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Edward R. Grant and Lisa Anderson-Shaw have provid-
ed insightful reflections and raised legitimate concerns 
about the “POLST Paradigm” and its implementation. 
We are grateful not only for their thought-provoking es-
says, but also the opportunity to offer the following com-
mentary and response to their perceptive analyses and 
important observations.

Through her use of cases, Anderson-Shaw does a fine 
job of implicitly highlighting the important role that 
narrative plays in thinking about death and dying and 
the larger metanarrative that shapes those smaller com-
munal stories. “Narrative ethics” is an approach to dis-
course in bioethics that acknowledges we all come to 
medical encounters with a story.2 Perhaps one of the 
medical system’s responsibilities is to ensure that the pa-
tients and families it serves leave the encounter with a 
“whole story”—not necessarily a “happy ending story,” 
but a narrative that does not harm or destroy. The goal 
of patient-centered care is to assist in the creation of that 
whole narrative, leaving patients and families with the 
sense that they had a voice, they were heard, and their 
goals and values mattered. It is here that end-of-life 
medical decisions take on greater weight—there is no 
“reset button” allowing stakeholders to undo their mis-
takes and create a better narrative. Too many encounters 
with the medical system result in prolonged grief, deep 
anger, or a sense of instability and distrust that last for 
lifetimes. Avoiding “fragmented stories” is arguably one 
of the goals of POLST and explicit end-of-life planning.

Slowly but surely, institutional caregivers have attempt-
ed to address the narrative aspects of patients’ and fam-
ilies’ encounters and the medical system has moved, 
both legally and ethically, toward more patient autono-
my and less physician paternalism. Exercising a prima 
facie principle of autonomy, the patient’s purview is to 

convey his or her individual goals of care—what gives 
that particular person’s life value and what kinds of re-
sults are expected from any proposed medical interven-
tions? Exercising professional expertise, the physician’s 
purview is to provide medical treatment options that 
meet those individual goals of care. This new standard of 
patient-centered care is a shared process, balancing the 
patient-physician relationship and benefiting both med-
ical and personal outcomes.3 The POLST form is argu-
ably a helpful document to express this balance, setting 
forth both the patient’s values and goals of care as well 
as describing the physician’s available and recommended 
medical treatment options. The more explicit each pa-
tient is about the values which shape their goals of care 
and the more forthright each physician is about the ben-
efits and burdens of certain life-sustaining treatment op-
tions, the more likely it is that “fragmented stories” are 
avoided by patients and caregivers alike.4 

This is not to say there are no real concerns about how 
the POLST order is entered or implemented. As Grant 
and others point out, the shortcomings are myriad.5 
POLST may be presented to patients who are not ter-
minally ill; deficiencies in its signing may occur—e.g., 
the patient’s signature may not be required, it may not 
be witnessed or notarized, and it may be coerced; pre-
senting a POLST to a patient for consideration may be 
driven by institutional financial concerns rather than by 
providing the best care in conformance with the patient’s 
values and goals of care; it may be premature, precluding 
thoughtful medical decision-making “in the moment”; 
the physician may not be not required to be involved ei-
ther in the important explanatory conversation with the 
patient or in entering the order; and, lastly, the word-
ing of the POLST may bias decisions toward forgoing 
life-sustaining treatments, putting patients who would 
opt for certain medical interventions at a disadvantage. 
Perhaps most importantly, some religious and disabili-
ty communities have concluded that the perceived bias 
in the POLST toward forgoing life-sustaining treatment 
renders the document fatally flawed and dangerous.6 
These concerns are significant and must be addressed as 
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the implementations of the state POLST programs un-
fold. But the shortcomings of POLST are not fatal and 
the benefits of the POLST Paradigm in facilitating a con-
versation about goals of care and treatment options may 
outweigh the burdens of addressing the deficiencies. 

Acknowledging the concerns about POLST of both 
Grant and Alexander-Shaw, we would make three rec-
ommendations to strengthen the POLST Paradigm, 
most particularly by diminishing any perceived bias 
toward non-treatment. First, the conversation about 
life-sustaining treatment options should be sequenced 
to enhance the patient’s ability to understand the rami-
fications of the choices presented and to provide a truly 
informed consent. Second, the option of a “trial of ther-
apy” should be highlighted so that the decision either to 
accept or forgo treatment is not immutable but instead 
assumes medical decisions will be re-visited and re-eval-
uated as the patient’s medical condition either improves 
or deteriorates. And third, the provision of both palli-
ative care and hospice services is strongly encouraged. 

The sequencing of conversations about end-of-life goals 
of care and medical planning is best described in the 
Respecting Choices program established by Gundersen 
Health System in Wisconsin. Their three-step sequenc-
ing approach starts for every adult with the signing of an 
advance directive, appointing a surrogate decision-mak-
er and providing a description of goals of care based 
upon values applicable to medical decision-making.7 As 
time passes and an individual’s healthcare needs inten-
sify, the patient’s surrogate and family members become 
more involved in the medical decisions being presented 
to ensure there is an ongoing familiarity with the indi-
vidual patient’s life values and medical goals of care. Fi-
nally, when the medical decisions being presented to the 
patient potentially include more intensive, life-sustain-
ing treatments, then the POLST conversation is initiated 
by the physician/caregiver. By sequencing these conver-
sations, the patient is best able to express their choices 
in the context of their current situation, minimizing the 
distress about POLST forcing decisions made prema-
turely or through coercion. With such an iterative pro-
cess, sufficient time is given to all stakeholders to ensure 
the development of a “whole story.” The POLST form 
does not become an end in itself; rather it is a means to 
an end, the goal being optimal medical decision-making 
throughout a patient’s life but most particularly at end-
of-life.

Pursuant to the Massachusetts MOLST (Medical Orders 
for Life-Sustaining Treatment) program,8 the patient is 
given the opportunity to state their preferences for cer-
tain medically indicated treatments: (a) intubation and 

ventilation, (b) dialysis, (c) artificial nutrition, and (d) 
artificial hydration. Other treatment options can also be 
included, such as the use of antibiotics, other medica-
tions, blood products, or hospice care. For each of these 
treatment preferences, options are provided for: (i) no 
treatment, (ii) to use the particular treatment, (iii) to use 
the treatment but only on a trial basis for a short term, 
(iv) undecided, and (v) did not discuss. Having the op-
portunity to initiate a “time-limited trial of therapy,” the 
patient can be supported by the life-sustaining treatment 
while a subsequent evaluation of the long-term benefits 
and burdens of such treatment can be made, avoiding 
the binary choice of treatment or no treatment.9 

Finally, the POLST Paradigm will only be enhanced and 
strengthened by the provision of either or both hospice 
and palliative care services. In particular, we would sug-
gest the regulations which underlie the various state 
POLST programs include specific requirements that: 
(a) any definition of “palliative care” focus on continued 
compassionate care; (b) all patients who enter the med-
ical system with either terminal or chronic conditions 
should begin the conversation with their physicians 
about recommended medical treatment options and 
should be offered the opportunity to discuss the POLST 
document with their physician/caregiver; and (c) all 
conversations about life-sustaining treatment options 
must be sensitive to patients’ cultural and religious dif-
ferences and must elicit information about the patient’s 
individual values and goals of care.10

For the Christian, any discussion of the POLST docu-
ment and end-of-life medical decision-making must in-
clude an acknowledgement of the tensions inherent in 
our values toward sustaining life, our stand that victory 
over death has been won, and our confidence that this 
physical life is not the end of the story. We must balance 
God’s sovereignty with our own individual responsibil-
ity; we must understand that suffering produces perse-
verance while we are simultaneously charged with alle-
viating suffering; and we see death as both an enemy to 
be overcome and an enemy already defeated.11 These ten-
sions, as they relate to end-of-life decision-making and 
life-sustaining treatments, are often difficult to navigate. 
To be sure, we need wisdom. Life-sustaining treatments 
are often technological gifts that allow bodies to heal and 
vigor to return. But to strive for physical life at all costs 
can become an idol created by fear. Though it is far from 
perfect, the POLST Paradigm can help remind us that 
technology should be subservient to the God of life and 
death.

We trust the above recommendations regard-
ing the POLST Paradigm—sequencing the medical 
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decision-making process, providing a trial of therapy 
option, and ensuring palliative care and hospice services 
are provided—will help patients and physicians/care-
givers better navigate the theological tensions that are 
necessarily a part of our Christian worldview. May their 
stories be whole.12
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