will you take 
FORWARD 



Thank you!

Hilary Walker, OTL
Stay Home Improvements, LLC

info@stayhomeimprovements.net 

Known Wishes        
 info@knownwishes.com
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