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Advance Care
Planning

What is an advance
directive?

An advance directiveis a

legal form that says what
medical treatments a person
wants or doesn’t want. It also
names someone they want to
advocate for them, called the
health care agent. The form
can be changed at any time,
but it's best to make changes
before the person gets sick.
Two witnesses or a notary are
needed on the form. Keep
copies in safe places and share
them with the person’s doctor,
hospital, and loved ones.

Learn More

« Providence Institute for Human
Caring.

« Aging with Dignity (Five Wishes).

- End-of-Life Washington.
« Washington Law Help.
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What is advance care planning?

Advance care planning means thinking ahead about the
medical care a person wants if they are too sick to speak
for themselves or cannot express their medical care
preferences. It's about the person’s values and wishes
about different medical treatments.
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Choosing a health care agent

It is best to pick someone who knows the person well, cares
about them, is a strong advocate and is at least 18 years old. This
person cannot be their health care provider. It's smart to name a
backup agent too, just in case.
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What is a POLST?

POLST stands for Portable Orders for Life-Sustaining Treatment.
The POLST form is a “portable” physician order form that
describes a person’s care directions. It's for people with serious
health conditions, and people who want to specify their end-
of-life care preferences. A POLST includes information about
what emergency care preferences a person would want like CPR,
antibiotics, or feeding tubes. It must be signed and dated by the
person (or their agent) and their doctor and used by emergency
responders to follow their wishes. To get a POLST a person must
contact their health care provider.


https://www.instituteforhumancaring.org
https://www.instituteforhumancaring.org
https://agingwithdignity.org
https://endoflifewa.org
https://www.washingtonlawhelp.org

Advance Care Planning

Frequently Asked Questions

What if a person doesn’t choose a health care agent?
Washington law picks someone for them in this order: spouse
or state-registered domestic partner - adult children > parents
- siblings. If no one is available, the health care provider may
require legal action be taken to name a decision maker, which
can take time.

Do POLSTs Expire?

POLSTs do not expire; they remain in effect unless the person
voids the form. Inform any medical or support providers as soon
as possible if it is voided. POLSTs should be reviewed every

10 years or after major life changes such as marriage, divorce,
illness, etc.

What's the difference between a POLST and an advance
directive?

Advance directives are general guidance for the person’s agent.
POLSTs are specific medical orders for emergency care.

Will the health care agent pay the person’s medical bills?

No. The health care agent can only help make decisions about
the person’s emergency medical care.

What happens if a person doesn’t have a POLST or advance
directive?

A person’s medical treatment will default to the standard of
care, which means doctors will try to save the person’s life in an
emergency and this might not be what the person would want.
If no one is available to speak for the person, the court may
appoint someone, which can delay care.

FAQs for Residential
Habilitation Providers

For residential habilitation providers
supporting someone with a POLST,
please see DDCS policy 6.09 for
instructions on the POLST process that
ensures it is properly documented.

Does Developmental Disabilities
Community Services need to
approve a person’s POLST?

No, DDCS does not approve a person’s
POLST. The POLST becomes authorized
when signed by the person (or their
health care agent) and their doctor.

What happens after a provider is
aware of a POLST?

Residential habilitation providers are
accountable to follow the POLST once
they have been made aware of one.
The provider should keep a copy of the
form, train their staff to follow it, and
document it in the client’s Individual
Instruction and Support Plan. The
provider must also send a copy of

the POLST to the person’s DDCS case
manager. The case manager will then
document the form and review it to
ensure that it's valid.

Should providers perform life saving
measures if a person has a POLST?

Unless specifically called out by

a client’s POLST, the residential
habilitation provider must deliver
CPR, first aid, and call for emergency
services (see DDCS Policy 6.09).


https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy6.09.pdf
https://www.dshs.wa.gov/sites/default/files/DDA/dda/documents/policy/policy6.09.pdf

