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ABSTRACT 
 
 

The assessment, documentation, and implementation of a Physician Orders for 
Life-Sustaining Treatment (POLST) form are important for end-of-life care. As primary 
care providers, nurse practitioners have an important role in advanced-care planning, 
including the completion of POLST forms (Hayes et al., 2017). The purpose of this 
project was to better understand the self-reported practices and opinions of nurse 
practitioners as they assist patients in completing the form. 

The project was a partial needs assessment to inform later quality improvement 
(QI) work and used a survey design to assess and gain better understanding of the 
practices and opinions of nurse practitioners with the POLST form. Questions 1, 4, 6, and 
8 were “select all that apply” and Questions 2, 5, 7, and 9 required a single response. A 
total of 126 surveys were sent out with a response rate of 39.6%. 

Overall, nurse practitioners in Billings, Montana, were familiar with the POLST 
form (n=45, 90%). Half (n=28, 50%) of the nurse practitioners surveyed used the POLST 
form in their clinical practice despite having barriers to its completion such as it being 
time consuming (n=18, 25.7%). Over half (n=45, 60.0%) of the nurse practitioners 
surveyed believed that the most appropriate time to complete the POLST form was after a 
provider (any provider) discusses goals of care and medical treatments with the patient 
and/or family. Although some nurse practitioner respondents had no concerns with 
completing the POLST form (n=12, 21.1%), 21 of the respondents (n=21, 36.8%) 
reported issues regarding the understandability of the form for patients and/or families. 

Survey results showed familiarity of the POLST form is not a barrier to its 
completion in Billings, Montana, but 25.7% of the respondents believed the time it takes 
to complete the form was a barrier to completing it with patients and/or families. Nurse 
practitioners could include extra time in appointments or use annual wellness visits to 
discuss goals of care with patients and/or families. Future effort could also focus on 
reducing the amount of time nurse practitioners spend filling out a POLST form 
accurately and completely with their patients and/or families. 
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CHAPTER ONE 
 
 

INTRODUCTION 

 
 An advanced directive is a document completed by a competent individual which 

becomes effective should they become physically or mentally incompetent to direct their 

own medical care (Davis, 2018). There are two different types of advanced directives: a 

living will and a durable medical power of attorney (POA). A living will communicates  

medical preferences if a person is unable to make decisions for themselves, but it does 

not cover all end of life (EOL) decisions (Davis, 2018; Klein, 2005). Living wills are 

often believed to be a document that protects patients from unwanted medical care or to 

communicate aggressive care that is wanted (Davis, 2018). A durable medical POA 

allows the patient to designate a decision maker for healthcare should the patient be 

unable to make his or her own medical decisions (Davis, 2018). A durable medical POA 

may be used in conjunction with a living will providing guidance to the person holding 

the POA (Davis, 2018). Unfortunately, advanced directives often become outdated (Mack 

& Dosa, 2019). To prevent this, a Physician Orders for Life-Sustaining Treatment 

(POLST) form can and should be completed by a patient and his or her provider to make 

known the patient’s wishes at EOL. It can be used in place of or in conjunction with a 

living will and durable medical POA. 

The POLST form can be used for patients receiving palliative care or others with 

serious illness or advanced age. The POLST form documents standardized and actionable 

medical orders on a noticeable piece of paper such as bright pink, orange, or green 



 
 

2 

(Bomba, Kemp, & Black, 2012; Hickman, Keevern, & Hammes, 2015; Mack & Dosa, 

2019). In Montana, the POLST form is bright green and emergency medical providers are 

trained to look for it upon entering a home. Orders on a POLST form are transferable 

across all settings of care including acute care hospitals, skilled nursing facilities, and 

long-term care facilities (Bergman-Evans, Kuhnel, McNitt, & Myers, 2008; Hickman et 

al., 2015; Mack & Dosa, 2019; Thomas & Sabatino, 2017; Tuohey & Hodges, 2011). A 

POLST form is often used when a patient has a life expectancy less than one year or is 

advancing in age and is interested in documenting EOL wishes as they apply to a medical 

emergency (Bomba et al., 2012; Tuohey & Hodges, 2011). 

A POLST form is best completed during a non-emergent situation such as an 

annual provider visit ("What's the difference? Advance directive vs. POLST," 2015). 

After discussing and documenting the patient’s specific medical directives, the form is 

signed by both the provider and the patient in order to translate the POLST form to 

medical orders ("What's the difference? Advance directive vs. POLST," 2015). The 

patient is instructed to place the POLST form on their refrigerator where emergency 

medical service providers are trained to look for it allowing them to fulfill a patient’s 

EOL wishes. Some patients opt to wear different types of jewelry to communicate their 

wishes. Emergency medical providers must follow any medical directives found on 

medical jewelry such as a bracelet or necklace (Living will protocol for EMS personnel, 

2008). 

A POLST form contains medical orders that not only specify patient’s preferences 

for resuscitation, but it also covers a broader range of EOL treatments and is specific 
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regarding a patient’s wishes during an emergency situation (Hickman et al., 2015). 

Resuscitation, medical interventions, and artificial nutrition wishes are covered on the 

POLST form. After discussing options with their provider, a patient in section A of the 

POLST form indicates whether they want resuscitation or to allow natural death should 

they have no pulse and not be breathing (Hickman et al., 2015). In section B, the orders 

for medical intervention are defined. The patient and provider discuss and choose among 

full treatment, selective treatment or comfort focused treatment (Hickman et al., 2015). In 

section C, a patient has made his or her preference for antibiotics known by choosing 

comfort focused, limited, or full antibiotic treatment in the event they have a pulse and 

are breathing (Hickman et al., 2015).  

Some states, including Montana, have chosen to incorporate a patient’s desire 

regarding antibiotics within section B (Hickman et al., 2015). In Montana, section C on 

the POLST form encompasses the patient’s choice regarding artificial nutrition. In some 

states, patient’s wishes regarding artificial nutrition is found in section D. Artificial 

nutrition includes providing no nutrition or nutrition for a specific time period. However, 

nutrition should be given via mouth if possible (Hickman et al., 2015). In Montana’s 

POLST form in section D the provider documents with whom the form was discussed 

(patient, durable medical POA, legal guardian, etc.) and who was present during the 

conversation. 

 

Purpose of the Project 

 
The purpose of this project was to achieve better understanding of the self-
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reported practices and opinions of nurse practitioners as they assist patients in completing 

a POLST form. Researchers have found a POLST form can be very powerful in guiding 

conversations about EOL care and can assist in ensuring a patient’s wishes become 

medical orders (Hayes, Zive, Ferrell, & Tolle, 2017). As primary care providers, nurse 

practitioners have an important role in advanced-care planning, including the completion 

of POLST forms (Hayes et al., 2017).  

In Billings, Montana, there is a large aging population with 18% of the population 

aged 65 or older (Census profile, n.d.). Much of this population may see a nurse 

practitioner as their primary care provider putting nurse practitioners in an ideal position 

to complete POLST forms with their patients, accurately representing their wishes and 

treatment preferences at EOL (Hickman, Hammes, Moss, & Tolle, 2005). As a result, 

nurse practitioners are the population of interest for this project. Specifically, the focus 

will be on nurse practitioners practicing in Billings, Montana.  

 
Rationale of the Study 

 
The rationale for this project was to achieve a better understanding of the 

potential barriers to the implementation of the POLST form, which in turn can lead to 

improved EOL care. Many of the articles found during a review of the literature 

discussed the POLST form in general, its usefulness, and how it differs from traditional 

advanced directives. Assessment, documentation, and implementation of a POLST form 

is an integral part of EOL care, but they are not discussed in the literature. To better 

understand potential barriers to the use of the POLST form, it is important to assess the 
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practices and opinions of healthcare providers who have the opportunity to implement a 

POLST form in collaboration with their patients. Specifically, I am interested in the 

practices and opinions of nurse practitioners.  

 
Theoretical Foundation 

 
The theoretical foundation underlying this project was Ruland and Moore’s 

Peaceful End of Life Theory. The theory consists of 16 outcome criteria that contribute to 

a peaceful EOL. The criteria include the patient not suffering from pain, nausea, or thirst 

(Ruland & Moore, 1998). It also includes providing the patient optimal comfort, peace 

and ensure they do not die alone (Ruland & Moore, 1998). The patient and their 

significant other(s) deserve confidence in knowing they are receiving the best possible 

care, which instills hope and meaningfulness (Ruland & Moore, 1998). They may also 

participate in decision making regarding the patient’s care. Both the patient and the 

significant other(s) should feel they are being treated with dignity and respect along with 

being provided assistance in clarifying practical and economic issues that arise at EOL 

(Ruland & Moore, 1998). Significant others should also be allowed to take part in caring 

for the patient as they wish, including the opportunity to say goodbye based on beliefs, 

cultural rites and wishes, and provided information about funeral procedures and 

possibilities (Ruland & Moore, 1998). Lastly, significant others should be offered the 

opportunity of follow-up visits after the patient passes (Ruland & Moore, 1998).  

The POLST form is essential to providing appropriate care in EOL situations. 

Without POLST forms, confusion at EOL can occur and patients may receive unwanted 
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care and/or interventions such as tube feeding and/or antibiotics. Nurse practitioners 

should be familiar with and regularly use the POLST form so that the little time that 

remains for the patient can be filled with sensitivity and compassion—two cornerstones 

of the Peaceful End of Life Theory (Ruland & Moore, 1998).  

 A peaceful EOL, as seen in Figure 1 (Themes, 2017), includes not being in pain, 

experiencing comfort, dignity and respect, being at peace, and feeling close to significant 

others. These often coincide with a patient placing a do not resuscitate (DNR) designation 

on their POLST form. Should a patient choose a full code on the POLST form, the nurse 

or other caregiver will know whether the patient wishes to have chest compressions, 

defibrillation, medications, and ventilation. Exploring nurse practitioners’ experiences 

with POLST forms can assist them in better utilization of the form and providing the best 

possible care for their patients (Jaffer, 2012).  
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Figure 1. Peaceful End of Life Model 

 
Model retrieved from: Themes, U. (2017). Chapter 36: Peaceful end of life theory. Retrieved from https://nursekey.com  
/36- peaceful-end of life-theory/ 

 
 

Limitations 

 
One of the limitations of the proposed project is that it only surveyed nurse 

practitioners in a single city (Billings, Montana) with a small population size. As a result, 

this project pertains only to the Billings geographical area. This limitation could be 

overcome by distributing the survey to other nurse practitioners, physicians, and 

physician assistants in other geographical areas.  

 
Definitions 

 
The POLST form is defined by Hickman et al. (2015) as a tool for palliative care 

which is a standardized, actionable medical order and is designed so that a patient’s 
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treatment preferences are chosen, communicated, and followed throughout the healthcare 

system. Resuscitation, as defined by Shiel (2018), is a procedure used to restore life. A 

full code, or a full resuscitation, is defined as intubation with a tube in the trachea with 

breathing assisted by either a machine or bag-valve-mask; the use of chest compressions 

to contract the heart and pump blood throughout the body; the use of electricity to restart 

or correct a heart rhythm where appropriate; and the use of cardiac medications to restart 

the heart or alter the heart rhythm when appropriate (Jordan et al., 2016). A DNR 

indicates a patient’s desire not to be resuscitated should a code situation occur and to 

allow natural death (Jordan et al., 2016). For the purpose of this project “provider” and 

“nurse practitioner” are used interchangeably. 
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CHAPTER TWO 
 
 

REVIEW OF LITERATURE 

 
Historical Background 

 
 The first type of advanced directive was created in 1968 to help document patient 

wishes (Mack & Dosa, 2019). Advanced directives can be vague, often become outdated 

and may not transfer easily between care settings (Mack & Dosa, 2019). Prior to the 

POLST form, living wills were traditionally used by patients and healthcare providers to 

make EOL wishes known (Bomba et al., 2012). 

To help keep advanced directives current, specific, and transferable across 

healthcare settings, the POLST form was first introduced in Oregon in the early 1990s 

(Hickman et al., 2015; Mack & Dosa, 2019; Tuohey & Hodges, 2011). The POLST form 

was introduced shortly after the Patient Self-Determination Act (PSDA) of 1990 became 

effective, which required hospitals and nursing homes to inform patients about their 

rights regarding EOL care and the right to accept or refuse medical treatment (Bomba et 

al., 2012). The POLST form was initially designed for patients with advanced illnesses 

and would translate their preferences into medical orders that were easily transferable 

across healthcare settings (Mack & Dosa, 2019). Since its beginning, the POLST form 

has required physicians, and eventually other healthcare providers including nurse 

practitioners, to become more involved with their patient’s planning associated with EOL 

(Mack & Dosa, 2019). The POLST form created as a result of this EOL planning was 

then honored in healthcare settings like hospitals, emergency rooms, and long-term care 
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facilities (Mack & Dosa, 2019; Thomas & Sabatino, 2017). 

 As of March 2015, 45 states had some version of the POLST program in use and 

were either mature, endorsed, or developing (Mack & Dosa, 2019). Two states had 

mature programs (Oregon and West Virginia), 14 states, including Montana, had 

endorsed programs, and 29 other states had a program in development (Mack & Dosa, 

2019). By March 2019, 46 states had adopted some version of a POLST form, indicating 

how important and prevalent the use of POLST forms have become (Mack & Dosa, 

2019). 

 
Literature 

 
 Although a POLST form is a very promising tool that communicates EOL wishes 

across all aspects of healthcare, there is evidence to suggest there is a level of resistance 

to its use by healthcare providers in general (Bergman-Evans et al., 2008; Bomba et al., 

2012; Hickman et al., 2015; Mack & Dosa, 2019). Researchers have documented that the 

resistance may be due to financial barriers (lack of reimbursement), lack of awareness of 

the POLST form, or the time required to complete it (Hickman et al., 2015; Mack & 

Dosa, 2019). Concerns over the lack of reimbursement have diminished with the 

implementation of the Affordable Care Act’s expansion of Medicare, which made 

advanced-care planning conversations a billable Medicare benefit in 2016 (Hayes et al., 

2017; Zive, Jimenez, Fromme, & Tolle, 2019). Nurse practitioners are in a good position 

to take on a larger role in advanced-care planning and the completion of POLST forms 

even with these barriers (Hayes et al., 2017). 
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 A study by Bergman-Evans et al. (2008) found that 58% of participants noted 

advanced directives were followed most or all of the time when making decisions about 

patient care, whereas 9.4% of the time they were either rarely followed or not followed. 

Of the 9.4% of the time advanced directives were not followed, 40% of the time it was 

because the advanced directives were not on the patient’s chart. Twenty-five percent of 

participants also found that the advanced directives were not relative to the patient’s 

current condition. Still, the POLST form is a promising tool that conveys a patient’s EOL 

wishes and is carried across all healthcare settings (Bergman-Evans et al., 2008; Meyers, 

Moore, McGrory, Sparr, & Ahern, 2004). 

Meyers et al. (2004) found that all residents and their surrogates at nursing homes 

felt that the POLST form reflected EOL wishes and that the it “universally congruent 

with existing advanced directives” (p. 42). Chart review revealed that 90% of the charts 

reflected the wishes of the residents were honored through both CPR status and the 

resident’s desired level of medical intervention. Meyers et al. (2004) also found that 

many POLST form users and their surrogates believed the form clarified EOL wishes and 

that these wishes would be honored. 

 Through a systematic review of the literature, Hickman et al. (2015) found that 

most healthcare providers positively viewed the POLST form and found it useful in 

guiding EOL discussions and decisions about treatment. Barriers to the use of the form 

included challenges with understanding the form and explaining it to patients along with 

getting the form to transfer across healthcare settings. Hickman et al. (2015) also found 

the patient’s decisions to withhold interventions when documented on a POLST form are 
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usually honored and that treatments given at EOL are very consistent with the orders on 

the patient’s POLST form. Mack and Dosa (2019) found that accessibility, awareness, 

and knowledge of the POLST form also played a role regarding resistance to its use.  

 Nurse practitioners know their patients very well and, therefore, can easily initiate 

goals-of-care conversations (Hayes et al., 2017). Many nurse practitioners also have 

training in palliative care and/or geriatrics making them the perfect providers to complete 

POLST forms (Hayes et al., 2017). The completion of POLST forms needs to be standard 

and consistent from one nurse practitioner to another to ensure that patients’ wishes and 

preferences are being honored across care settings (Moss, Zive, Falkenstine, & Dunithan, 

2017). More than 20 years ago, 25% of nursing home residents were not getting care that 

was in accordance with their EOL wishes that they had previously made known to others 

(Hartle, Thimons, & Angelelli, 2014). Values and desires of the nursing home residents 

and their families and significant others might be overlooked and their quality of life may 

suffer because of it (Carlson, 2007).  

In New York, the law is more specific about EOL care than many states and 

stipulates when a “nursing home cannot honor certain EOL treatment and wishes, it must 

assist in transferring the patient to a nursing home that will honor those wishes…or honor 

the wishes even if they are contrary to the institution’s conscience” (Hosay, 2002, p. 59).  

By completing POLST forms in a standard way, nurse practitioners can ensure that 

everyone, including nursing home residents, receive not only the care they deserve, but 

the care they want at EOL. However, there is a gap in the literature about nurse 

practitioners’ experiences with and knowledge on the POLST form, making this project 
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essential.  

 
Summary 

 
The POLST form requires healthcare providers to take a more active role in EOL 

planning. Completing a POLST form helps ensures the patient’s wishes will be followed 

in all healthcare settings (Mack & Dosa, 2019; Thomas & Sabatino, 2017). Settings like 

nursing homes may provide EOL care and the POLST form helps to ensure, along with 

laws like New York’s, that patients receive the care they want and deserve. The POLST 

form is widely used and is the accepted standard of care at EOL in the United States. 

Some states, like New York, have made laws to ensure the forms are followed at EOL 

(Hopping-Winn et al., 2018; Hosay, 2002; Mack & Dosa, 2019). There is, however, no 

specific literature discussing nurse practitioners’ experiences with POLST forms. As 

discussed above, there is a gap in the literature and extraordinarily little information 

about a providers’ experiences with the POLST form, particularly that of nurse 

practitioners.   



 
 

14 

CHAPTER THREE 
 
 

METHODS 

 
 Advanced directives often become outdated when a POLST form is not also used 

(Mack & Dosa, 2019). The POLST form not only communicates a patient’s preferences, 

it is transferable across all healthcare settings and requires providers to become more 

involved with their patient’s EOL decisions (Mack & Dosa, 2019). The purpose of this 

project was to better understand the self-reported practices and opinions of nurse 

practitioners as they assist patients in completing a POLST form. The overall goal of this 

project was to improve EOL care by honoring a patient’s wishes and avoiding crisis 

situations during EOL (Bergman-Evans et al., 2008). Not only does the POLST form 

allow a patient’s wishes to be known and become part of the medical orders, it can also 

reduce patient and family suffering (Thomas & Sabatino, 2017). 

 
Project Design 

 
 The project was a partial needs assessment to inform later quality improvement 

(QI) work. According to the United States Department of Health and Human Services, as 

cited by Hain (2017), QI work can improve health services. The outcomes also help 

improve the health of a specific patient population (Hain, 2017). 

A survey design was used to assess and gain better understanding of the practices 

and opinions of nurse practitioners with the POLST form. Questions 1, 4, 6, and 8 asked 

participants to “select all that apply” and Questions 2, 5, 7, and 9 required a single 
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response. The survey was mailed to, and completed by, nurse practitioners of varying 

experience levels and departments in Billings, Montana. The survey was mailed to a list 

of licensed nurse practitioners which was purchased from the Montana State Board of 

Nursing. Surveys were only mailed to street addresses in Billings and P.O. boxes were 

excluded. 

 
Setting 
 
 Nurse practitioners from Billings, Montana, were the focus of this project. 

Billings has a population of 109,642 as of 2017 (Onboard Informatics, n.d.). The area is 

99% urban and 1% rural (Onboard Informatics, n.d.). Eighteen percent of the population 

is aged 65 or older, indicating that a large portion is aging and approaching their 

retirement and elder years (Census profile, n.d.). There are six nursing homes in the 

Billings area indicating the need for elder care and EOL care (Medicare Nursing, n.d.). 

 
Sample Size 
 

The sample included nurse practitioners with either a Master of Science in 

Nursing (MSN) or Doctor of Nursing Practice (DNP). Participation in the survey was 

voluntary. A convenience sample of 158 nurse practitioners was identified from a State 

Board of Nursing mailing list. A total of 126 surveys were mailed because only 126 of 

the 158 had a mailing address in Billings. A return rate of 50–60% was anticipated to 

reduce nonresponse bias (Draugalis & Plaza, 2009). A return rate of 39.6% was 

actualized.  
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Procedure for Collecting Data 

 
Human Subjects 
 
 The Institutional Review Board (IRB) at Montana State University provided 

exempt approval for the project (Appendix A). Due to the project being conducted via 

survey, there is some risk to the participant (Montana State University, 2019). Risks 

included participants reconsidering how they are utilizing the POLST form. 

 
Participant Recruitment 
 
 The participant was recruited by mail. A survey was sent via the United States 

Postal Service (USPS) to nurse practitioners of unknown specialties in the Billings area. 

A pre-stamped and addressed return envelope was included to encourage responses. The 

survey was voluntary and anonymous beyond a few demographics provided by the 

participant. To track responses, a code number was assigned to each survey. 

 
Procedures for Implementation 
 
 The participants were given seven days to complete and return the survey. 

Surveys not postmarked by the end of the seven-day period were not included in the 

result analysis. After completing data analysis, practice recommendations were made 

regarding the POLST form. The project evaluated nurse practitioners’ experiences with 

the POLST form so their experiences can be better understood. 
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Instruments 

 
 Caprio, Rollins, and Roberts (2012) developed a survey with face-to-face 

interviews during the early stages of Medical Order for Scope of Treatment (MOST) 

implementation in North Carolina and conducted a study using the MOST form. The 

MOST form is similar to the POLST form and may be modified to fit the state and the 

program used (Caprio et al., 2012a). Both MOST and POLST forms are provider orders 

regarding care at EOL. Please see Appendix B for the specific survey and questions used 

to collect data from the participants (Caprio et al., 2012).   

The participant’s demographic information was added to questions 1 through 9. 

Demographic data did not allow the surveyor to identify the participants. The 

demographic data included nurse practitioner educational preparation and national 

advanced practice registered nurse (APRN) specialty certification. Years of experience 

and racial and ethnic identity were included. The demographic data were intended to help 

understand how POLST forms are used and to better understand nurse practitioners’ 

experiences with the POLST form.  

 
Analysis of Findings 

 
 The findings of the survey were analyzed for the frequency of answers to the 

questions to determine trends. The answers to each question were manually entered into 

Microsoft Excel version 1908 and exported to IBM SPSS Statistics (SPSS), and the 

descriptive statistics were used to examine nurse practitioner use of the POLST form.  
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CHAPTER FOUR 

 
 

RESULTS 

 
 The purpose of this project was to better understand the self-reported practices 

and opinions of nurse practitioners as they assist patients in filling out a POLST form. As 

primary care providers, nurse practitioners have an important role in advanced-care 

planning, including the completion of POLST forms (Hayes et al., 2017). The survey tool 

solicited opinions of nurse practitioners on the use of the POLST form, including if the 

nurse practitioners were familiar with the POLST form and whether they used it daily in 

clinical practice. They were also asked when they would consider using the POLST form, 

their beliefs surrounding appropriate use, timing, and best approach for use with patients 

and/or families. The survey also asked about barriers that would prevent them from using 

the POLST form and their greatest concern about using it. 

 
Characteristics of Participants 

 
Of the 126 surveys sent to nurse practitioners across Billings, Montana, 50 

(N=50) were returned by the deadline (response rate of 39.6%). Data were collected from 

these 50 surveys.  
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Demographics 

 
Demographic data were collected on all participants. The majority of participants 

were female (n=45, 90%). The average age was between 30 and 39 years (n=22, 

SD=11.906) with the median age being 43 years. Of the 50 respondents, 76.0% (n=38, 

SD=0.523) were prepared at the Master of Science in Nursing (MSN) level and 18% 

(n=9, SD=0.523) prepared at the Doctor of Nursing Practice (DNP) level. Of the 

respondents, 42% (n=21) practiced in a family practice setting and 10% (n=5) practiced 

in the psychiatric setting. Thirty-eight percent (n=19) of the 50 respondents practiced in 

clinics and 38.0% (n=19) had one to five years of experience. Certification was similar 

with 50.0% (n=25) of the 50 respondents having certification through the American 

Association of Nurse Practitioners (AANP) and 42.0% (n=21) having certification 

through the American Nurse Credentialing Center (ANCC). Six percent (n=3) had 

certification through both the AANP and ANCC.  

The 50 returned surveys had 57 responses for ethnicity due to some respondents 

having identified as more than one ethnicity. All respondents identified as 

White/Caucasian (N=50). Of the 50 respondents, 90% (n=45) identified as only 

White/Caucasian with four percent (n=2) having identified as Hispanic/Latino and 

White/Caucasian. Two percent (n=1) identified with four of the different ethnicities/races 

provided. The demographic data are presented in Table 1. 
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Table 1. Demographic Distribution 
Questions Frequency 

(n) 
Percentage 

(%) 
Standard 

Deviation (SD)  
Gender 
     Female 
     Male 

 
45 
5 

 
90.0 
10 

 
.303 

 
Certification 
     ANCC 
     AANP 
     Both 
     No Answer 

 
21 
25 
3 
1 

 
42.0 
50.0 
6.0 
2.0 

 
 

.639 

Years of Experience    
     <1 Year 
     1 to 5 Years 
     6 to 10 Years 
     10+ Years 
     No Answer 

 
4 
19 
10 
15 
2 

 
8.0 

38.0 
20.0 
30.0 
4.0 

 
 

1.120 

Degree 
     MSN 
     DNP 
     Other  
     No Answer 

 
38 
9 
2 
1 

 
76.0 
18.0 
4.0 
2.0 

 
 

.523 

Practice Setting      
     Clinic 
     Hospital 
     Inpatient and Clinic 
     Other 
     Not Practicing 
     No Answer 

 
19 
5 
3 
13 
3 
7 

 
38.0 
10.0 
6.0 

26.0 
6.0 

14.0 

 
 
 

1.619 

Specialty 
     Other 
     Family 
     Psych 
     IM and D 
     Cardiology 
     CVT Surgery 
     Emergency 
     Geriatrics 
     Midwifery 

 
10 
21 
5 
2 
3 
2 
2 
4 
1 

 
20.0 
42.0 
10.0 
4.0 
6.0 
4.0 
4.0 
8.0 
2.0 

 
 
 
 
 

2.304 

Age Category 
     30-39 years 
     40-49 years 
     50-59 years 
     60-69 years 

 
22 
12 
6 
10 

 
44.0 
24.0 
12.0 
20.0 

 
 

1.175 

Ethnicity 
     Hispanic/Latino and White/Caucasian 
     American Indian/Alaska Native  
          and White/Caucasian 
     Asian and White or Caucasian 
     Hispanic/Latino and American Indian  
           and Black/African American and  
           White/Caucasian 
     White/Caucasian Only 

 
2 
1 
 

1 
1 
 
 

45 

 
4.0 
2.0 

 
2.0 
2.0 

 
 

90.0 

 
 
 

1.364 
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Findings from Data 

 
 Ninety percent (n=45) of respondents were familiar with the POLST form and 

10% (n=5) were not familiar with it (Table 2). Based upon the fill-in-the-blank answers 

provided by those not familiar with the form, they either needed more education about it 

or they did not routinely use it. Twenty-six-point-eight percent (n=15) of respondents do 

not use the POLST form in their clinical practice. However, 50% (n=28) have completed 

the form with patients and/or families and 23.2% (n=13) have cared for a patient with a 

POLST form which was completed by another provider (Table 3).  

The respondents to the survey would equally consider using the POLST form 

when asked by a patient or family (n=35, 16.4%) or with a change in the health status of a 

patient (n=35, 16.4%) (Table 4). The respondents would also consider using the POLST 

form upon a patient’s admission to a nursing home (n=30, 14.1%) or enrollment in 

hospice (n=28, 13.1%) (Table 4). Respondents believed the most important time to 

complete a POLST form was “during routine care plan meetings” (n=22, 26.5%), with a 

“change in health status” of the patient (n=17, 20.5%) being the next most important time 

to complete a POLST form (Table 5).  

 
Table 2. Question 2: Are you familiar with the POLST form? 

Answer Frequency (n) Percent (%) 
Yes 45 90 
No 5 10 
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Table 3. Question 3: Have you used the POLST form in clinical practice? 
Answer Frequency (n) Percent (%) 

No, I have never used the POLST form in my 
clinical practice 

15 26.8 

Yes, I have completed a POLST form with a 
patient/family 

28 50.0 

Yes, I cared for a patient who had a completed 
POLST form, but I did not personally complete the 
form 

13 23.2 

 
 
Table 4. Question 4: When would you consider using the POLST form? 

Answer Frequency (n) Percent (%) 
At the time of nursing home admission 30 14.1 
During routine care planning meetings 27 12.7 
After change in health status 35 16.4 
After a hospitalization 26 12.2 
With hospice enrollment 28 13.1 
When asked by patient or family 35 16.4 
When asked by other staff 21 9.9 
Other 11 5.2 

 
 
Table 5. Question 5: When do you believe is the most important time to complete the 
POLST form? 

Answer Frequency (n) Percent (%) 
At the time of nursing home 
admission 

7 8.4 

During routine care planning 
meetings 

22 26.5 

After change in health status 17 20.5 
After a hospitalization 5 6.0 
With hospice enrollment 10 12.0 
When asked by patient or family 9 10.8 
When asked by other staff 4 4.8 
Other 9 10.8 

 

 A majority of  the 50 respondents believed that it was appropriate to complete the 

POLST form after any provider discusses goals of care and medical treatments with 

patients and/or their family (n=45, 60%) (Table 6). Twelve (n=12, 16%) of the 50 

respondents believed it was appropriate to complete the POLST form after a physician 

only (not any other provider) discusses goals of care and medical treatment with patients 
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and/or their family (Table 6). When asked about the best way to use the POLST form 

during discussions with patients and/or families, over half (n=35, 70%) of the 

respondents believed the form should be used by providers during care-plan meetings to 

discuss goals of treatment (Table 7). None (n=0, 0%) of the 50 respondents chose to give 

the form to someone else to review with the patient or family (Table 7). 

 
Table 6. Question 6: When do you believe it is appropriate to complete a POLST form? 

Answer Frequency (n) Percent (%) 
Only after a physician has a specific discussion about goals of 
care and medical treatments with the patient/family 

12 16.0 

After a provider has a discussion about goals of care and 
medical treatments with the patient/family 

45 60.0 

After a social worker has a discussion about goals of care and 
medical treatments with the patient/family 

11 14.7 

Based on a patient’s living will or other prior written directives, 
but in the absence of a discussion with the patient/family 

3 4.0 

Based on medical judgement about prognosis and appropriate 
treatment, but in the absence of a discussion with the 
patient/family 

3 4.0 

Other 1 1.3 
 
 
Table 7. Question 7: What is the best way to use the POLST form during discussion with 
patients or their families? 

Answer Frequency (n) Percent (%) 
I would ask the patient or family to review the form 
before our discussion 

7 14.0 

I would use the form during our meeting to discuss 
goals and treatments 

35 70.0 

I would use the form after our discussion to document 
treatment decisions 

6 12.0 

I would give the form to someone else to review with 
the family 

0 0 

Other 1 2.0 
No Answer 1 2.0 

 

 Among the 50 respondents, 28.6 % believed that the most concerning barrier to 

completing the POLST form was the difficulty to match the goals of the patient with a 

particular scope of treatment (n=20) (Table 8). The next most concerning barrier to 
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completing the POLST form was that it was too time consuming to complete it with the 

patient and/or their family (n=18, 25.7%) (Table 8). Respondents were also equally 

concerned about paperwork redundancy and the liability associated with completing the 

POLST form (n=6, 8.6%) (Table 8). 

 
Table 8. Question 8: What are some of the barriers that might prevent you from using the 
POLST form? 

Answer Frequency (n) Percent (%) 
Time-consuming 18 25.7 
Redundant (duplicate paperwork) 6 8.6 
Too vague 5 7.1 
Difficult to match patient goals with a 
particular scope of treatment 

20 28.6 

Concerned about liability or responsibility 6 8.6 
Other 13 18.6 
No Answer 2 2.9 

 

The greatest concern of nurse practitioners implementing the POLST form in 

clinical practice was that the patients and/or families will not understand it (n=21, 36.8%) 

(Table 9). Twelve respondents (n=12, 21.1%) did not have any concern when it comes to 

using the POLST form in clinical practice (Table 9). Only one respondent (n=1, 1.8%) 

felt that a POLST form undermined patient autonomy (Table 9). 

 
Table 9. Question 9: What is your greatest concern about the use of the POLST form in 
clinical practice? 

Answer Frequency (n) Percent (%) 
Takes too long to complete 5 8.8 
Undermines patient autonomy 1 1.8 
Forms will get lost 3 5.3 
Forms will not be filled out properly 6 10.5 
Patients/families will not understand the forms 21 36.8 
Physicians will not follow the instructions on the forms 4 7.0 
No concern 12 21.1 
Other 3 5.3 
No Answer 2 3.5 
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Summary of Findings 

 
 Overall, nurse practitioners in Billings, Montana, were familiar with the POLST 

form (n=45, 90%). Half (n=28, 50%) of the nurse practitioners surveyed used the POLST 

form in their clinical practice despite identifying barriers to its completion such as the 

time required to complete it (n=18, 25.7%) or the “difficulty matching patient goals to a 

particular scope of practice” (n=20, 28.6%). Those surveyed believed that upon a 

patient’s admission to a nursing home (n=30, 14.1%) was when they would consider 

completing the POLST form, but the POLST form’s use at “nursing home admission” 

(n=7, 8.4%) was at the bottom of the list when asked about the most important time to 

complete the POLST form. Therefore, nurse practitioners do not believe that nursing 

home admission is an important time to complete the POLST form, but it is the most 

appropriate time.  

The nurse practitioners surveyed believed “routine care plan meetings” (n=22, 

26.5%) were the most important time to complete the POLST form with the patient 

and/or family followed by a “change in health status” (n=17, 20.5%). Both were believed 

to be a more important time to complete the form than “nursing home admission” (n=7, 

8.4%). 

Over half of the nurse practitioners surveyed believed that the most appropriate 

time to complete the POLST form was after a provider (any provider) discusses goals of 

care and medical treatments (n=45, 60.0%) with the patient and/or family and not just 

after a physician (and only a physician) discusses the POLST form with the patient and/or 

family (n=12, 16%). Nurse practitioners believe they are just as competent and 



 
 

26 

knowledgeable as a physician when it comes to educating patients and/or their families 

about a POLST form. 
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CHAPTER FIVE 
 
 

DISCUSSION AND CONCLUSION 

 
Results Compared to Existing Literature 

 
Much of the survey focused on what nurse practitioners viewed as barriers to and 

concerns about completing the POLST form and when it was best to consider using the 

POLST form. However, the literature does not specifically address nurse practitioners’ 

resistance to completing POLST forms or their opinions about completing POLST forms 

with patients and/or families. This project was intended to help fill this gap in the 

literature.  

A lack of awareness of the POLST form has been documented as a reason for 

resistance to its use by providers (Hickman et al., 2015; Mack & Dosa, 2019). This 

project found that 90% of respondents were familiar with the POLST form, indicating 

that awareness of the form is not a barrier to its completion for the sample population. 

Based on the fill-in-the-blank answers to some questions, nurse practitioners not familiar 

with the POLST form either needed more education about it or did not routinely use it in 

clinical practice. Providing education to those who do not routinely use the POLST form 

would help them to become more familiar with the form and its completion. 

Hickman et al. (2015) found the time it took to complete the POLST form was 

also a barrier to its completion. The survey results for this project showed 25.7% of the 

respondents believed the time it takes to complete the POLST form to be a barrier to 

completing it with patients and/or families. Future research would clarify how much time 
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providers believe they would need to fill out the form accurately and completely. 

 
Limitations 

 
 There were several limitations noted in this project. First, the sample size was 

small. Of the 126 surveys sent out to nurse practitioners in Billings, Montana, only 50  

were returned. Second, only nurse practitioners in Billings, Montana, with a street 

address were included in the survey. As such, the results of this project were limited 

geographically. To overcome this limitation a larger area including more cities and towns 

could be surveyed. 

 Another limitation was the dependency upon the addresses provided by the State 

Board of Nursing being current and complete. Four surveys were returned due to 

incomplete addresses or addressees not being at the address where the survey was mailed. 

This limitation could be overcome by speaking with individual nurse practitioners to 

verify addresses. Also, by updating their addresses, a monetary fine from the State Board 

of Nursing could be avoided (Board of Nursing, n.d.). 

 
Future Areas of DNP Leadership 

 
 This project identified many areas that could benefit from further DNP leadership. 

Future projects should focus on improving the acceptance and usability of the POLST 

form and addressing the barriers nurse practitioners identified with the use of the POLST 

form. Nurse practitioners believed that matching patient goals with a particular scope of 

treatment was the greatest barrier to completion of the POLST form. This barrier could 
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be associated with patients and/or families not understanding the POLST form or the 

treatments presented on it compared to what they want at EOL. Educating providers 

regarding the use of the POLST form would allow them to better educate their patients 

and families. 

Future effort could also focus on reducing the amount of time needed by nurse 

practitioners to accurately complete the POLST form. The DNP-prepared nurse 

practitioner is educated on how to assess and redesign workflow and processes to 

improve and inform best practices for routine annual wellness visits, follow-up 

appointments, or specific appointments about goals of care. Already completed POLST 

forms could also be reviewed at annual wellness visits or goals-of-care visits to prevent 

redundancy. 

 
Implications for Practice 

 
 Nurse practitioners use the POLST form throughout their clinical practice, but 

sometimes these are difficult conversations to have with patients and/or families. 

Education on how to approach EOL conversations would be helpful. Nurse practitioners 

could also incorporate extra time into appointments to help account for the barrier that the 

POLST form is too time consuming to complete. By adding extra time to appointments, 

nurse practitioners may see fewer patients during the day, but they would have the time to 

complete more accurate POLST forms. Also, with more time being taken to complete the 

form, overcoming the barrier of not being able to match the form to a patient’s specific 

goals of care may be achieved.  
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Recommendations for Practice 

 
Please see Appendix D for the flyer to be sent out with information on 

Recommendations for Practice: Use of the POLST Form. 

 
Conclusion 

 
There is a dearth of evidence in the literature that examines a nurse practitioner’s 

opinions of the use of the POLST form in clinical practice. The goal of this project was to 

explore and better understand the experiences and opinions of nurse practitioners’ use of 

the POLST form, along with identifying barriers to its use. Once barriers are identified 

they can be overcome. Also, it is important to know if the majority of nurse practitioners 

are using the POLST form in clinical practice in the same manner i.e. during routine-

care-plan meetings or after a change in the patient’s health status. This DNP project has 

helped identify the barriers and developed an awareness of how nurse practitioners use 

the POLST form. 
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Demographics: 
 

Age: _______   Gender        M            F      Certification:        ANCC         AANP 

Number of Years of Experience as a Nurse Practitioner:  

      <1 year          1-5 years           6-10 years           10+ years 

Degree        DNP MSN       Current Practice Setting: ________________ 

Practice Specialty: ________________________  

Questions: 

1) How do you describe your racial and ethnic identity? (Choose all that apply) 
a. Hispanic or Latino 
b. American Indian or Alaska Native 
c. Asian 
d. Native Hawaiian or Other Pacific Islander 
e. Black or African American 
f. White or Caucasian 
g. Other 

 
2) Are you familiar with Physician Orders for Life Sustaining Treatment 

(POLST)? 
a. Yes 
b. No 

 
3) Have you used the POLST form in clinical practice? (Choose all that apply) 

a. No, I have never used the POLST form in my clinical practice 
b. Yes, I have completed a POLST form with a patient/family 
c. Yes, I cared for a patient who had a completed POLST form, but I did 

not personally complete the form 
 

4) When would you consider using the POLST form? (Choose all that apply) 
a. At the time of nursing home admission 
b. During routine care planning meetings 
c. After change in health status 
d. After a hospitalization 
e. With hospice enrollment 
f. When asked by patient or family 
g. When asked by other staff 
h. Other __________________________________________ 

 
5) When do you believe is the most important time to complete the POLST form? 

(Choose one) 
a. At the time of nursing home admission 
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b. During routine care planning meetings 
c. After change in health status 
d. After a hospitalization 
e. With hospice enrollment 
f. When asked by patient or family 
g. When asked by other staff 
h. Other __________________________________________ 

 
6) When do you believe it is appropriate to complete a POLST form? (Choose all 

that apply) 
a. Only after a physician has a specific discussion about goals of care and 

medical treatments with the patient/family 
b. After a provider has a discussion about goals of care and medical 

treatments with the patient/family 
c. After a social worker has a discussion about goals of care and medical 

treatments with the patient/family 
d. Based on a patient’s living will or other prior written directives, but in 

the absence of a discussion with the patient/family 
e. Based on medical judgment about prognosis and appropriate treatment, 

but in the absence of a discussion with the patient/family 
f. Other _____________________________________________________ 

 
7) What is the best way to use the POLST form during discussion with patients or 

their families? (Choose one) 
a. I would ask the patient or family to review the form before our 

discussion 
b. I would use the form during our meeting to discuss goals and treatments 
c. I would use the form after our discussion to document treatment 

decisions 
d. I would give the form to someone else to review with the family 
e. Other _____________________________________________________ 

 
8) What are some of the barriers that might prevent you from using the POLST 

form? (Choose all that apply) 
a. Time-consuming 
b. Redundant (duplicate paperwork) 
c. Too vague 
d. Difficult to match patient goals with a particular scope of treatment 
e. Concerned about liability or responsibility 
f. Other _____________________________________________________ 

 
9)  What is your greatest concern about the use of the POLST form in clinical 

practice? (Select one) 
a. Takes too long to complete 
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b. Undermines patient autonomy 
c. Forms will get lost 
d. Forms will not be filled out properly 
e. Patients/families will not understand the forms 
f. Physicians will not follow the instructions on the forms 
g. No concern 
h. Other _____________________________________________________ 

 
*Survey was modified from Caprio, A.J., Rollins, V.P. & Roberts, E. (2012). Health care professionals’ 
perceptions and use of the medical orders for scope of treatment (MOST) form in North Carolina nursing 
homes. Journal of the American Medical Directors Association, 13(2), 162-168. Retrieved from 
https://polst.org/qatoolkits/#pqrst?pro=1 
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APPENDIX C 
 
 

MONTANA POLST FORM 
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