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Abstract

Background—POLST is widely used to document the treatment preferences of nursing facility 

residents as orders, but it is unknown how well previously completed POLST orders reflect current 

preferences (concordance) and what factors are associated with concordance.

Objectives—To describe POLST preference concordance and identify factors associated with 

concordance.

Design—Chart reviews to document current POLST orders and interviews to elicit current 

treatment preferences.

Setting—POLST-using nursing facilities (n = 29) in Indiana.
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Participants—Nursing facility residents (n = 123) and surrogates of residents without decisional 

capacity (n = 152).

Measurements—Concordance was determined by comparing existing POLST orders for 

resuscitation, medical interventions, and artificial nutrition with current treatment preferences. 

Comfort-focused POLSTs contained orders for do not resuscitate, comfort measures, and no 

artificial nutrition.

Results—Overall, 55.7% (123/221) of residents and 44.7% (152/340) of surrogates participated 

(total n = 275). POLST concordance was 44%, but concordance was higher for comfort-focused 

POLSTs (68%) than for non-comfort-focused POLSTs (27%) (p < .001). In the unadjusted 

analysis, increasing resident age (OR 1.04, 95% CI 1.01 – 1.07, p < .01), better cognitive 

functioning (OR 1.07, 95% CI 1.02 – 1.13, p < .01), surrogate as the decision-maker (OR 2.87, OR 

1.73 – 4.75, p < .001), and comfort-focused POLSTs (OR 6.01, 95% CI 3.29 – 11.00, p < .01) 

were associated with concordance. In the adjusted multivariable model, only having an existing 

comfort-focused POLST was associated with higher odds of POLST concordance (OR 5.28, 95% 

CI 2.59 – 10.73, p < .01).

Conclusions—Less than half of all POLST forms were concordant with current preferences, but 

POLST was over 5 times as likely to be concordant when orders reflected preferences for comfort-

focused care. Findings suggest a clear need to improve the quality of POLST use in nursing 

facilities and focus its use among residents with stable, comfort-focused preferences.

Keywords

Nursing home; advance care planning; palliative care

INTRODUCTION

POLST is an advance care planning (ACP) tool used to document treatment preferences 

elicited during ACP as standardized medical orders. It was initially developed in order to 

help prevent the transfer of nursing facility residents with stable preferences for comfort-

focused care1 and is widely used in this setting.2,3 The POLST form includes treatment 

orders for resuscitation, medical interventions, and artificially administered nutrition. 

POLST is a standing, active order from the date it is signed, unless or until the POLST is 

revoked or the decision-maker requests alternate treatment. Best practices include periodic 

review to confirm orders reflect current preferences, particularly when the resident’s 

condition changes.4

Over the past 15 years, a series of studies have confirmed that POLST orders are associated 

with treatment outcomes for patients in hospice,5 community programs,6,7 emergency 

settings,8,9 nursing facilities,10,11 and hospitals.12,13 A fundamental assumption underlying 

POLST is that the orders documented on POLST reflect current patient goals and 

preferences. Prior research suggests that POLST may not always be concordant with 

preferences, though the findings of these studies are difficult to generalize due to small sizes 

and methodological limitations.9,14–16
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We conducted a study of concordance between documented POLST orders and current 

treatment preferences to address these limitations. We have previously reported that the 

likelihood of concordance between preferences for cardiopulmonary resuscitation, medical 

interventions, and documentation was more than three times higher for residents with 

POLST in comparison to residents without POLST.17 The goal of the current study is to 

describe POLST preference concordance and understand factors associated with 

concordance between POLST orders and current preferences. We hypothesized that POLST 

preference concordance would be associated with characteristics of the decision-maker 

(either the resident or surrogate) and initial conversation.

METHODS

Setting

The study was conducted in Indiana nursing facilities between August 2016 and January 

2019. The Indiana version of POLST (POST for Physician Order for Scope of Treatment) 

became available in 2013 and was endorsed by National POLST in 2018. This study was 

reviewed and approved by the Indiana University Institutional Review Board.

Facility Identification

Nursing facilities were eligible for inclusion if they had more than 70 skilled beds and 

reporting using POLST for 50% or more of residents.18 Nursing facilities were stratified by 

the proportion of racial and ethnic minority populations as well as location (urban versus 

rural) using data from the Centers for Medicare and Medicaid Services (CMS). A stratified, 

random sample of facilities was identified, prioritizing facilities with higher proportions of 

racial and ethnic minority residents to help ensure a nationally representative sample. 

Facility administrators were contacted to request permission to collect data on site or 

forreferral to corporate offices for approval.

Participants

Residents and surrogates of residents without decisional capacity were eligible for inclusion 

if they met the following criteria: (1) resident was aged 65 or older; (2) resident had a 

minimum length of stay of 60 days or longer; (3) chart included a fully completed POLST 

(orders in sections A – D) with signature of potential participant and treating clinician; (4) 

willing and able to participate in the study; (5) fluent in English; and (6) a score of ≥ 21 on 

the Telephone Interview for Cognitive Status (TICS).19 Residents were also required to pass 

an informed consent verification assessment.20

Procedures

The research assistant (RA) reviewed facility medical records to identify potentially eligible 

residents and abstract resident characteristics from the chart. The POLST was reviewed to 

determine whether a resident or surrogate decision-maker signed the form. These potential 

participants were subsequently divided into two lists based on the identity of the decision-

maker (resident versus surrogate). The facility contact reviewed the list to screen out anyone 

who might be inappropriate to approach to recruit (e.g., psychosocial concerns, conflict with 

facility, currently too sick to participate) and confirm that residents who had signed their 
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own POLST continued to make their own healthcare decisions. Residents eligible for 

participation were then randomly selected from the list. Non-white residents were 

oversampled to achieve a proportion of non-whites comparable to national demographics. 

The TICS was administered to residents and surrogates. An informed consent verification 

process was conducted to ensure resident participants had the capacity to consent to 

research.20 The RA conducted resident interviews in a private, quiet location within the 

facility without the presence of staff, family members, or other residents.

Potential surrogate participants were sent an introductory letter describing the study, and 

informed consent form, as well as a sealed envelope containing a blank POLST form and 

educational brochures that they were instructed to open during the interview. Surrogates who 

did not opt out or decline were interviewed by phone. Interviews were audio recorded after 

obtaining permission from participants and fidelity monitoring was performed to ensure 

adherence to the Respecting Choices Advanced Steps (RCAS) facilitation model used to 

elicit values-based, informed preferences.21

Data Collection Tools

The primary outcome was POLST preference concordance, which was determined by 

comparing existing POLST orders with current treatment preferences.

Existing POLST Orders.—Orders for cardiopulmonary resuscitation (Section A), 

medical interventions (Section B), and artificial nutrition (Section D) were abstracted from 

the POLST. Antibiotics were excluded as this is an optional element nationally. Forms 

reflecting a goal of comfort (i.e., section A marked as do not resuscitate, B marked as 

comfort measures only, and D marked as no artificial nutrition) were categorized as comfort-

focused POLSTs. The date of the treating clinician's signature was used to calculate time in 

months since the form was signed.

Current Treatment Preferences.—The RCAS POLST facilitation interview model22 

was used to identify current treatment preferences. RAs were certified in RCAS facilitation 

and received additional training that included observed role-plays using standardized 

patients. This interview guides the decision maker through identifying values, educating 

them about POLST choices and assisting in making choices consistent with values and 

goals. The interview explores the participant’s understanding of the resident’s current 

medical conditions and complications, experiences with hospitalization, hopes, fears, and 

what makes life worth living. Standardized education was provided about the benefits and 

burdens of CPR, assistance with breathing, and hospitalization using scripting and brochures 

to support informed decision-making.22,23 Questions were encouraged and perceptions of 

burden, benefit, and acceptable outcomes were explored. Participants were asked to confirm 

the POLST order that best reflected current treatment preferences for each section.

POLST Preference Concordance.—POLST preference concordance was defined as 

having current treatment preferences for resuscitation, medical interventions, and artificial 

nutrition match existing POLST orders in sections A, B, and D. Discordance was classified 
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as reflecting preferences for a higher or lower level of treatment than documented on the 

existing POLST in one or more sections.

Facility Characteristics.—Rural/urban status and percent of minority residents were 

obtained from Minimum Data Set (MDS) 3.0 data obtained from CMS. Facility staff 

training in RCAS was assessed by reviewing records from prior statewide trainings to 

identify facilities with a trained facilitator on site. CMS Five-Star rating for staffing, skilled 

bed capacity, and profit status were obtained from publicly available sources.

Participant Characteristics.—Resident age, race, ethnicity, gender, length of stay, and 

diagnoses were abstracted from the most recent MDS assessment in the resident’s medical 

record. Surrogate age, race, gender, as well as surrogate and resident education level were 

obtained during the interview.

Functional Status.—Resident functional status was assessed using the Activities of Daily 

Living (ADL) scale derived from MDS data.24

Cognitive functioning.—Potential participants were administered the TICS during 

screening. Additionally, MDS data was used to calculate the Cognitive Functioning Scale 

(CFS) for all residents.25

Health Literacy.—Three previously validated self-report questions were used to assess 

health literacy. The items are rated on a 5-point Likert scale with a higher overall score 

indicating lower health literacy.26,27

Health Status.—Participants were asked if the resident’s health had changed over the past 

year. The response options were collapsed into three categories for the purposes of analysis: 

much better/somewhat better, about the same, and somewhat worse/much worse.28

POLST Knowledge.—The POLST Knowledge Survey is designed to assess knowledge 

about POLST as well as key medical information about CPR, medical interventions, and 

artificial nutrition. Scores range from 0 to 19, with higher scores reflecting greater 

knowledge.29

Analysis

Data analysis was performed with SAS software30 and RStudio Version 1.1.414.31 

Descriptive statistics are presented as absolute frequencies and proportions for categorical 

variables, and medians and interquartile ranges (IQR) for continuous variables. Statistical 

comparisons of categorical characteristics between residents and surrogates according to 

preference concordance status were based on the Pearson’s chi-square test or the Fisher’s 

exact test. The nonparametric Wilcoxon Rank Sum Test was used for the comparison of the 

continuous characteristics between those with concordance and those with discordance. To 

account for potential selection bias for the randomly selected facilities that refused to 

participate in the study, we used inverse probability weighting techniques.32 To do this, we 

fitted a logistic model for the probability of response, defined as the agreement of a 

randomly selected facility to participate in the study, with the covariates rural/urban status, 
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profit status, percent of minority, staff training in RCAS, CMS Five-Star rating for staffing, 

and skilled bed capacity. In this analysis, we imposed the missing at random assumption that 

there were no other variables associated with the probability of non-response. Then, we 

performed a weighted logistic regression to identify factors predictive of preference 

concordance, where the weights were estimated based on the fitted response probability 

model. To account for the potential association between residents in the same facility and 

also to incorporate the variability in the estimated weights, we used a nonparametric cluster 

bootstrap for standard error estimation.33

This analysis provided population-averaged estimates of the parameters of interest as well as 

standard error estimates that correctly reflect all the sources of variability. The variable 

selection approach was a hybrid approach where some variables (age, TICS score, time since 

POLST completion, resident/surrogate decision maker) were selected a priori and the 

remaining variables were selected using empirical evidence from the data. To select the latter 

set of variables we considered all the possible models and selected the optimal model 

according to the Akaike’s Information Criterion (AIC).34 This variable selection approach 

avoids the type I error inflation of the traditional approaches such as forward, backward or 

stepwise variable selection. The covariates ultimately included in the model for the 

probability of preference concordance in all three POLST sections (A, B, and D), were 

residents’ age, TICS score for the decision maker, time since POLST completion, identity of 

decision-maker (resident or surrogate), health literacy, and having a comfort-focused 

POLST.

RESULTS

Setting, POLST Decision-Maker, and Resident Characteristics

A total of 104 POLST-using nursing facilities were approached about participation. Among 

this initial pool, 19 facilities did not respond to our contact attempts and 31 did not meet 

facility eligibility requirements. Of the remaining 54 facilities eligible for inclusion, 29 

agreed to allow data collection on site (53.7%). These included 22 urban and 7 rural 

facilities with an average bed size of 118. Among eligible facilities, there were no 

differences between participating and non-participating facilities in rural/urban status, profit 

status, percent minority residents, RCAS trained staff, CMS Five-Star rating, and skilled bed 

capacity.

Overall, 55.7% of eligible resident decision-makers (123/221) and 44.7% of eligible 

surrogate decision-makers (152/340) agreed to participate for a final sample of 275 POLST 

decision-makers (See Supplementary Table 1). A majority of participants were female 

(69.8%) and white (86.2%). Surrogates included the adult children of residents (65.1%, n = 

99), other relatives (e.g., nieces or adult grandchildren; 19.7%, n = 30), spouses (7.9%, n = 

12) and siblings (7.2%, n = 11). In comparison to surrogates, residents were older (78.7 

years vs 62.5 years, p < .001), with lower levels of heath literacy (p < .001) and education (p 

< .001). Residents scores on the TICS were significantly lower than surrogate scores (p 

< .001), with scores suggesting possible cognitive impairment. Residents also scored lower 

than surrogates on an assessment of POLST knowledge (p < .001). (See Table 1).
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POLST Preference Concordance and Direction of Discordance

POLST preference concordance was highest for POLST orders about resuscitation (85.8%) 

in section A and lower for POLST orders about medical interventions (63.3%) in section B 

and artificial nutrition (66.9%) in section C. Concordance in all three sections was low 

(44.4%). Forty three percent of POLSTs were comfort-focused and overall concordance was 

higher for comfort-focused POLSTs (68.4%, 80/117) than for non-comfort focused POLSTs 

(26.6%, 42/158; p < .0001). When preferences for medical interventions in Section B were 

discordant, residents reported wanting a higher level of medical interventions than were 

documented on the POLST in comparison to surrogates (81% vs. 50%, p = .001) (See Table 

2). Just over half of participants with discordance in one or more POLST sections (56.6%, 

86/153) wanted the POLST updated. Reasons for not wanting to update the form included: it 

was easier to keep the form the same/did not feel strongly (46.2%); wanting to consult with 

family (26.2%); preferring the original orders (20%); not wanting to upset family (15.4%), 

wanting to talk with the doctor (7.7%), and other (18.5%).

Covariates and Predictors Associated with POLST Preference Concordance

Overall concordance between current preferences and existing orders was higher when the 

decision-maker was the surrogate versus the resident (68.9% vs 31.1%, p < .001). 

Concordance was also higher when the resident with POLST was older (p < .001), more 

cognitively impaired (p < .001), had a diagnosis of dementia (p < .001), and a comfort-

focused POLST (65.6% vs. 24.2%, p < .0001). Other characteristics of the resident, 

decision-maker (resident or surrogate), and conversation including time since the original 

POLST was prepared were not significant (see Table 3).

In the unadjusted logistic regression model, POLST preference concordance was best 

predicted by greater resident age (OR 1.04, 95% CI 1.01 – 1.07, p < .01), better performance 

on TICS (OR 1.07, 95% CI 1.02 – 1.13, p < .01), surrogate as the decision-maker (OR 2.87, 

95% CI 1.73 – 4.75, p < .01), and having an existing comfort-focused POLST (OR 6.01, 

95% CI 3.29 – 11.00, p < .01). In the adjusted multivariable model identified as the optimal 

model based on the AIC, having an existing comfort-focused POLST resulted in 5.28 times 

higher odds of having preference concordance than having a POLST that was not comfort-

focused (OR 5.28, 95% CI 2.59 – 10.73, p < .01). No other variables remained statistically 

significant (see Table 4 and Figure 1). There was a substantial effect attenuation in the 

cognition-related variables (i.e. TICS score, surrogate decision maker) in the multivariable 

analysis model. To examine the possibility of over-adjustment (as a consequence of a 

complex mediation structure involving the cognition-related variables), we fitted a series of 

models by including only one cognition-related variable at a time and excluding the rest. In 

these additional analyses, we found a trend for higher concordance among the surrogate 

variable (marginally statistically significant, p=.05). Furthermore, we explored the 

possibility of a differential effect of the predictors of the final model according to the 

identity of the decision maker (resident or surrogate). No other statistically significant 

interactions were detected.
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DISCUSSION

It is critical that existing POLST orders are concordant with current patient and surrogate 

preferences to help ensure goal-concordant care. In this nursing home study, residents with 

existing comfort-focused POLST orders were over 5 times more likely to have concordance 

with current preferences than when the existing POLST contained orders for a higher level 

of interventions. Other resident or surrogate characteristics and time in months since POLST 

completion were not associated with preference concordance. Although comfort-focused 

POLSTs were concordant with preferences 68% of the time, overall concordance rates were 

low (44.4%). POLST preference concordance was also significantly lower for residents who 

were making their own decisions (31%) in comparison to surrogates making decisions for 

residents without decisional capacity (69%). When there was discordance, most residents 

expressed preferences for a higher level of medical intervention than documented. However, 

when offered the chance to update the POLST form, about half of participants declined and 

said it was not that important. Findings suggest a critical need to increase the quality of 

POLST conversations and documentation in the nursing facility setting.

Comfort-focused POLST

A sizeable minority of POLST forms were comfort-focused and these were significantly 

more likely to be concordant with current preferences than POLST forms documenting 

preferences for higher levels of interventions. This finding is consistent with prior research 

suggesting greater stability when baseline preferences are to forgo or limit treatment35–37 

and may reflect greater certainty about the resident’s medical condition and the context of 

decision-making.38 Interestingly, the initial intent of POLST was to ensure nursing facility 

resident preferences for comfort were honored,1 as a decision to focus on comfort is a 

departure from default treatments. Knowing and honoring preferences for comfort continues 

to be a challenge when POLST is not used, as reflected by a recent study of residents with 

advanced dementia in which preferences for comfort were concordant with documentation 

in only 7% of cases.39 It is important to note that even comfort-focused preferences are 

subject to change.10,40 Regular review of preferences is clearly important, but this may be 

particularly true for residents who prefer more intensive interventions as these preferences 

are less stable. However, length of time since POLST completion was not significantly 

associated with concordance, suggesting the use of POLST expiration dates is unwarranted 

and could result in goal-discordant care for patients with stable preferences.41

Residents, Surrogates, and Preference Concordance

Preference concordance rates for residents who make their own decisions ranged from 78% 

(resuscitation) to 54% (medical interventions, artificial nutrition), with few (31%) having 

concordance in all three sections of POLST. Interventions including decision support tools, 

and/or involving family members or staff42,43 are clearly needed to support residents in the 

decision-making process. The significant differences in POLST preference concordance for 

resident and surrogate decision-makers are likely confounded with education, literacy, and 

cognition, as residents had lower levels of education and health literacy than surrogates. In 

unadjusted analyses, decision-makers with better cognitive functioning had higher rates of 

concordance. It is reassuring that preference concordance was highest between POLST CPR 
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orders and current preferences, as cardiopulmonary arrest requires rapid decision-making. 

Inconsistencies between POLST orders and treatments may in part reflect an appropriate in-

the-moment response to discordance when it is identified10,13,40 or a correction of 

conflicting orders.44

In contrast to residents who were making decisions for themselves, surrogates were making 

decisions for residents who were older, sicker, and more impaired. A substantial majority 

(76%) of the residents for whom they were making decisions had a diagnosis of dementia 

and surrogates were more likely than residents to report the residents’ health status had 

worsened over the past year. As noted, POLST was initially developed with this resident 

population in mind,1 but more widespread use in a facility for all residents (e.g., to 

document code status), may result in use with inappropriate patients.4 Resident discordance 

in orders about medication interventions (Section B) was also more likely to reflect 

preferences for a higher level of medical interventions than documented in comparison to 

surrogate, suggesting resident’s perception of stable or improved health played a role. It is 

also possible that preferences for a higher level of interventions in this long-stay nursing 

facility population reflect lower levels of knowledge about POLST decisions.29 Interestingly, 

about half of participants with preference discordance declined the opportunity to update 

their POLST forms with facility staff. The lack of interest in updating the form could reflect 

a lack of investment in the decision-making process or study, a concept described by Piers et 

al. as “pseudo participation.”45 Several of the reasons provided for not wanting to update a 

discordant POLST, such as wanting to avoid upsetting family, suggest that values other than 

preferences and goals are more important to some participants.

Limitations

We compared existing POLST forms with preferences elicited during a research interview. It 

is possible the existing POLST may have been completed using a shared-decision-making 

model and the absence of other family or health care providers during the research interview 

may have led to different POLST decisions. In practice, it is strongly recommended that 

family members be included in POLST discussions with residents and it is possible 

including family may have improved POLST preference concordance. Unfortunately, 

including family members and treating providers in study interviews was infeasible. Second, 

this study was conducted in a single state, which could limit generalizability. However, 

Indiana’s program is endorsed by the National POLST Paradigm as meeting standards 

comparable to other endorsed states, including similar eligibility criteria, and there is 

evidence of nursing home implementation challenges in other states.46–48 Third, the 

variables considered in our inverse probability weighting might not be sufficient to achieve 

the missing at random assumption and this could lead to bias. However, we believe that even 

if there are other (unaccounted) variables associated with the probability of non-response, 

these variables should have a small effect on the probability of non-response. Thus, we 

anticipate that the effects of a potential violation of the missing at random assumption will 

not be pronounced. Fourth, we sampled from facilities that reported 50% or more residents 

had a POLST form. Concordance rates may differ in facilities with lower POLST use.
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Conclusions

Study findings indicate a pressing need to overhaul POLST practices in nursing facilities. 

POLST discussions should be led by trained facilitators and use should be focused on older 

adults with stable, comfort-focused preferences. Residents with more uncertain clinical 

courses and/or preferences for full treatment should be prioritized for regular, meaningful 

review. Residents who are still making their own treatment decisions should be assessed to 

ensure decisional capacity and supported in the decision making process. Given residents’ 

overall lower levels of cognitive functioning, educational achievement, and health literacy, 

this support may include videos42 easy to read materials,49 trained staff,50 and the inclusion 

of trusted family members in the discussion.43 Finally, facilities procedures to review 

POLST regularly, particularly when there is a change in condition, need to be developed and 

followed. Rather than a one-size fits all model where all NH residents are expected to have a 

POLST, tailored efforts should be focused on prioritizing residents with comfort preferences 

and on improving the quality of POLST discussions in nursing facilities.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Points

1. Overall POLST preference concordance rates are low.

2. POLST forms were over 5 times more likely to be concordant when orders 

reflected comfort-focused care.

3. Further work is needed to improve the quality of POLST use in nursing 

facilities.

Why This Matters

When POLST orders are concordant with treatment preferences, it increases the 

likelihood that patients will receive goal concordant care.
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Figure 1. 
Unadjusted and adjusted model of variables associated with POLST concordance.
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Table 1.

Characteristics of participating POLST decision-makers and nursing facility residents with POLST.

Characteristics POLST Decision-Maker

Resident
(n = 123)

Surrogate
(n = 152)

Total
(n=275)

P value

Median(IQR) Median(IQR) Median(IQR)

Age (decision maker) 78.7 (14.5) 62.5 (13.0) 69.0 (17.7) <.0001

Cognition (TICS scores)
a 30.0 (5.0) 36.0 (3.0) 34.0 (7.0) <.0001

Health Literacy
b 1.7 (1.0) 0.7 (1.0) 1.0 (1.3) <.0001

POLST knowledge
c 14.0 (5.0) 18.0 (3.0) 17.0 (5.0) <.0001

Months since POLST completion 10.0 (14.0) 13.0 (15.5) 11.0 (15.0) 0.129

N(%) N(%) N(%)

Gender, Female 83 (67.5%) 109 (71.7%) 192 (69.8%) 0.447

Race, Non-white 25 (20.3%) 13 (8.6%) 38 (13.8%) 0.005

Schooling (decision maker)

Some school 65 (52.8%) 32 (21.1%) 97 (35.3%) <.0001

Some college 32 (26.0%) 53 (34.9%) 85 (30.9%)

College and above 26 (21.1%) 67 (44.1%) 93 (33.8%)

Residents with POLST forms

Median(IQR) Median(IQR) Median(IQR)

Age (resident) 78.7 (14.5) 86.1 (11.5) 83.2 (14.1) <.001

Length of stay in years 1.6 (2.7) 2.0 (2.1) 1.8 (2.3) 0.354

Activities of Daily Living/functional status
d 16.0 (8.0) 19.0 (7.0) 18.0 (7.0) <.001

Cognitive Functioning (CFS scores)
e 1.0 (0.0) 3.0 (1.0) 2.0 (2.0) <.001

N(%) N(%) N(%)

Alzheimer’s Disease and/or other dementia 37 (30.1%) 115 (75.7%) 152 (55.3%) <.001

Race (non-white) 25 (20.3%) 15 (9.9%) 40 (14.5%) 0.015

Prognosis (J1400) of less than 6 months, % yes 1 (0.8%) 6 (3.9%) 7(2.5%) 0.101

Hospice (O0100), % yes 1 (0.8%) 7 (4.6%) 8(2.9%) 0.063

Change in resident’s health status over the past year

Better 32 (26.0%) 25 (16.4%) 57 (20.7%) 0.002

About the Same 34 (27.6%) 25 (16.4%) 59 (21.5%)

Worse 57 (46.3%) 102 (67.1%) 159 (57.8%)

Note: Participating POLST decision-makers included nursing facility residents with the capacity to make their own medical decisions and the 
surrogates of nursing facility residents without decisional capacity. Information about participants was obtained directly from the participants. 
Information about the characteristics of residents with POLST were obtained from the medical record and include both the residents interviewed as 
their own decision-makers and the residents without decisional capacity.

a
TICS™ (Telephone Interview for Cognitive Status) score is a measure of cognition, where scores <20 indicate moderate to severe impairment, 

21–25 indicates mild impairment, 26–32 indicates ambiguous cognitive status, and 33–41 indicates no impairment.19;
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b
Health literacy score ranges from 0–4, where higher scores indicate lower health literacy.26,27;

c
POLST knowledge score ranges from 0 – 19, where higher scores indicate greater knowledge.29;

d
ADL scores = higher scores reflect better functioning24;

e
Cognitive Function Scale: 0–2= intact/mild impairment; 3–4=moderate impairment; 5–6=severe impairment25
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Table 2.

POLST Concordance and Direction of Discordance between Existing POLST and Current Preferences for 

Residents and Surrogates.

Concordance Resident
N = 123

Surrogate
N = 152

Total
N = 275

p value

Section A- Resuscitation, % concordance 96 (78.0%) 140 (92.1%) 236 (85.8%) <.001

Section B - Medical Interventions, % concordance 66 (53.7%) 108 (71.1%) 174 (63.3%) 0.003

Section D – Artificial Nutrition, % concordance 66 (53.7%) 118 (77.6%) 184 (66.9%) <.001

Section A, B, and C combined, % concordance 38 (30.9%) 84 (55.2%) 122 (44.4%) <.001

Direction of Discordance

Section A - Resuscitation

wanted higher level of
treatment than documented, %

20 (74.1%) 4 (33.3%) 24 (61.5%) 0.016

wanted lower level of
treatment than documented, %

7 (25.9%) 8 (66.7%) 15 (38.5%)

Section B – Medical Interventions

wanted higher level of
treatment than documented, %

46 (80.7%) 22 (50.0%) 68 (67.3%) 0.001

wanted lower level of
treatment than documented, %

11 (19.3%) 22 (50.0%) 33 (32.7%)

Section D – Artificial Nutrition

wanted higher level of
treatment than documented, %

37 (64.9%) 19 (55.9%) 56 (61.5%) 0.392

wanted lower level of treatment
treatment than documented, %

20 (35.1%) 15 (44.1%) 35 (38.5%)
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Table 3.

Covariate characteristics by concordance between preferences and orders with all three sections of POLST.

concordance: yes
(n = 122)

concordance: no
(n = 153)

Total
(n=275)

p-value

Median(IQR) Median(IQR) Median(IQR)

Age (resident) 86.1 (12.1) 81.4 (12.8) 83.2 (14.1) 0.001

ADLs/function status(resident)
a 18.5 (9.0) 17.0 (8.0) 18.0 (7.0) 0.014

Cognitive functioning (resident - CFS)
b 2.0 (2.0) 1.0 (1.0) 2.0 (2.0) 0.001

Cognition (decision maker- TICS scores)
c 35.0 (6.0) 33.0 (7.0) 34.0 (7.0) 0.023

Health Literacy
d 1.0 (1.3) 1.3 (1.0) 1.0 (1.3) 0.235

POLST knowledge
e 17.0 (4.0) 16.0 (5.0) 17.0 (5.0) 0.017

Time since POLST completion (months) 12.0 (15.0) 11.0 (15.0) 11.0 (15.0) 0.458

N(%) N(%) N(%)

Alzheimer’s and /or other Dementia 80 (65.6%) 72 (47.1%) 152 (55.3%) 0.002

Who the decision-maker is

resident 38 (31.1%) 85 (55.6%) 123 (44.7%) <.001

surrogate 84 (68.9%) 68 (44.4%) 152 (55.3%)

Minority status (resident)-Non-white 13 (10.7%) 27 (17.6%) 40 (14.5%) 0.102

Remember talking with someone about POLST form 54 (44.3%) 60 (39.2%) 114 (41.5%) 0.399

Schooling(decision maker)

Some school 39 (32.0%) 58 (37.9%) 97 (35.3%) 0.544

Some college 41 (33.6%) 44 (28.8%) 85 (30.9%)

College and above 42 (34.4%) 51 (33.3%) 93 (33.8%)

Change in residents’ health status over past year

better 22 (18.0%) 35 (22.9%) 57 (20.7%) 0.059

About the same 20 (16.4%) 39 (25.5%) 59 (21.5%)

worse 80 (65.6%) 79 (51.6%) 159 (57.8%)

Facility has a certified Respecting Choice Advanced Steps facilitator 
on site

29 (23.8%) 32 (20.9%) 61 (22.2%) 0.571

Comfort focused POLST form
f 80 (68.4%) 37 (31.6%) 117 (42.5%) <.001

a
ADL scores = higher scores reflect better functioning;

b
Cognitive Function Scale: 0–2= intact/mild impairment; 3–4=moderate impairment; 5–6=severe impairment;

c
TICS™ (Telephone Interview for Cognitive Status) score is a measure of cognition, where scores <20 indicate moderate to severe impairment, 

21–25 indicates mild impairment, 26–32 indicates ambiguous cognitive status, and 33–41 indicates no impairment.19;

d
Health literacy score ranges from 0–4, where higher scores indicate lower health literacy.26,27;

e
POLST knowledge score ranges from 0 – 19, where higher scores indicate greater knowledge.29;

f
Comfort focused POLSTs contain orders for the lowest level of treatment in each category on POLST (do not resuscitate, comfort measures, and 

no artificial nutrition).
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Table 4.

Unadjusted and adjusted model for predictors of POLST concordance.

Unadjusted model results Adjusted model results

Variables Estimated OR
OR Lower 
Limit

OR Upper 
Limit P value Estimated OR

OR Lower 
Limit

OR Upper 
Limit P value

Age - resident 1.04 1.01 1.07 <.01 1.01 0.97 1.05 0.64

TICS - decision 

maker
a 1.07 1.02 1.13 <.01 0.99 0.92 1.06 0.78

Time in months since 
POLST completion 1.01 0.99 1.03 0.62 1.01 0.99 1.03 0.45

Decision maker - 
surrogate 2.87 1.73 4.75 <.01 2.28 0.85 6.10 0.10

Health literacy
b 0.86 0.63 1.16 0.33 1.25 0.86 1.82 0.24

Comfort focused 

POLST form
c 6.01 3.29 11.00 <.01 5.28 2.59 10.73 <.01

Note: Best model according to Akaike’s Information Criterion (AIC).34

a
TICS™ (Telephone Interview for Cognitive Status) score is a measure of cognition, where scores <20 indicate moderate to severe impairment, 

21–25 indicates mild impairment, 26–32 indicates ambiguous cognitive status, and 33–41 indicates no impairment.19;

b
Health literacy score ranges from 0–4, where higher scores indicate lower health literacy.26,27;

c
Comfort focused POLSTs contain orders for the lowest level of treatment in each POLST category (do not resuscitate, comfort Measures, and no 

artificial nutrition).
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