
Updates on Advance Care 
Planning in Indiana



What is Advance Care Planning?

• Part of a continuum of care 
planning 

• Prepares patients and 
surrogates for communication 
and medical decision-making

• Tailored in-the-moment and 
advanced decisions at every 
life stage



Factors that shape advance are planning



Indiana General Assembly



Indiana Advance Directives Statutory 
Overhaul - 2021



New Definitions for Common Terms

• Advance directives
• Presence
• Observe
• Remote
• Incapacity 
• Best interest
• Reasonably available



Advance Directive

• Advance Directive Components:
• Name 1 or more health care 

representatives (HCRs)

• State specific health care decisions 
and/or treatment preferences, including 
preferences for life-prolonging 
procedures or palliative care 

• No official or mandatory form or 
language for the AD



Indiana Declarations – Mandatory Language

Indiana Living Will
 Declaration

Indiana Life-Prolonging 
Procedures Declaration



Signing a new Advance Directive

• Sign before 
• Notary OR
• Two witnesses

• One witness can be a spouse or relative
 





The role of documentation



Medical Orders



OHDNR order form 



Limitations of Code Status

DNR ≠ Do Not Treat





Identifying Goals of Care

focusing on care most 
likely to help the person 

live longer

focusing on care most 
likely to help the person 
maintain their current 

state of functioning and 
do as much as possible 

independently

focusing on care most 
likely to improve the 

person’s comfort level 
and quality of life

Prolonging 
Life

Maintaining 
Function 

Comfort Care



POLST: Portable Medical Orders

www.polst.org

http://www.polst.org/


Patient/Family

Long-Term 
Care facility

Hospital

Home 
Health/Hospice

Emergency 
Medical 
Services

Primary Care 
Provider

POLST as a Communication Tool



What is the evidence for POLST?



What is the evidence for POLST?

Outcome 
Assessed Outcome Example Outcomes #

Sig. 
Associations 

No. (%)

Quality of Care Concordance, 
Satisfaction

19 15 (79%)

Action Communication, 
Documentation

12 9 (75%)

Healthcare 
Utilization

Expenditures, 
Palliative Care

35 16 (46%)

Process Behavior Change, 
Perceptions

0 0

Health Status Quality of Life 4 0 (0%) 

Total 70 40 (57%)

POLST use is significantly 
associated with key ACP 
outcome domains including: 

• Quality of Care

• Action

• Healthcare Utilization

Umberfield et al., JAMDA, 2024
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POST in Indiana 

In 2016, 65% of Indiana nursing homes complete POST after admission



www.indianapost.org



Online Resources



Using the POST Form

• Original POST is property of patient 
• Bright pink is recommended, but colored paper not required
• Photocopies or faxed copies are valid
• Copy should be kept in medical record
• Send original POST with the patient at time of discharge

• Use is voluntary
• Document and honor refusals

• Re-evaluate when condition changes 



Honoring POST
• You are required to comply with POST unless believe in good faith 

that:
• POST is not validly completed;
• POST has been revoked or there is a request for alternative treatment;
• It would be medically inappropriate to provide the intervention on the 

POST;
• Provider’s religious or moral beliefs that conflict with the POST 

• Must attempt transfer to another health care provider if this is the case

• Health care providers are not subject to civil or criminal liability for 
good faith compliance with or reliance upon POST forms.



Identified elements 
required to be valid



What is wrong with 
using POST as a 
code status order?



Setting the stage for resident-centered care



Exploring understanding



Exploring values



Capacity in dementia



Assent and Dissent



Who decides if the PLWD cannot decide 
for self?



Proxy 
Hierarchy
A person who can 
consent to health 
care on behalf of an 
individual who does 
NOT have a valid AD 
signed and in place

Proxies in 
order or 
priority

Spouse

Adult child (or 
majority if disagree)

Parent

Adult sibling (or 
majority if disagree)

Grandparent (or 
majority if disagree)

Adult grandchild (or 
majority is disagree)

Nearest other adult 
relative

if no spouse

if no child

if no parent

if no sibling

if no grandparent

if no grandchild

• Regular contact
• Knows patient
• Familiar with patient’s activities, 

health, & religious or moral beliefs

Adult friend

if no relatives



Appointing a health care representative



Health Care Representative 
Responsibilities

• Be “reasonably available”
• able to be contacted without undue effort; and
• willing and able to act in a timely manner considering 

the urgency of that individual’s health care needs or 
health decisions.

• Provides informed consent to healthcare 
treatment on behalf of the patient if the patient 
loses decision-making capacity. 





Ethical decision-making



Known Preferences



Substituted Judgement



Best interests

         



Successful Implementation of ACP



ACP and POST in Indiana 

In 2016, 65% of Indiana nursing homes complete POST after admission. 
Is that still true? 



We need your help! 

https://redcap.link/nh00jeau

We are conducting a brief online survey on ACP 
(approx. 15 minutes)

Who should answer this survey for my building? 
• The person primarily responsible for advance care 

planning 

Participants will receive $10 Starbucks eGift Card 
upon completion 

Link for contact info for your NH

https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fredcap.link%2Fnh00jeau&data=05%7C02%7Chickman%40iu.edu%7C65edf54722264c129fe508dd778f9807%7C1113be34aed14d00ab4bcdd02510be91%7C1%7C0%7C638798180791783188%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=uEcmr56vgbR3gtn4E%2FgLxF229UcfuIQXknf%2BphWYeNA%3D&reserved=0


Discussion
Thank you!

www.indianapost.org
www.polst.org 

www.INadvancedirectives.org 

Questions? Contact me at 
Hickman@iu.edu 

http://www.indianapost.org/
http://www.polst.org/
http://www.inadvancedirective.org/
mailto:Hickman@iu.edu
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