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ABSTRACT

Advance care planning is a topic that has become increasing important due to medical
technology advancement and the growing population of elderly Americans. Although advance
care planning has been proven to positively impact patient satisfaction and quality of care,
education and advance directive formulation does not occur as often as it should. The primary
aim of this project was to increase the number of completed advance directives in patient
medical records by 10% at a small rural Critical Access Hospital. The intervention implemented
was screening patients age 65 and older for the presence of an advance directive during the clinic
intake process. Patients that reported having a completed advance directive were asked to
provide the site a copy and patients that reported not having an advance directive were provided
an educational packet. A total of 5 patients presented to the clinic during the 6-week data
collection period that were age 65 and older. Of these patients, 40% (n=2) reported having a
completed advance directive, and both returned a copy. There were 40% (n=2) that reported not
having a completed advance directive and did not return a completed copy. One patient did not
get screened by mistake. The site is considering adjusting the screening process to be the
responsibility of the clinician instead of the receptionist. A social media post was created on the
site’s Facebook page requesting individuals that had a completed advance directive to provide
the facility a copy resulting in three additional individuals (n=3) bringing in completed
directives. The goal to increase completed advance directives in patient medical records was met.
A secondary aim of this project was to have facility clinicians complete an advance care
planning education course from the education platform Relias, promoting their comfort to have
the conversation with the patients. Facility clinicians have not yet completed the education, but
the course was added to the facility’s annual requirements. Currently 16 out of 36 of the non-
clinician employees have completed this education course. The interventions adopted for this
DNP QI project brought awareness to important topic of advance care planning and increased
advance directive formulation.



CHAPTER ONE

INTRODUCTION

Introduction

The combination of advancing medical technology and an aging population that is living
longer with more chronic conditions, results in an increased need to complete advance care
planning. Despite reimbursement incentives, regulatory requirements and the proven benefits,
advance care planning does not occur as often as necessary. Advance care planning involves
discussions between patients, families and medical providers about future healthcare decisions
related to end-of-life care in the event of impairment of decision-making ability. According to
Sudore et al. (2016), advance care planning can be defined as:

A process that supports adults at any age or stage of health in understanding and

sharing their personal values, life goals, and preferences regarding future medical

care. The goal of advance care planning is to help ensure that people receive

medical care that is consistent with their values, goals and preferences during

serious and chronic illness. (p. 431)

Advance care planning discussions usually cumulates in the formation of an advance
directive document. Completion of an advance directive involves the documentation of the
patient’s preferences for medical care and the appointment of a surrogate decision maker
(Silveria, Arnold & Givens, 2020). These documents are called the Living Will and the Durable
Power of Attorney for Health Care. Living wills document the patient’s preferences for life
sustain treatments (ventilation, tube feedings, antibiotics, etc) and desire to receive

cardiopulmonary resuscitation. Durable Power of Attorney for Health Care is a document about

the patient’s choice of a surrogate decision maker in the event the patient becomes incapacitated,
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and decisions need to be made that are beyond the content of the living will (Silveria, Arnold, &;
Givens, 2020). Advance directive formulation improves healthcare at many levels. Along with a
reported improved quality of life for patients, the presence of an advance directive has also been
associated with a significant decrease in healthcare costs (Garrido, Balboni, Maciejewski, Bao, &
Prigerson, 2015). Thus, a lack of advance care planning, in particular advance directives, results

in a burden to the healthcare system.

Background and Significance

The history of advance directives over time suggests that there has been a gradual shift
from a “legal transactional approach” to a “communications approach” (Sabatino, 2010). The
United States (U.S.) began to develop the use of advance directives in the 1960s. Luis Kutner
was a U.S. human rights activist and lawyer that is credited with the creation of the concept of
the living will (Kutner, 1969). He advocated for a document that made wishes for end-of-life
care known. The topic of living wills became more popular after the Karen Ann Quinlan case in
1976. Karen was placed on a ventilator at twenty-one years old after she stopped breathing and
entered a persistent vegetative state (Angell, 1994). Due to the concept of advance directives not
being a common practice at that time and no formal ethics committees in hospitals, Karen’s
parents had to go to court to have her removed from the ventilator to allow her to die naturally.
This brought attention to the need of legislation to help make these decisions about end-of-life
care. After thirteen months, she was removed from the ventilator in May of 1976. Living wills
became legally sanctioned in California in 1976 and by the year 1992, all fifty states had passed

living will legislation.
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Americans are now living longer than ever, therefore, patient-centered care for the elderly
population is becoming more important. In 2014, 14.5% (46.3 million) of the U.S. population
was aged 65 or older and is projected to reach 23.5% (98 million) by the year 2060 (Colby &
Ortman, 2014). The threat of serious illness is an important factor to encourage documentation of
care preferences of end-of-life care. In the U.S. approximately one-third of adults have
completed some sort of advance directive (Yadav, 2017). The Covid-19 pandemic of 2020 has
brought a new set of circumstances and motivation for the population to complete advance
directives. The elderly population and individuals who have underlying medical conditions, such
as diabetes or heart or lung disease, have been found to be at a higher risk for developing serious
complications or death from Covid-19 (cdc.gov, 2020). When these individuals contract this
respiratory virus, they can deteriorate rapidly and could require artificial life support that renders
them unable to make their own healthcare decisions. Advance directives can help guide patient’s
family members and medical providers in the event patients that contract the virus require
ventilation or other life saving measures. When healthcare providers are provided clear guidance
about a patient’s preferences, literature shows that this results in decreased decisional conflict
(Fahner et al., 2019). Throughout the pandemic, certain areas throughout the U.S. have
experienced a lack of resources available. Advance directive documents can aid resource
allocation and reduce healthcare strain through instructions if certain patients do not choose to
receive life saving measures (aha.org, 2020). Having an advance directive prepared could
alleviate some of the stress, anxiety and depression that is heightened in individuals and

healthcare providers as a result of the Covid-19 pandemic.



4

Another significance of this project is associated with rurality. Rural hospitals in the U.S.
struggle to sustain operations for a variety of reasons, but a financial burden is the most common
rationale. Since 2010, 121 U.S. rural hospitals have closed and there are currently 673 additional
healthcare facilities at risk for closure representing about one-third of rural hospitals (“National
Rural Health Association”, 2020). These rural hospitals operate on low cash levels and may
struggle with the added expenses from COVID-19, such as supplies, equipment and staff (“NC
Rural Research Program, 2020). In addition to the aforementioned impact on resource allocation,
decreased conflict and improved healthcare guidance, advance care planning can provide a
financial incentive.

While this center is geographically important to the community, it has been threatened by
financial sustainability. The site relies on tax payor funds to assist with operating expenses.
Implementing and making this DNP project sustainable could help assist with alleviating some

of the financial burden.

Scope of Problem at Project Site

The quality improvement committee at the organization identified a deficit of completed
advance directives in the elderly population at the project site. An audit of the Medicare wellness
exams in the past six months showed that none of the patients have an advance directive on file.
Furthermore, in the past 5-10 years, there has been numerous nursing home residents admitted to
the facility without any previous advance care planning completed. On several occasions, these
residents would also have the presence of dementia upon admission and had not previously
discussed their end-of-life wishes with their loved ones. This can be a challenging situation for

family members of residents when they are faced with making decisions about the dying process.



Pre-project analysis determined the facility did not have steps in place for collecting
advance directives from patients and storing them in the medical record. The rural health clinic
was recently established facility with new staff, so many processes were yet to be streamlined.
No process was in place to ensure that medical providers received education relating to exploring
the topic of advance care planning with patients. Due to the low patient volume from both
Covid-19 pandemic and the low established patient base, there was adequate time for clinicians
to complete advance care planning discussions, but a lack of a streamlined process and guidance
left uncertainty on when discussions should occur.

Discussion with facility leadership helped to develop a driver diagram (Figure 1) to
identify potential interventions to help achieve the project goal. For this project, advance
directive screening was focused on patients age 65 and older as part of the clinic intake process.
Individuals that did not have a completed directive would receive advance care planning
education. The project aimed to increase the number of individuals age 65 and older that have

advance directives available in their medical chart by 10%.



Figure 1. Driver Diagram
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A strengths, weaknesses, opportunity, and threats (SWOT) analysis is a tool that helps

understand all of the factors that are involved in making a decision or change. For this project, a

SWOT analysis (Figure 2) helped identify some potential problems that could arise and hinder

the success of the outcome. The low amount of clinic patients was an anticipated threat for the

project. Fortunately, this also means that there would be no concern about time constraints

during clinic appointments, and the medical providers would have adequate time to complete

advance care planning discussions if the opportunity presented. The organization is very

accommodating and supportive of quality improvement projects and also has stakeholder buy in
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from the quality improvement director, the sole full time facility physician assistant, the clinic

manager, and the administrator.

Figure 2. SWOT Analysis
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Community Description

The community is a rural county located in Eastern Montana that is the 7" largest county
in the state at 4,849.2 square feet (http://geoinfo.msl.mt.gov, 2020). Some patients must drive a
long distance, often on dirt roads to access the facility. The population of the county as of 2017
was 1,089 and is all considered rural (city-data.com, 2020). This county has the second lowest
population of all Montana counties. The median resident age for the county as of 2017 is 45.7

which is high compared to 40.0, the median resident age of Montana (city-data.com, 2020).


http://geoinfo.msl.mt.gov/
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Persons aged 65 years and older account for 24.1% of the population of the county (census.gov,
2019).

The county ranks higher than the Montana average for number in individuals that are
physically inactive at 28% compared to 22% (countyhealthrankings.org, 2020). Mammography
screening and influenza vaccination completion are below average in the county at 33%
compared to 43% indicating a lack of preventative care received by individuals
(countyhealthrankings.org, 2020). With physical inactivity being linked to several chronic health
conditions and an overall lack of preventative care in the community these statistics may indicate
a profile of rural dwellers (Winters, 2021). These statistics may reflect the health beliefs, health-
seeking behavior, self-reliance and independence of the patient population. Rural individuals
may be unlikely to participate in estate planning measures including advance care planning and
an office visit may to be the only opportunity to complete advance directives. While the people
in the community have a culture that is supportive of one another (garfieldcounty.com, 2020) an
additional need and importance to educate the community to plan for end of life.

The setting is a healthcare organization located in Eastern Montana and is a combination
of a Rural Health Clinic (RHC) and a 24 bed Critical Access Hospital (CAH). The setting meets
the qualifications to be an RHC because the facility is in a rural area and not an urbanized area
(as defined by the Bureau of the Census). Also, the chief executive officer of the State and the
Secretary certified as an area with a shortage of personal health services within a three-year
period (cms.gov, 2020). In addition, the setting meets the qualifications set by the Centers for
Medicare and Medicaid Services (CMS) to be defined as a Critical Access Hospital (CAH)

because the facility is located more than 35 miles from the nearest hospital, has an annual
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average length of stay of 96 hours or less per acute care inpatient and there are 24-hour

emergency care services provided seven days a week (cms.gov, 2020).

Purpose and Congruence

This DNP project is the implementation of advance care planning in the primary care
setting. This quality improvement project will improve the overall care that individuals receive
aligning with the facility’s mission statement; “the center is committed to provide the highest
quality health, medical and long-term care possible to the residents and visitors of the county.”
The primary aim is to increase the number of advance directives completed by geriatric patients
of the center and to have completed advance directives available in the patient charts. This would
benefit both the patients and healthcare providers to the highest quality of health by making the
end-of-life decision making process more fulfilled and less stressful.

A benefit of advance care planning in this rural setting is the individualized ability to
obtain and document needs from the advantage of knowing the population. Patients that must
travel a long distance for care can receive optimal timing for care when presenting for various
healthcare visits. Advance care planning in rural areas does pose a unique set of circumstances as
establishing trust and understanding lifestyle are important components of the population’s
culture (Christensen et al., 2019). There is a need for more staff education and mentorship in
rural areas to improve successful advance directive completion in rural areas (Christensen et al.,

2019).



10

CHAPTER TWO

REVIEW AND SYNTHESIS OF THE EVIDENCE IN THE LITERATURE

Review and Synthesis of the Evidence in the Literature

The literature review resulted in a vast amount of content supporting the importance of
advance directives for the patient, the family, medical providers, and healthcare organizations.
Databases searched were Cumulative Index of Nursing and Allied Health (CINAHL), Joanna
Briggs Institute and Cochrane Database. Terms used for inclusion criteria included: advance
directive, advance care planning, primary care, barriers, and patient satisfaction. Search results
resulted in a substantial amount of literature, therefore, studies that were completed in the last 10
years, systematic reviews and randomized controlled trials were utilized for this review of

literature.

Completion of Advance Directive

One large systematic review found that 36.7% of adults in the U.S. have completed an
advance directive (Yadav et al., 2017). The proportions were similar between healthy individuals
and those with chronic conditions. Analysis of the advance care planning Current Procedural
Terminology (CPT) codes indicates there has been an increase in the number of advance
directive education visit encounters by 154% between the year 2016 to 2017 (Gazarian, 2020).
The volume of claims in 2017 was 348,190 and is, unfortunately, still exceptionally low because
only 3.2% per 10,000 claims contain advance care planning codes. Therefore, there may be a

need for CMS to increase promotion or incentive (Gazarian, 2020).
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One large study completed in the U.S. analyzed adults that did and did not have an
advance directive and examined factors associated with their completion, such as access to
healthcare and presence of chronic conditions. Data was collected through a HealthStyles Survey
between 2009 through 2010 and analyzed in 2013. This mail panel survey examined the
associations between advance directive completion and demographic and socioeconomic
variables. There were 7,946 responses and 26.3% reported having an advance directive (Rao,
Anderson, Lin & Laux, 2014). The rationale reported most often for not having one was an
overall lack of education and awareness. Respondents that did have an advance directive were
more likely to be older, have a chronic disease and received routine primary care (Rao,
Anderson, Lin & Laux, 2014).

Silveria, Kim, and Langa (2010) studied data from survey proxies of people 60 years of
age or older that had died between 2000 and 2006. This study revealed that 70.3% of the subjects
that required decision making related to end-of-life care, lacked the ability to do so and only
67.6% of the subjects had an advance directive. The patients that did have completed advance
directives received the care that was strongly associated with their preferences outlined in their

living will (Silveria, Kim and Langa, 2010).

Rural Population

The rural population is unique because of the barriers faced in accessing care and due to
the perceived healthcare needs of individuals. Winters (2021) found that the themes of self-
reliance, independence, and hardiness parallel with the rural population culture. These
characteristics can impact when a rural individual will seek healthcare. Population barriers and

challenges identified in Rural Nursing Theory include social and physical isolation, distance to
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specialists, and a lower number of individuals with health insurance (Winters, 2021). These
characteristics reflect the population of this project community described earlier in chapter one.

Chronic illness management can also be difficult for individuals that reside in a rural
setting. Palliative care is a healthcare approach to improve the quality of life of patients and
families by preventing and reliving the suffering related to chronic disease (Nelson et al., 2012).
Despite rural populations having a higher rate of elderly individuals and an increased prevalence
of chronic illnesses, programs such as palliative care are uncommon in these communities
(Ceronsky et al., 2013). While potentially lacking in more formal services, rural communities
can take advantage of the close relationships between patients and health care providers to
establish culturally appropriate healthcare delivery models that support advance care planning
(Bakitas et al., 2020). This DNP student has grown up and been employed at the site community,
therefore has anecdotal experience working with a rural population and recognizes the benefits
of fond relationships between healthcare providers and patients with the difficult topic of end-of-

life.

Patient Satisfaction, Interest, and Readiness

The literature indicates that advance care planning is a topic that is important to patients
because they appreciate the opportunity to discuss this topic with their healthcare provider.
Studies show that advance care planning positively impacts the quality of care received during
end-of-life care because patient’s preferences are honored (Brinkman-Stoppelenburg, Rietjens, &
Heide, 2014). One prospective randomized controlled trial studied 309 elderly inpatient adults.
This study concluded that end-of-life care is improved, and patient and family satisfaction is

increased with an advanced care planning program in place (Detering, Hancock, Reade and
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Silvester, 2010). One factor for this result is reduced stress, depression, and anxiety in the
patient’s loved ones.

A cross-sectional, stratified random national survey with 1,400 participants, including
patients, family members and healthcare professions involved with caring for dying patients, was
completed to determine what factors are most important with end-of-life care (Steinhauser 2000).
This study found that the most important overall goals included pain and symptom management.
and involvement in decisions about treatment preferences. Additional meaningful factors
included being prepared for death, achieving a sense of completion, being mentally aware and
having funeral arrangements completed (Steinhauser 2000).

Older individuals that have had a personal major illness or previous experience with the
end-of-life care of others have been shown to demonstrate greater readiness to participate in
advance care planning (Amjad, 2014). Although most elderly individuals would appreciate the
opportunity to discuss their end-of-life care with their medical provider, only a minority are
given the opportunity according to a systematic review of seven studies (Sharp et al., 2013).
Advance care planning also provides elderly individuals a sense of autonomy by giving them a
choice of life supportive and sustaining treatments they would want to receive during the dying

process (Lund et al, 2015).

Barriers to Advance Directive Completion

Numerous barriers exist to the completion of advance care planning in the primary care
setting. The determination of who is responsible for initiating the conversation about advance
directives is unclear. Patients expect the medical provider to bring up the topic and medical

providers feel as though patient is responsible to express their desire to discuss end-of-life
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preferences (De Velminck et al., 2013). Although patients appreciate the importance and benefits
of advance care planning conversations, they are often perceived as difficult and emotional
(Fahner et al., 2019).

Physicians report insufficient time and other healthcare professionals report a personal
lack of knowledge about the topic (Howard et al., 2018). To address the issue of discomfort with
the topic, there is a need to develop intervention programs and workshops for health care
professionals to improve knowledge and comfort with discussions (Kermel-Shiffman, 2017). The
literature reports a need for the professionals improving public engagement and a need to
integrate advance care planning into routine practice (Howard et al., 2018). Thus, clinicians need
assistance with integrating the advance care planning discussion process into their workflow and
overcoming hindering factors, which include limited staff and turnover and low number of
trained staff available to perform interventions (Lund, Richardson, Carl, 2015). Limited
resources available in primary care, fear of depriving patients of hope, and the medical
provider’s difficulties in determining the right moment for initiating the discussion with a patient

are barriers to advance care planning discussions (De Vleminck et al., 2013).

Evidence Based Guideline

The Joanna Briggs Institute formulated an evidence summary related to advance care
planning and barriers and facilitators to uptake in primary care. The evidence in this summary is
a result of a review of the following literature:

- A systematic review of eight systematic reviews, eight randomized control trials, 14

analytical cross section studies, three cohort studies, nine quasi-experimental studies, 12

qualitative studies
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- A systematic review of 10 qualitative studies, five cross-sectional and one mixed
methods study
- A systematic review of 20 quantitative, four qualitative, and three mixed methods studies
- A systematic review of 11 cross-sectional studies (Marin, 2020)

This clinical support tool promotes the advance care planning process in the primary care
setting. This practice guideline concluded that healthcare providers should be educated in
advance care planning to help gain confidence and have a more positive attitude with this topic.
Also, discussions about advance directive choices should be initiated as early as possible so the
person and stakeholders can still be active in the conversation (Marin, 2020). Additionally,
organizational and financial supports should be given to healthcare providers to have these

advance care planning discussions with their patients (Marin, 2020).

Prepare for Your Care & My Choices

When advance care planning interventions, such as communication guides and
informational handouts, are utilized by healthcare providers, the completion of advance
directives is increased and discussions with patients about end-of-life care occurs more often
(Hoube, Spruid, Groenen, Wouters and Janssen, 2014). Among these resources, the PREPARE
For Your Care advance care planning program was chosen to use in this project because it is
easy to read and visually appealing educational information for the target population. These
educational tools are free to the public and include advance directives, brochures, and a COVID-
19 tip sheet. They are easy to access and can be printed directly from the website. The
PREPARE brochure was used for this project. The brochure has information about five steps to

help patients make medical decisions for themselves and others. The use of PREPARE
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educational tools in combination with an easy-to-read advance directive has been shown to result
in higher rates of patient engagement and advance care planning documentation (Sudore,
Schillinger & Katen, 2018). The My Choices advance directive document is easily
comprehendible and allows the individual to make detailed preferences. This document is also
supported by the Montana Department of Justice and the Montana End-of-Life-Registry (End of
life registry & advance health care directives, 2021). The Montana End-of-Life-Registry is
accessible to healthcare providers therefore, making this the optimal choice for an advance

directive form.

Summary

This review of literature substantiates the benefits of advance care planning and
completion of advance directives on overall patient satisfaction and improved quality of care.
Although several studies support the need for patients and medical providers to have end-of-life
care discussions, several barriers still prevent these conversations from happening. Since
completion rates of advance directive were 26-37% with general population, there is a need for
organizational support and process flow improvement to help pave the way for advance care

planning, especially in the primary care setting as an entry gate to the healthcare system.
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CHAPTER THREE

SETTING AND METHODS

Process Improvement Model

This DNP quality improvement (QI) project used the plan do study act (PDSA) model,
which is a four-step process for change improvement (Langley et al., 2014). This model is
applicable and easy to learn and use. For DNP QI projects, the PDSA works well because it
allows for rapid change of new processes and adaptation and offers repetitive approach offers
continuous reassessment. The PDSA framework has also been found to be an efficient trial and
learning methodology to implement changes (Langley et al., 2014). These strengths of PDSA
model fits best to this project (Figure 3). The project aim was to increase the number of advance

directives in the records of patients aged 65 and older by 10%.

Figure 3. PDSA
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Procedure/Implementation Plan

A process flow chart of the plan phase was developed (Figure 4). The “plan” phase included
training of clinic receptionist to do the following steps:
- Utilizing the advance directive screening questions during the intake process
- Asking patients that do have a completed advance directive to provide a copy to the
facility.
- Providing an educational packet to individuals that do not have a completed advance
directive. This packet will include a “Prepare For Your Care” pamphlet (Appendix A)

and a “My Choices Advance Directive” form (Appendix A).

Figure 4. Process Flow Chart
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Ideally, since patients were receiving the advance care planning information prior to their
appointment while waiting to see their medical provider, they will bring up any questions they
have about advance directives during their appointment. Concurrently, one goal for this phase

was to have all facility clinicians complete an advance care planning education course from the
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education platform Relias, promoting their comfort to have the conversation with the patients.
The Relias platform was chosen as the organization already has a contract with the company and
no additional expense was incurred for the advance care planning course.

The “do” phase had a planned go live date of 12-14-20 after project proposal completion
and IRB approval. With assistance from the clinic receptionist, an excel sheet was kept
continuously during the 6-week time frame of data collection. The excel sheet was updated at
each individual patient encounter. All problems, unexpected effects, and general observations
were gathered during this phase.

The “study” phase involved determining if the project results met the goal for
improvement. The study phase of the cycle emphasized the need to build new knowledge. This
helped the project to continuously build into a better process. The trends and results were
presented and reviewed at the monthly facility quality improvement meeting.

The “act” phase reexamined the processes to see if changes need to be made to further
improve the project. Interventions that were determined to make the approach more successful
were added.

The Covid19 pandemic had caused a decline in the already low clinic volume at the
facility. During planning, an additional intervention was prepared to help achieve the project
goal. Four weeks after the go live date of the project, the number of patients aged 65 and older
that had presented to the clinic was less than five. A social media post was then added to the
project site’s Facebook page, which had 478 followers and is a social media platform from which

the community is accustomed to receiving updates (Appendix A). Having this educational post
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on the facility Facebook page will helped raise community awareness of the organization’s

interest in obtaining patient’s advance directive information.

Financial Incentive

Increasing advance care planning offers a financial incentive for the organization. The
Centers for Medicare & Medicaid Services (CMS) identifies the importance of advance care
planning and pays for this voluntary service annually under the Medicare Physician Fee
Schedule and the Hospital Outpatient Prospective Payment System (cms.gov, 2019). Therefore,
completion of advance care planning offers a financial incentive for the organization. The
financial reimbursement for 30 minutes of discussion about advance care planning is $96 with an

additional $76 for each additional 30 minutes (cms.gov, 2019).

Data Collection Plan

Pre-project data included:

The number of patients that presented to the clinic age 65 and older for the previous three
months.

- The demographics of these patients including: age, gender, race, community vs non

community resident.

- Chronic conditions of these patients

- Presence of advance directive in electronic medical record
Data collected during the PDSA process included:

- The number of patients that presented to the clinic age 65 and older during the project.

- The number of patients that reporting having an advance directive completed.
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- The number of these patients that brought in a copy of their advance directive to add to
their medical record.

- The number of patients that reported not having an advance directive completed and were
provided education and forms.

- The number of patients that completed an advance directive and returned to clinic to add
to their medical record after education and forms were provided.

- The number of patients that asked their medical provider advance care planning questions
during their clinic appointments.

- The revenue collected from provider billing of advance care planning visits.

- All data was collected on an excel spreadsheet daily. The clinic receptionist assisted with

gathering this data.

Human Subject Protection

An exempt review was submitted and approved by the Montana State University Internal
Review Board (IRB). The project site did not have and IRB. Authorization to proceed with
project and to accept Montana State University IRB approval was received by facility Chief
Operating Officer on 9-23-20 (Appendix A). There was minimal risk for the participating
patients; however, emotional distress could be a potential effect due to the nature of advance
directive conversations. A 3-digit patient identifier code was given to each patient to protect
identity. All documents and excel spread sheets that contained data and personal information

were kept onsite at the facility on a password protected computer in a locked room.
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CHAPTER FOUR

RESULTS

Results

Information was collected about the patients that presented to the facility during the three
months prior to the data collection period (Table 1). This data included the number of patients,
demographics, and presence of advance directive in electronic medical record. The chronic
conditions of these patients were unable to be collected due to several patients not having
updated problem lists. During the three months prior to the data collection period twenty-one
patients presented to the clinic aged sixty-five and older. These patients had a total of 27 visits
out of an overall total of 106 visits, resulting in 25% of the patient volume during this period.
Clinic visits for the nursing home patients in the facility were not included in the data collection.
There were also no advance care planning patient encounters billed in the three months prior to

the data collection period.
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Table 1. Patients Age 65 and Older 3 Months Prior to Data Collection

Patients Age 65 and Older
3 Months Prior to Data Collection

Total # Of Patients 21
65-74 9 (43%)
75-84 6 (29%)
85-94 5 (24%)
95 and older 1 (5%)
Male 8 (38%)
Female 13 (62%)
Race White, Non-Hispanic 21 (100%)
County Resident 21 (100%)
Presenc.e of.Advance None- 0
Directive in EMR
Chronic Conditions Unable to Collect Data

During the six-week data collection period, five individuals presented to the clinic that
were age 65 and older. Their detailed information is located in (Table 2). There was one
individual in 60’s, two individuals in 70’s, and two individuals in their 80’s. Four out of five
were male; and all of them were community dwellers. Two of these patients reported having a
completed advance directive and both individuals returned a completed copy for the facility to
have on record, resulting in a 100% return rate. These two patients were the oldest individuals to
present to the clinic during the data collection period with a mean age of eighty-seven. Two
clinic patients reported that they did not have a completed advance directive and were provided
an educational packet. None of these patients returned with a completed copy. One individual
was not screened by the clinic staff.

Additionally, three individuals that were not seen as a patient in the clinic, but had heard
about the request via social media, brought in copies of their advance directive to the facility for

their medical record. One patient did not receive the advance directive screening during his clinic
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visit because clinic reception forgot to screen the individual. In total, five new advanced
directives were collected and added to the patient electronic medical records. All five of these
individuals requested a code status of DNR (do not resuscitate) and all had at least one chronic
condition documented in their record. The most commonly documented chronic condition was

hypertension and present in 4 out of the five patient medical records.

Table 2. Patients Age 65 and Older during Data Collection Period

PATIENTS AGE 65 AND OLDER THAT PRESENTED TO THE CLINIC
DURING DATA COLLECTION PERIOD

PRESENCE OF | DOES REPORT [ RETURNED
COMMUNITY/ CHRONIC ADVANCE HAVING AN COPY OF
AGE GENDER RACE NONCOMMUNITY CONDITIONS DIRECTIVE IN ADVANCE ADVANCE
EMR DIRECTIVE? DIRECTIVE?
67 M C Communit hyperlipidemia No No No
72 M C Communit not updated No Did not screen No
hypertension,
hyperlipidemia, chronic
73 M C Community .obstrucuve pulmonary No No No
disease, gastro-esophageal
reflux disease, chronic
kidney disease, prediabetes
hypertension,
84 M C Community hyperlipidemia, atrial No Yes Yes
fibrillation,
hypertension, atrial
89 F C Community fibrillation, congestive No Yes Yes
heart failure,
PATIENTS THAT DID NOT PRESENT DURING DATA COLLECTION PERIOD
PRESENCE OF | DOES REPORT | RETURNED
COMMUNITY/ CHRONIC ADVANCE HAVING AN COPY OF
AGE GENDER RACE NONCOMMUNITY CONDITIONS DIRECTIVE IN ADVANCE ADVANCE
EMR DIRECTIVE? DIRECTIVE?
68 F C Communit osteoporosis Yes
hypertension, prediabetes,
74 M C Community gastroesophageal reflux Yes
disease
hypertension,
81 F C Community hypothyroidism, Yes
hyperlipidemia,

The facility did not have the opportunity to bill for any advance care planning visits during the

data collection period.
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Figure 5. Chronic Conditions of Patients with Completed and Returned Advance Directive

Chronic Conditions of Patients With Completed and
Returned Advance Directive

Unfortunately, clinician healthcare providers’ education was not able to be completed

during the data collection period. However, a Relias education course titled "Advance Care
Planning Communication Skills For Success: The Five Wishes Framework" has been added to
the facility’s annual education requirements for healthcare employees employed at the
organization. The purpose of this intervention was to promote employee comfort to have this
conversation with the patients. Thus far, 16 out of 36 of the facility healthcare employees
including Registered Nurses, Certified Nurse’s Aides and clinic office staff, have completed this

education course.
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CHAPTER FIVE

DISCUSSION

Discussion

The project aimed to increase by 10% the number of individuals age 65 and older that
have advance directives available in their medical chart. Over three months, the number of
patients that presented to the clinic in this age range was 25% (27 visits out of 106 total visits),
which is very similar to the county population which is 24.1% (census.gov, 2019). Despite this
project facing some unexpected obstacles, the goal of increasing the number of completed patient
advance directives in medical records by ten percent was exceeded. Prior to the project
implementation date, an audit of the facility medical record room found the presence of eleven
patient advance directives on file. The discovery of these advance directive records resulted in an
unanticipated positive outcome and improvement for the facility’s attached emergency room.
Currently the emergency room uses electronic medical record documentation for the medical
provider and paper charting for the nursing staff. This means that the nursing staff would not
have access to patient advance directives if they were to present to the emergency department.
Through the DNP QI project, all of advance directives that were collected prior to and post
intervention were put into an alphabetical order file system that is readily available and
accessible to healthcare staff in the facility emergency room.

The literature review found substantial evidence that patients feel much more satisfied
when being active and involved in their decision and plans related to end-of-life care (Brinkman-

Stoppelenburg, Rietjens, & Heide, 2014). This was validated by the willingness of individuals to
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provide the organization a copy of their advance directives when asked. The literature review
also found that there is an overall lack of healthcare provider education related to advance care
planning (Howard et al., 2018). The organization had not previously billed for any advance care
planning visits prior to the intervention date. Now that there is a system in place to educate all

employees and clinicians, the facility can take steps to financially benefit from these services.

Challenges and Limitations

A challenge for this project was the low patient volume. Prior to the Covid-19 pandemic,
the average weekly patient census was fifteen patients. The current average weekly patient
census is eight. The lack of patients made both the change process and data collection difficult
and an additional barrier for the clinic staff. With the limited opportunities to complete advance
directive screening, making this process part of the regular routine was difficult for the reception
staff to remember.

Another factor that made this screening new process challenging was the facility had just
implemented a new electronic medical record program a few days after the start of this DNP QI
Project. Therefore, the staff was focused on learning this new system and made the PDSA
change process more difficult. Due to the small size of the organization and limited personnel,
initiating more than one change process can be overwhelming and stressful for staff. One study
found that healthcare providers feel that there is a need for consistency with advance care
planning documentation and the EHR has potential to improve the timing and quality of advance
care planning conversations (Lamas et al., 2018). Moving forward, the plan is to assign the
intervention of advance directive screening to the clinician medical provider rather than the

clinic receptionist. Currently, the organization and QI committee is working on making the
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advance directive screening part of the medical provider’s assessment form template in the new
electronic medical record program. This will pave the way for the medical provider to approach
the topic of advance directives with the patient and potentially have an opportunity to provide
education to their patients.

The Relias education “Advance Care Planning Communication Skills For Success: The
Five Wishes Framework” has not been completed by clinician healthcare providers due to
staffing challenges. The organization employs only one clinician for two weeks a month and
staffs with locum clinicians the remaining two weeks. Time constraints have made it difficult for
education completion. Currently, all the excess time of clinician staff between patient care is

spent by reviewing education related to the new electronic medical record use.

DNP Essentials

This quality improvement project encompasses the Doctor of Nursing Practice (DNP)
Essential II: Organizational and Systems Leadership for Quality Improvement and Systems
Thinking and Essential VI: Interprofessional Collaboration for Improving Patient and Population
Health Outcomes. Essential II emphasizes the importance or collaborating within an organization
for implementing and sustaining policy change (AACN-DNP Essentials, 2006). This project
required brainstorming with employees at various different levels to formulate an achievable
intervention. Essential VI is based on the importance of interprofessional teams working together
and collaborating in a fashion that is dependent on the patient’s needs (AACN-DNP Essentials,
2006). The feedback and ideas received from the staff members providing care to patients in the
clinic setting helped validate the best method for interacting with the rural elderly patients.

Assisting this population with advance care planning will improve patient healthcare on several
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levels. The patients will feel a sense of autonomy by having a choice and plan with their
healthcare wishes and decision and the organizations that are participating in their care will be

able to provide the best and most cost-effective, patient-centered care.

Sustainability

No revenue was generated for the facility during the data collection period. After
discussion and collaboration with the quality improvement committee, it was predicted that when
Covid-19 restrictions are no longer in place and patients are presenting to their appointments as
usual, the facility estimates that there is a promising potential to bill for approximately one
advance care planning discussion per month. This would amount to approximately $1,200 per
year. The revenue from these advance care planning encounters could benefit the organization by
supporting the purchase of desired or needed equipment and supplies.

The stakeholders and healthcare team at the site demonstrate a commitment to care for
individuals in their community. One theme that arises in rural nursing literature is the concept of
community support (Winters, 2021). Clinicians and other healthcare providers can utilize
existing personal working relationships with patients to leverage successful future projects. Rural
patients are also important stakeholders and a critical part of this DNP QI project and system

changes could not be achievable without this population.

Recommendations for Future Work

Considering the outcomes, strengths and limitations that were revealed with this project,
there are opportunities for the organization to expand upon in the future. Based on the interest

expressed from the patient population and the quality improvement committee, there are ideas
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and suggestions being presented about future advance care planning educational interventions.
Ideas such as having a booth at the annual community health fair and educational trainings at the
local senior center were discussed as prospective projects.

Although there was limited data collected to support the success of this project, the
education provided about the benefits of advance care planning have assisted with integrating
into the organization’s practice. This project also revealed the benefits that could be obtained and
the importance this topic is for the rural community. Future studies on the interest and usefulness
of advance care planning in the rural setting would be beneficial to understanding the cultural
impact on personal preferences. In summary, the simple interventions adopted for this DNP QI
project increased advance directive formulation and will help provide opportunities for future

patients to have their end-of-life preferences achieved.
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APPENDIX A

PREPARE PAMPHLET



PREPARE

A program to help you make medical
decisions for yourself and others

Choose a medical
decision maker.

Decide what matters
most in life.

Step 3 Choose f-le_xlblllty for
your decision maker.
Tell others about your
medical wishes.

Ask doctors the right
questions.

www.prepareforyourcare.org

m Choose Flexibility

for Your Decision
Maker

Flexibility gives your decision
maker leeway to work with your
doctors and possibly change your
prior medical decisions if something
else is better for you at that time.

How to say it:

Total Flexibility:

“| trust you to work
with my doctors. It
is OK if you have
to change my prior
decisions if something is better for
me at that time.”

Some Flexibility:
“It is OK if you have
to change my prior
decisions. But,
there are some decisions that |
never want you to change. These
decisions are..."

No Flexibility:
“Follow my wishes
exactly, no matter
what.”

39

m Choose a Medical
Decision Maker

Choose someone you trust to help
make decisions for you in case you
become too sick to make your own
decisions.

A good decision maker will:
« ask doctors questions
- respect your wishes

If there is no one to choose right
now, do Steps 2, 4, and 5.

How to say it:

“If | get sick in the future and cannot
make my own decisions, would
you work with my doctors and help
make medical decision for me?”

OR

“l do not want to make my own
medical decisions. Would you talk
to the doctors and
help make medical
decisions for me
now and in the
future?”

Tell Others About
SNER Your Medical Wishes
This will help you get the medical
care you want.

How to say it:

To your decision maker and

doctors:

“This is what is most important in my
life and for my medical care...”

To your doctor and family and
friends:

“I chose this person to be my
decision maker and | want to give
them (TOTAL, SOME, or NO)
flexibility to make decisions for me.”

Your doctors can help you put
your medical wishes on an
advance directive form.

Decide What
Matters Most in Life

This can help you
decide on medical care
that is right for you.

Five questions can
help you decide what
matters for your medical care:

1. What is most important in life?
Friends? Family? Religion?

2. What experiences have you had
with serious illness or death?

3. What brings you quality of life?

person. Some people are willing to
live through a lot for a chance of living
longer. Others know certain things
would be hard on their quality of life.

4. If you were very sick, what would
be most important to you:

To live as long as possible even

if you think you have poor quality

of life?

Or, to try treatments for a period of

time, but stop if you are suffering?

Or, to focus on quality of life and

comfort, even if your life is shorter?

5. Have you changed your mind about
what matters most in your life over
time?

Ask Doctors the
Right Questions

H Write down
questions
ahead of time.

= Bring someone
with you.

 Tell doctors at the start of the
visit if you have questions.

How to say it:

If your doctor recommends

something, ask about the:

+ Benefits — the good things that
could happen

+ Risks - the bad things that could
happen

+ Options for different kinds of
treatment

+  What your life will be like after
treatment

Make sure you understand:

“What I'm hearing you say is... Is
this right?”

Action
Your Action Plan Plan
By
1 will

© Tha Regents of e Universly of Calfornis, 2013, All ihts raserved.
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MY CHOICE ADVANCE DIRECTIVE FORM
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Montand Digartmen of Jissca i
D o Coipent Mot My Choices H
B - Advance Directive |-

s e yun ey yeal ol bl rreeiae

PO Bax 3194 5 Felerm, BT S5850-94 50 + Phons (08 4-005] or (00 5723314 = E-mod Selofiessgd~alvr ) oos

Full Nama:

Flisasar pirind

These direclions apply only in stuations when | am nol able fo make or communicate my heaith
care choices dirscily. Pul an X through any seclions you are nol compleling a1 thes time.

1. Terminal Conditions (Living Will)

| pravide these directions in accomdance with the Momarma Rights of the Taemminaly [l Acl Thess
are iy ‘wishes for the kind of ireaiment | wanl if | cannol communicate or make my own
decisions. Thess diections are only valid if both of the fallowing two conditions exisl:

= | have a terminal condition, and

» in the opinion of attend ician, | will die inoa relatively short time
wﬁhmllﬁluuﬂmhmgﬂmh prolongs the dying Igmmu

| authorize my Representaiive, if | have appoiniesd one, o make the decision o provide,
withhold, or withdraw any health care ireatmend.

General Treatment Directions
Checl ihe baxes (hal =xpress your wishes:
O | pravide no direcions al &is Hme.
O | direet my atlending physician (o withdraw o withhold treatment that merely pralangs the
tying process.
| furiber direct thal (chedk all boxes thai appiy):
O Treatment be given bo maintain my dignity, kesp me comforable and relieve pain.

O 1t cannol drink, | do not wani bo receive luds through a needle or catheter placed
in my body unless for comiort.

O Ifl cannol =at, | do nol wand a lube insered in my nose or moulh, or sungically
placed in my siomach o give me food.

O 1f] have a seious infection, | do not wani anbiolics o prolong my lile. Antibiolics
may be used o ireal a painful infection.

| have aflached addilional direcliors reganding medical ireatment 1o this fanm:
O Yes 0O Ha

Ravisad 1T Fage 1 of 4
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Chronic lliness or Serious Disability (Optional)

hy chronic liness or disabilily can complicale an acube illness, bul should nal be misinterprebed
&5 & temminal condition.

Diagnosis
Corsull my physician
Special direclions [use addilional pages il nec=ssary )

3.

Mt Phicarsd

Health Care Representative (Power of Attorney for Health Care)

My Repres=niative may make all health care decisions for me as authorized in this documenl
and =hall be given access (o all my medical rrcords. This appainbment apples whether | am

expectad o reoaver af nol

| wish to appoint a Represeniastive [ Yes O Ho
A. Primary Representative

| appoint as my Represenafve.
Frifm Faprasniamsaa’s Full Maima

oo sriating & AOOnees

City Etale Zp

Haimia P VoK Phana

My Represenialive’s authorily s effeciive when | cannol make health care decisions or
commurecale my wishes. | may revake this suthority a1 amy me | regain hese abilities
[unimss mry ablending physican and any neceszary eaperis determine | am not capable af
making decisions in mmy own best interest)

If, Tor any reason, | should need a guandian of my person designabed by a cour, | nomirales
my Represaniative, or Alernale Represantaliveds), named below.

. Alternate Ropres eniativeds)

Ik 1. | rewake my Repressntalive's authorily, or

2z, My Represantative becomes urmailing or unable o & lor me; or

3. hy Repressnialive i my spouse and | become l=gally s=paraisd or divorced,
| name the following person(s) as allemales o my Represeniative in the onder listed:

Primi ARsmate Repressrmaive’s Fuol Mame s Prirm Asmate Represarmiabve’s Fol Mame

Address B dresis

Ciry Emie Iip Ciry Elmia Iig
Haima Phoms Work Phone Hesma Phoms Wark Phane

Revisad [&M1T Fage 2 of 4
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4. Signing and Witnessing this Advance Directive
A, Your Signature

Ask two people o walch you sign and have them sign below. If you can, i's best to sign this
document in fromt of a Nolary Public.

| rewoke ary priar bealth care advance dinsctive or direclions.

This document is inlended o be valid in any jurisdiction in which il is presenied.

A wapy af this documenl is inlended o have the same effect as the original.

Those wha acl as | have directed in this documen! shall be free from legal liabiity for
having Tollowed my dirsctions.

If my atending physician is unwilling or unable o comply with my wishes as sised in this
documenl, | direct my care be transfermed o a physician who will.

B L o

=

| sign this document on the day of , 200

Eignaiure Primm Full Mamia

Al i

City S Zip

Heorm P Wik P
B. Ask Your Witnesses to Riead and Sign

| declans thal | am over the age of 18 and the person who signed this documeni has e
ihase healih care advance dvectives in my presence, and appears io be ol sound rni:Tmu
under no duress, raud ar undue mfluence.

1 2.
Eignaiura Diana Egnariure Do
Prirmied kama Prirriead ®ama
Ao Addn-us
City B Zip City Bl g
C. Notarizing This Dotument
ETATE OF COUNTY OF
O this dasy of Hi , i S nawam 0 el (oF satsloaoierly prorsen) Mo b e

PETREN Namad i Tie AIegong NSrument, pireonaly appaartd befons i, & Molary Pubic within and o i
Elmie and Counly alorised, and acknowbeped Tal M oF Shi irgaly and woluntanly execuled thi Sama for ihe
PPt S i Hhiran

Moty Public for Bw Soais of
Rasiding at
Wy OIS SR E0pinas

R D517 Page 3 of 4
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5. Special Directions

A, Spiritual Preferences
My religion My Taith community

Conmact person | wiold like spiftual support O Yes [0 Ma

B. Where | Would Like to be When | Die
O My home O Hospital O Mursing bome O Other

C. Donation of Organs al My Death [check one of the following)c
O I da nat wish io donate any af my body, organs, or Bssus.
O | wish o donarle my entire body.
O | 'wish to donale only the Tollowing (checl all that apgply):
O Any organs, lissues, of body parts [ Hearl O Kidreys O Lungs
O Bone Mamow O Epes O Skin O Liver O Ortheer|s)

D. Afior-Death Care (care of my body, burial, cremation, funeral hame prefersnce)

E. Additional Directions (use additional pages il necessany)

Signatura Date
F. Distributing this Adwvance Directive
| plan to deposit this Advance Directive in the Montana End-ofd ife Registry: Cves Cko

| plan o send copies of s document b e follosing people or locabons

Physicianc Family Membssr: Helabonsip

H Kt

Adddmcs B

City Emie Zip City Emie Zip
Homa Phome WWork Phang Hesmia Phoms WWark Phang
Hospital: Clargy:

HWama Warma

B drises Autd s

Ciy Emie Iip Ciy EBimie Zip
Fhiomne Heormi Phoms Wiork Phane

Feirigdd 51T Fage 4 of 4
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APPENDIX C

SOCIAL MEDIA POST
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DID YOU KNOW??22?
You Have A Choice About Your End of Life Care

The -Cnunt}r Health Center would like to ensure that vour Advance Directive
decisions are on file and available in vour medical record.
Patients that have completed an Advance Directive are asked to please bring us a copy.
Patients that do not have an Advance Directive and are interested in learning more visit:
hitps://prepareforvourcare org/advance-directive-state/mt

https:/‘media dojmt_sov/wp-content/uploadsMy-Choices-Advance-Directive-8.28.17 pdf
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ORGANIZATION POLICY
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DEPARTMENT: Medical

POLICY & PREOCEDUERE TITLE: Advance Directive Screeming & Education

INITIATION DATE:_12-14-20

EEVISION DATE:
APPROVED BY: Earline Lawrence CO0

Purpose:

To provide a systematic method to screen Garfield County Health Center patients for the
presence of Advance Directive.

To ensure that Garfield County Health Center clinicians are provided advance care
planning education.

Policy/Procedure:

All Garfield County Health Center clinicians will complete Belias advance care planning
online education upon hire and then annually.

All Garfield County Health Center patients aged 63 years and older will be asked by the
clinic receptionist as part of the intake process if they have an advance directive.

Patients that report that they do not have a completed advance directive will be asked to
provide the facility a copy to have on file in their medical record.

Patients that report that they do not have a completed advance directive will be provided
a copy of the PREPARE informational brochure and the My Choices Advance Directive
form.
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SITE APPROVAL
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BB County Health Center

Sarah Nordlund,

I am pleased to assist you with your Doctor of Nursing Practice (DNP) professional project at
Montana State University (MSU) Bozeman. You are developing the project related to ad vance
directives to increase the number completed. In the process, you will interact with our patients
and utilize the electronic medical record to access data. Since the @il County Health Center
(GCHC) does not have an Institutional Review Board (IRB), I will accept MSU’s IRB approval.

Thank you for your contact and look forward to hearing your project progress.

Sincerely,

Earline Lawrence
Chief Operating Officer
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EVIDENCE TABLE



EVIDENCE TABLE

Citation: Conceptual Design/ Sample/ Setting Major Variables Measurement of Data Analysis Study Findings Strength
Framework Method Studied and Major Variables of the
Their Definitions Evidence

Amjad, Halima, Transtheoretical | Observational Community- 304 | Personal experience Univariate Mantel-Haenszel 84% had one or more Level IT

Towle, Virginia, Model cohort study participants Stages of change statistics were chi-square test personal experiences or

and Fried, Terri. Readiness for ACP used to describe experience with

"Association of the study others. Personal

Experience with population and experiences were not

Illness and End- characterize the associated with

of-life Care with stages increased readiness for

Advance Care of change for the most ACP

Planning in ACP behaviors. behaviors.

Older Adults."

Journal of the

American

Geriatrics

Society (JAGS)

62.7 (2014):

1304-309. Web.

Ceronsky, L., None Study of a 10 communities Learning collaboratives | Presence of Survey pre and Using three prong Level IV

Shearer, J., palliative care palliative care post education framework confirmed

Weng, K., program program the feasibility of

Hopkins, M., & development building palliative care

McKinley, D. Mentoring calls capacity in rural

(2013). communities.

Minnesota rural
palliative CARE
Initiative:
Building
palliative Care
capacity in Rural
Minnesota.
Journal of
Palliative
Medicine, 16(3),
310-313.
doi:10.1089/jpm.
2012.0324

[4S



Citation: Conceptual Design/ Sample/ Setting Major Variables Measurement of Data Analysis Study Findings Strength
Framework Method Studied and Major Variables of the

Their Definitions Evidence

Christensen, K., None Qualitative 2 Primary Care Feedback on ICSI and Transcription of Thematic Analysis | Both forms should be Level 111

Winters, C., Study Settings Jumpstart forms audio recordings made easier to use with

Colclough, Y., from focus Iterative Process clearer language.

Oley, E., & Mixed 19 patients groups

Luparell, S., Method 16 healthcare

(2019). Advance Design and professionals Observations

Care Planning in Community coded and themes

Rural Montana: Based aligned

Exploring the Participatory

Nurse's Role. Research

Journal of

Hospice and

Palliative

Nursing, 21(4),

264-271.

Detering, K. M., none Randomized University Usual care Wishes respected | Stata family members of Level 1

Hancock, A. D., control trial hospital Usual care + ACP at death version 9.2 patients who died had

Reade, M. C., & 309 patients age interventions 5 question patient | ttests significantly less stress

Silvester, W. 80 and older satisfaction Mann-Whitney U (intervention 5, control

(2010). The survey tests. 15; P<0.001), anxiety

impact of Hospital anxiety %2 tests or Fisher (intervention

advance care
planning on end
of life care in
elderly patients:
randomised
controlled

trial. BMJ
(Clinical
research

ed.), 340, c1345.

https://doi.org/10
.1136/bmj.c1345

and depression
scale

exact tests

0, control 3; P=0.02),
and depression
(intervention 0,
control 5; P=0.002)

€S


https://doi.org/10.1136/bmj.c1345
https://doi.org/10.1136/bmj.c1345

Citation: Conceptual Design/ Sample/ Setting Major Variables Measurement of Data Analysis Study Findings Strength

Framework Method Studied and Major Variables of the
Their Definitions Evidence

De Vleminck, A., | None Systematic 8 qualitative Barriers and Facilitators | Data extraction Independent Barriers identified: Level II

Houttekier, D., Review studies, 7 cross for ACP form, Critical assessment difficulties defining the

Pardon, K., sectional studies Skills Programme right moment, attitude

Deschepper, R., that the patient should

Van Audenhove, initiate ACP fear of

C., Vander depriving patient of

Stichele, R., & hope.

Deliens, L.,

(2013). Barriers

and facilitators

for general

practitioners to

engage in

advance care

planning: A

systematic

review.

Scandinavian

Journal of

Primary Health

Care, 31(4), 215-

226.

Fahner, J., None Systematic 82 articles Patient’s perspectives Cochrane and Thematic analysis- | A framework for ACP Level I

Beunders, A., Review on illness, living well, COREQ 2 authors conversations:

Heide, A., endo of life issues, and preparation, initiation,

Rietjens, J., decision making exploration, and action.

Vanderschuren, Patients appreciate and

M., Delden, J., & understand the benefits

Kars, M., (2019). of ACP conversations

Interventions and also feel they are

Guiding Advance difficult.

Care Planning
Conversations: A
Systematic
Review. Journal
of the American
Medical
Directors
Association,
20(3), 227-248.
doi:10.1016/j.ja
mda.2018.09.014

125



Citation: Conceptual Design/ Sample/ Setting Major Variables Measurement of Data Analysis Study Findings Strength

Framework Method Studied and Major Variables of the
Their Definitions Evidence

Garrido, M., None Interviews Advance cancer Quality of life, Baseline Stratification Documenting Level 11T

Balboni, T., 336 patients patients and estimated costs of care interviews, Mean incremental | preferences against

Maciejewski, P., caregivers received in the week quality of life effects resuscitation in medical

Bao, Y., & before death, heroic rater, charlson orders may be beneficial

Prigerson, H. measures, DNP comorbidity to patients.

(2015). Quality index,

of Life and Cost demographics

of Care at the

End of Life: The

Role

of Advance Dire

ctives. Journal of

pain and

symptom

management, 49(

5), 828—

835. https://doi.o

rg/10.1016/j.jpai

nsymman.2014.0

9.015

Gazarian, P. None Examination Data analysis 348 190 ACP claims Examination of N/A The number of ACP Level II

(2020). Uptake of ACP claims from a 20% random the total number claims increased from

and Trends in the by CPT codes sample of fee-for- of claims 137 079 in 2016 to

Use of Medicare
Advance Care
Planning Visits.
Health Services
Research,
55(S1), 16-16.
doi:10.1111/1475
-6773.13344

service (FFS) Medicare
beneficiaries
continuously enrolled
from 2016 to 2017

348,190 in 2017, an
increase of 154%.

9


https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1016%2Fj.jpainsymman.2014.09.015&data=02%7C01%7C%7C7b2235cf8775455766a008d86a044171%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637375913786165681&sdata=WnWhL0JtBFGAid1lyIegL7%2BHbWOPxE18CvoTDehw1HQ%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1016%2Fj.jpainsymman.2014.09.015&data=02%7C01%7C%7C7b2235cf8775455766a008d86a044171%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637375913786165681&sdata=WnWhL0JtBFGAid1lyIegL7%2BHbWOPxE18CvoTDehw1HQ%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1016%2Fj.jpainsymman.2014.09.015&data=02%7C01%7C%7C7b2235cf8775455766a008d86a044171%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637375913786165681&sdata=WnWhL0JtBFGAid1lyIegL7%2BHbWOPxE18CvoTDehw1HQ%3D&reserved=0
https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1016%2Fj.jpainsymman.2014.09.015&data=02%7C01%7C%7C7b2235cf8775455766a008d86a044171%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637375913786165681&sdata=WnWhL0JtBFGAid1lyIegL7%2BHbWOPxE18CvoTDehw1HQ%3D&reserved=0

Citation:

Conceptual
Framework

Design/
Method

Sample/ Setting

Major Variables
Studied and
Their Definitions

Measurement of
Major Variables

Data Analysis

Study Findings

Strength
of the
Evidence

Heyland, D.,
Barwich, D.,
Pichora, D.,
Dodek, P.,
Lamontagne, F.,
You,J. I,
Tayler, C.,
Porterfield, P.,
Sinuff, T.,
Simon, J.,
ACCEPT
(Advance Care
Planning
Evaluation in
Elderly Patients)
Study Team, &
Canadian
Researchers at
the End-of-Life
Network
(CARENET)
(2013). Failure to
engage
hospitalized
elderly patients
and their families
in advance care
planning. JAMA
internal
medicine, 173(9),
778-787.
https://doi.org/10

-1001/jamaintern
med.2013.180

None

Prospective
Study

12 acute care
hospitals

278 patients
225 family
members

Expressed preferences
and orders of care
documented in the
medical record

Patient and
family interview
and questionnaire

Percentages
Wald Approach

Communication with
healthcare professionals
and documentation of
end-of-life wishes is
inadequate

Level 11T
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Framework Method Studied and Major Variables of the
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Houben, C., None Systematic 55 studies Completion of advance Predefined data PEDro scale- 2 ACP interventions Level 1

Spruit, M. A., Review and directives, occurrence abstraction form independent increase the completion

Groenen, M., Meta-Analysis of end-of-life reviewers. of advance directives

Wouters, E., & discussions, preferences Random effects

Janssen, D. for care, delivered care, model

(2014). Efficacy knowledge of ACP,

of advance care quality of

planning: a communication,

systematic satisfaction with

review and meta- healthcare, decisional

analysis. Journal conflict

of the American

Medical

Directors

Association, 15(7

), 477-489.

https://doi.org/10

.1016/j.jamda.20

14.01.008

Howard, M., None Cross- 117 family Perceived barriers 7-point scale Percentages and Physicians rated Level 111

Bernard, C., sectional, self- | physicians relating to the clinician. | questionnaire continuous insufficient time,

Klein, D., Elston, administered 64 other health Characteristics of variables inability to

D., Tan, A., study professionals patients electronically transfer

Slaven, M., System factors Thematic content the advance care plan

Barwich, D., across care settings,

You, J., Heyland, decreased interaction

D. (2018). with patients, patient’s

Barriers to and
enablers of
advance care
planning with
patients in
primary care:
Survey of health
care providers.
Canadian Family
Physician, 64(4),
E190-E198.

difficulty understating
limitations and
complications of
treatment.

Other healthcare
professionals report
their own lack of
knowledge.

LS
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Kermel- None Systematic 37 articles Subjective and Standardized Reviewed by two Increased effort should Level I
Schiffman, 1., & Review objective knowledge forms independent be invested in
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advance care review in term of
planning: A their main
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and
geriatrics, 73,
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Lund, S., Analytic Systematic 13 Papers Barriers and facilitators | Explanatory Structured Interventions most Level II
Richardson, A., Framework Review to the implementation Review approach to likely to meet with
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(2015). Barriers Process Theory around ACPs. make elements of ACP
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Planning at the
End of Life: An
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Systematic
Review of
Implementation
Studies. Plos
One, 10(2).
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complex and time
pressured clinical
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Sharp, Tim, Gold Standards | Systematic 26 articles Review questions- Gough’s Weight Independent Individuals appreciatea | Level I

Moran, Emily, Review individual’s attitudes, of Evidence Review chance to discuss end-

Kuhn, Isla, & individuals preferences, | Criteria of-life care. Most

Barclay, Stephen. professionals attitudes, professionals believed it

(2013). Do the professionals attitudes was their responsibility

elderly have a to diming, barriers to to initiate discussions.

voice? Advance and facilitators, if Barriers included

care planning discussions are held reluctance of family

discussions with members and passive
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individuals: A

systematic

literature review

and narrative
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General

Practice,

63(615), E657-

E668.

Silveira, M., None Data from the 3746 individuals Association between Multivariable Researcher Patients that had Level 2
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Outcomes of
Surrogate
Decision Making
before Death.
The New
England Journal
of Medicine,
362(13), 1211-
1218.

surrogate making

associated with their
preferences.
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McNeilly, M., random family members rankings of 9 major SAS software achieving a sense of
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Barnes, D. care planning
(2019). Engaging documentation.
diverse English-
AND Spanish-
Speaking older
adults in

Advance Care
planning: The
prepare
randomized
clinical Trial
(FR421D).
Journal of Pain
and Symptom
Management,
57(2), 413.
doi:10.1016/j.jpa
insymman.2018.
12.127

09



Citation: Conceptual Design/ Sample/ Setting | Major Variables Measurement of | Data Analysis Study Findings Strength
Framework Method Studied and Major Variables of the

Their Definitions Evidence

Yadav, K. N, none Systematic 150 studies Advance directive Logistic Descriptive The prevalence of Level 1

Gabler, N. B., review reviewed completion regression statistics advance directives in
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