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ABSTRACT 
 
 

Background: Leading American health organizations have emphasized the necessity of 
promoting end-of-life conversations in health care settings. Yet the rates of these conversations 
remain woefully low across all settings, including primary care. Advance directives (AD) are 
documents that relay the degree of medical care desired by a patient. Thus, ADs are a practical 
and appropriate approach that can be used by primary care providers for initiating end-of-life 
conversations with their patients. 

Purpose and Methods: The purpose of this DNP project was to increase the rates of 
advance directive (AD) conversations between providers and their patients in a primary care 
setting. The project used provider training instruments that were developed within a scientific 
framework. These instruments included: 1) a tutorial on the appropriate use of AD related CPT 
codes, 2) a documentation guide for advance care planning, 3) a conversation guide for 
discussing ADs with patients, and 4) education on the use of the (AD) form. These instruments 
were delivered over eight weekly video tutorials and in-person question and answer sessions.  

Results: The rates of end-of-life conversation at the clinic, as reflected in advance care 
planning (ACP) documentation and scanned AD forms in EMRs, increased from 12% of patients 
to 35%. The project also improved patient care and generated revenue for the organization 
through the utilization of Current Procedural Terminology (CPT) codes related to advanced 
directive conversations.  
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CHAPTER ONE  

INTRODUCTION 

Problem 

When people are critically ill, they are unable to speak for themselves about the extent 

and type of medical interventions they would like to receive. Consequently, families and health 

personnel are forced to make difficult decisions on behalf of patients during urgent and emergent 

situations and under difficult circumstances. The advent of COVID-19 brought to light the lack 

of advance care planning (ACP) by patients and providers. While working as a critical care nurse 

at a local community hospital during the pandemic, this doctor of nursing practice (DNP) student 

witnessed that many patients with COVID-19 infections, including those on ventilators in 

intensive care units (ICUs), did not have advance directives (ADs) in place.  

A preliminary review of electronic medical records (EMRs) for inpatient care at the same 

local hospital showed that fewer than 30% of patients referred to palliative care had ADs. This 

finding aligns with a study by Yadav et al. (2017) that demonstrated only about 30% of adults in 

the United States (US) have any form of advance directive.  

Primary care providers (PCPs) are often on the front line of patient care. They usually 

manage a patient panel, see these patients more often than other providers, and are more likely to 

develop strong relationships with their patients. The primary care setting is conducive to the 

development of medical treatment plans that are driven by both the patient and the provider. This 

makes PCPs the ideal clinicians to initiate conversations about ADs. However, a preliminary 

review of records at this DNP student’s project site found that these conversations often did not 
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take place, which can cause patients to receive levels of care beyond what they would have 

desired when they are seriously ill. 

Background 

Unexpected accidents and death can happen at any age. Families and health care 

providers often face difficult decisions when they do not know a patient’s preferences regarding 

end-of-life care. For example, many elderly people who are placed on a ventilator for an 

extended period after becoming seriously ill with COVID-19 have a low probability of returning 

to their baseline of health and function (Curtis et al., 2020; Huttmann et al., 2018; Steenbergen et 

al., 2015). Thus, families and caregivers face a challenging medical decision-making process 

during a highly stressful event. In the absence of an AD, they are forced to decide whether or not 

to withdraw life-sustaining treatments without input from the patient. Distress from a difficult 

and prolonged end-of-life process can have a negative long-term impact on families 

(Steenbergen et al., 2015).  

An AD is a document that expresses a patient’s wishes in regard to the level of medical 

care they would like to receive. It also designates a spokesperson for if and when a patient is 

unable to speak for themself. Ideally, an AD is completed when people are well and have the 

capacity to make medical decisions in a clear and cogent manner. Over the last two decades, the 

rise in awareness of ADs has led to public health and community-wide initiatives promoting AD 

conversations. Excellent examples of such initiatives include Five Wishes, Honoring Choices, 

and Respecting Choices (Centers for Disease Control and Prevention [CDC], n.d.). 

The primary care setting is an ideal place to initiate the discussion of an AD. PCPs have a 

pivotal role in initiating this important and necessary conversation. A unique advantage of PCPs 
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is that they often know their patients well and see them more often and consistently than other 

medical providers. The literature suggests that AD conversations should take place during a 

patient’s annual or wellness visit, rather than during a visit that focuses on a patient's complex 

health problems (Marino et al., 2021; Desai et al., 2018; Holland et al., 2017). 

This DNP student’s experience taking care of COVID-19 patients in an ICU inspired the 

pursuit of this proposed project. The project site was a community hospital with primary care 

provider practices within the organization. The vision of the organization was to provide health 

care services with integrity and trustworthiness. Thus, an increased rate in AD conversations 

supported the hospital’s vision. It also had the potential to help the organization provide 

appropriate levels of care according to the desires of the patients it served.  

Significance of the Clinical Problem 

People with serious or debilitating chronic illnesses can experience a loss of quality of 

life, increased family stress, and psychological burdens (Aldridge & Bradley, 2017). Quality of 

life is diminished when critically ill patients face prolonged ventilation or vegetative state in a 

long-term care facility (Huttmann et al., 2018; Steenbergen et al., 2015). Family, friends, and 

relatives, who often serve as caregivers, may experience stress, guilt, or depression (Martz & 

Morse, 2017; Ornstein et al., 2016). 

According to Aldridge and Bradley (2017), the cost of end-of-life care among Medicare 

beneficiaries increases relative to the number of comorbid health conditions. The cost of 

caregivers and the loss of workdays among patient family members are often overlooked in 

caring for patients with serious illnesses or debilitating health conditions. Ganapathy et al. (2015) 

found that family caregivers who took care of stroke victims experienced increased work 
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restrictions and levels of absenteeism. The estimated cost of lost productivity for each of those 

family caregivers was greater than $10,000 (Ganapathy et al., 2015).  

An increase in the rate of AD conversations aligns with recommendations of leading 

health organizations, which encourage providers to talk to their patients about their future care 

(Institute of Medicine [IOM], 2015; CDC, 2020; Centers for Medicare and Medicaid Services 

[CMS]; 2019). In addition, the increase in prevalence of AD conversations may alleviate some of 

the financial burden on individuals and families (Ganapathy et al., 2015; Martz & Morse, 2017; 

Ornstein et al., 2016).  

Medicare reimburses for AD conversations (Brull, 2019; Garner-Huey, 2016). The DNP 

student identified two billable Current Procedural Terminology (CPT) codes (99497 and 99498) 

related to AD conversations. A preliminary review of records at the project organization showed 

that these codes are underutilized. Utilization of these codes served a financial incentive for the 

clinic to promote this project. In addition, code utilization provided a project performance 

measurement. 

Practice Change 

The student’s project went beyond provider education to inspire practice change. The 

project included metrics that determined whether provider training increased the rates of AD 

conversations. The metrics included utilization of AD-related CPT codes that offered the 

organization economic incentives to provide end-of-life conversations. In addition, monitoring of 

AD conversations provided a systematic review of the improvement process. 

Dissemination of the project included drafting policy that established guidance and 

expectations on when AD conversations were to be conducted. The proposed project aimed to 
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change the primary care clinic’s practice on how and when providers conduct end-of-life 

discussions with their patients. Ideally, the change would motivate providers to include AD 

conversations as part of routine patient care.  

Provider training instruments were constructed based on a scientific framework that 

included the best evidence-based practice tools. The tools aided providers to initiate end-of-life 

conversations with their patients. In order to reach the aims of the project, the student utilized a 

multi-pronged strategy that incorporated provider training, implementation of tools to facilitate 

AD conversations, and monitoring of AD conversations. Ideally, these approaches would lead to 

a dramatic system change. 

Description of the Proposed Intervention 

The goal of this project was to increase the AD conversation rate between providers at a 

selected primary group at a community hospital and their patients aged 50 years and above. In 

order to achieve this goal, provider training aligned with the following aims: 1) increase the rate 

of AD conversation between providers and patients in the primary care setting, and 2) create a 

sustainable process through which these conversations can occur.  

The provider training consisted of four main elements: support to improve documentation 

of ACP, a tutorial on the appropriate use of CPT codes related to AD conversations, a 

conversation guide, and education on the use of the Montana AD form (Appendix A—My 

Choices). The training instruments included handout guides to AD conversations, AD-related 

CPT codes, ACP documentation, and AD forms. In addition, the student created a laminated 

patient AD information sheet (Appendix B), which aided providers to initiate AD conversations. 

The AD information sheet was created at a fifth-grade reading level in order to meet the 
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American Medical Association recommendations for patient education materials (Hersh et al., 

2015). The success of the provider training was measured by the following outcomes: the 

number of ACP notes recorded during patient visits, the use of AD-related CPT codes, and the 

number of ADs in patient records following initiation of the project. These measurements helped 

quantify the rate of AD conversations between providers and patients. 
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CHAPTER TWO 

REVIEW OF THE LITERATURE 

Introduction 

The student conducted a review of the literature to gain insight into the history of the AD 

and an understanding of the consensus of current utilization of AD conversations between health 

care providers and patients. The first landmark of AD promotion was the development of the 

Patient Self Determination Act—federal legislation that defined the role of the health care 

provider in discussing future medical care with patients and informing them of their right to 

make such decisions (Patient Self Determination Act of 1990).  

The 2015 Institute of Medicine (now known as the National Academy of Medicine) 

report Dying in America defined the role of ACP and the AD in the standard of care (IOM, 

2015). The report expressed that utilizing ACP and the AD are a part of patient-centered, 

informed, and shared decision-making during end-of-life care. ACP is defined as “part of the 

therapeutic relationship between healthcare providers, patients, and families” (Henage et al., 

2021, p.355, para 1).  

The student’s review of the literature revealed that the rate of AD utilization is low in the 

United States. In a systematic review, Yadav et al. (2017) found that only 30% of adults in 

America have a type of AD. Among respondents of a Kaiser Health Foundation tracking poll, 

89% said providers should initiate end-of-life discussions with patients. However, only 17% 

reported that their providers had initiated such conversations (Kaiser Family Foundation, 2015). 

Similar findings were identified in a study by Risk et al. (2019). In this inquiry, patients reported 
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that their providers did not mention the AD during office visits, or that patients had no 

knowledge of the AD. Providers in these studies reported that they often did not know how to 

initiate conversations about AD, citing a lack of confidence and a need for training in 

communication skills regarding AD (Risk et al., 2019).  

The gap between recommendations and the low rates of AD conversations suggests 

patients are missing an important opportunity to plan for their future care. The experience of 

witnessing a loved one dying can be traumatic, and it can impact family, friends, and an entire 

community (Martz & Morse, 2017; Ornstein et al., 2016). AD conversations with a trusted health 

provider in a calm clinical setting can help alleviate the financial burden, stress, and emotional 

turmoil of end-of-life care.  

Literature Search Methods 

The student conducted a literature review utilizing the following databases: CINAHL, 

Joanna Briggs Institute, Cochrane Library, Google Search, Google Scholar, Web of Science, 

Pub-Med, PsycINFO, ProQuest, and UpToDate. The publication date range was limited to 2011 

to the present. Keywords utilized included: “advance directives,” “advance directive 

conversations,” “advance care planning,” “primary care,” “primary care clinics,” “end-of-life,” 

“advance care planning interventions,” “barriers and enablers,” and “ACP training programs.”  

The student contacted two authors of pilot studies to inquire about full study reports or 

published final articles but received no response. The student explored gray literature from 

national organizations, pre-publication studies, presentations, posters, and conference abstracts. 

The student included studies that had both AD conversations and ACP processes.  
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Out of 25 articles, a total of 13 were selected to support the quality improvement project 

aimed at increasing AD conversations in a primary care clinic. These articles included four 

systematic reviews, one meta-synthesis, one single randomized controlled trial (RCT), four 

quality improvement (QI) initiative/descriptive studies, one quasi-experimental study, one cohort 

study, and one mix-methods study. The student considered the hierarchy of evidence and 

selected four systematic reviews and one RCT for their high level of evidence. One meta-

synthesis provided great insight into barriers and enablers for AD conversation by synthesizing 

qualitative studies that looked specifically at AD conversations. Three QI initiative studies and 

one cohort study were included because they demonstrated how AD interventions work in an 

individual clinic or an organization.  

The strengths of four systematic reviews and one RCT (n=415) included a high quality 

and high level of evidence necessary to support AD conversations in primary care clinics. All 

systematic review literature demonstrated robust search methods using critical appraisal tools to 

find evidence in the studies and statistical analyses to determine the rigor of the studies. 

Furthermore, these reviews specifically examined AD conversation utilization and effectiveness 

in primary care settings.  

The weaknesses of the systematic reviews stem from a lack of clinical guidelines for 

providers in implementing AD conversations. All non-RCT studies had small sample sizes, 

which limits the generalizability of the study findings. One RCT and one QI study were funded 

by the study authors’ own organizations (Sudore et al., 2017, Marino et al., 2021). Therefore, the 

results of these studies may not be generalizable for small organizations with limited funding 

sources. Funding can also be a source of bias. 
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Themes Identified in the Literature 

All included studies used a definition of ACP and AD. ACP was commonly explained as 

a process during which a provider and a patient discuss a plan of future care including an AD 

(Yadav et al., 2017, Chan et al., 2019; Holland et al., 2017; Sudore et al., 2017; Marino et al., 

2021). AD is defined as “a legal record also known as a living will, which details desired future 

medical treatment and identification of an advocate, who can make decisions when the patient 

may lack the capacity to do so” (Solis et al., 2018, p. 270). Yadav et al. (2017) described 

“advance directives, typically, in the form of living wills and health care powers of attorney” (p. 

1244). The literature identified was organized into the following themes in relation to AD in a 

primary care setting: 

• The primary care clinic as an ideal setting,  

• Age for AD conversations, 

• Barriers and enablers for AD conversations, and 

• Types of clinics visits that support AD conversations. 

The Primary Care Clinic as an Ideal Setting 

Studies identified several types of settings utilized for AD conversations including 

primary care clinics, general practices, family practices, and outpatient oncology clinics (Holland 

et al., 2017; Myers et al., 2018; Desai et al., 2017; De Vleminck et al., 2018). There was a strong 

consensus that the primary care clinic is the most ideal setting. Research findings emphasized 

that the primary care setting best accommodates AD conversations because of the long-term 

relationships between providers and patients. That relationship is built on years of managing an 

individuals’ physical health and the familiarity of patient lifestyles, preferences, and health 
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beliefs (Holland et al., 2017; Risk et al., 2019; De Vleminck et al., 2018). Yet there were no 

studies conducted that compared primary care clinics with acute care settings or other health care 

settings in regard to differences in AD conversation outcomes. However, one can extrapolate 

from the literature that AD conversations are more likely to take place at primary care clinics 

than in other settings.  

Age for AD Conversations  

Among studies included in the synthesis of the literature, the most common age range of 

study participants was 50 years of age and older. There were several reasons cited as to why this 

was the case (Holland et al., 2017; De Vleminck et al., 2018; Hare & Jerome-D’Emilia, 2019; 

Marino et al., 2021). First, the authors claimed that these patients comprise the largest patient 

population at primary care clinics. Second, the population has been shown to have an increased 

risk for at least one chronic health condition including hypertension, diabetes, and heart disease. 

These chronic diseases can lead to major health events including heart attack and stroke (CDC, 

2020). Third, this patient demographic requires more medical care than people without chronic 

diseases.  

PCPs are the key health care personnel that manage a person’s chronic illnesses. It is 

predicted that the aged 50 and older demographic will continue to grow in the United States. 

PCPs have an important role to initiate AD conversations and meet the health care needs of that 

population (Sudore et al., 2017; Marino et al., 2021).  

While the studies focused on people aged 50 and older, there was limited evidence 

indicating that AD conversations should start with people younger than 50, aside from those who 

are critically ill. One QI pilot study selected participants who were 21 and older for AD 
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conversations (Desai et al., 2018). The study took place in outpatient oncology clinics with 

younger populations with cancer diagnoses or terminal illnesses. Although AD conversations are 

an important factor of care for seriously ill young people, targeting this general age population in 

a primary care setting may not be as effective as targeting those over 50. Yadav et al. (2019) 

explained that younger populations may not have health concerns or the chronic illnesses that 

trigger AD conversations. The topic gains relevance as people age. 

Barriers and Enablers for AD Conversations  

Studies found barriers and enablers for AD conversations at the level of providers, 

patients, and systems. Key barriers included a lack of knowledge and provider training for the 

AD conversations and time constraints. Key enablers were organizational support for provider 

training and information technologies. Risk et al. (2019) suggested that identifying and resolving 

these barriers can help facilitate AD conversations. 

 
Barriers. Providers reported that they need knowledge and training to help facilitate AD 

conversations (Fahner et al., 2019). Providers also reported they felt uncomfortable and had 

anxiety about hurting their relationship with their patients by bringing up uncomfortable topics 

(Risk et al., 2019). Time constraint was another reported barrier. Providers in the studies 

expressed that some patients have complex health conditions that require significant clinical time 

to address (Risk et al., 2019). Adding an AD conversation has the potential to increase the 

demands on providers who may be behind schedule. 

Patients reported a lack of knowledge about ADs, and the idea of end-of-life seemed 

irrelevant to some of them. They also felt providers, not patients, should initiate the 
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conversations, which researchers called “role confusion.” At the systems level, barriers included 

a lack of structure and funding for provider AD training (Risk et al., 2019).  

Enablers. Standardization of AD patient education was an important enabler. In a quasi-

experimental study (n=40), 85% of patients who received standardized information sessions 

completed an AD (Holland et al., 2017). Provider training on AD conversations increased 

knowledge, confidence levels, and communication skills supporting AD conversations (Chan et 

al., 2019; Solis et al., 2018). Studies showed provider training that included the use of CPT codes 

related to AD led to a 100% increase in the number of ACP conversations between providers and 

patients (Henage et al., 2021).  

Systems can also promote AD conversations. A systematic review found that a computer-

generated reminder prompted providers to initiate AD conversations with patients who wanted to 

engage in such conversations (Marino et al., 2021; Solis et al., 2018). Studies found an 

organization’s culture of supporting ACP and AD training with capital and human resources was 

an important driver for AD practice improvement (Risk et al., 2019, Chan et al., 2019). 

Types of Clinic Visits That Support AD Conversations 

Studies found that AD conversations at primary care clinics were likely to occur during 

post-inpatient appointments, wellness examinations, annual visits, and follow-ups. The literature 

was consistent in that these types of visits easily allow AD conversations in a context of 

reviewing general health and health prevention. In addition, conversing with patients when they 

are healthy or relatively healthy in less time-constrained environments was beneficial (Holland et 

al., 2017; Sudore et al., 2017; Hare & Jerome-D’Emilia, 2019; Marino et al., 2021). Though 

evidence of clinical guidelines for AD conversations is limited in the literature, CMS clearly 
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recommends providers have AD conversations during wellness examinations and preventive 

visits (CMS, 2019). 

Chapter Summary  

Discussions regarding ADs in the primary care setting remain woefully low. The 

student’s review of the literature revealed primary care clinic patients aged 50 years and older 

are most likely to benefit from ACP and AD conversations. Yet, evidence supports the need for 

practice change within the primary care setting to increase the prevalence of AD among these 

patients. 

The student’s review of literature revealed evidence that patients are more likely to have 

an AD when they have been prompted to consider an AD by health care providers at a primary 

clinic. Studies demonstrated AD training for providers is linked to a higher rate of engagement 

by providers and patients and higher patient satisfaction scores after AD conversations. In 

addition, AD conversations increased the rate of AD completion. The most effective AD 

intervention was provider AD training (Marino et al., 2021; Hare & Jerome-D’Emilia, 2019; 

Sudore et al., 2017). 

The primary care setting was identified as the most ideal for AD conversations for several 

reasons. The primary care setting allows for patient and provider interaction in environments that 

are conducive to developing carefully constructed medical treatment plans. PCPs uniquely 

provide holistic care that encompasses physical health, lifestyle, and health beliefs. They manage 

chronic illnesses and facilitate future care planning.  

Research findings revealed barriers that may prevent AD conversations in primary care 

settings. Providers in the studies reported a lack of knowledge and training about AD 
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conversations. Enablers included systems support for provider training for AD conversations and 

information technology that prompted AD conversations. These findings supported the student’s 

project, which included provider training on AD conversation guides, the utilization of a 

standardized AD form, and appropriate utilization of AD-related CPT codes for billing AD 

conversations.  
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CHAPTER THREE 

THEORETICAL FRAMEWORK 

Knowledge-To-Action (KTA) Model  

The KTA framework was originally developed by Graham et al. (2006) at the University 

of Ottawa to provide conceptual clarity about how knowledge is used in clinical practice. 

Graham et al. (2006) found that knowledge, often from research, is not used properly, and 

patients did not receive benefits from such knowledge in a timely manner in clinical settings. 

Since then, the KTA framework has been widely used to guide health organizations to 

implement knowledge products to improve health outcomes (White et al., 2020). 

Graham et al. (2006) described the concept of the KTA process in terms of liquid. 

Knowledge, like liquid, starts to run at the top of the funnel and is refined as usable tools and 

products at the bottom of the funnel. The KTA framework consists of two components: 

knowledge creation and the action cycle. Knowledge creation occurs at the top of the funnel in 

which a knowledge producer reviews, interprets, and synthesizes the knowledge. In this 

component, knowledge goes through three stages: knowledge inquiry, knowledge synthesis, and 

knowledge products. Knowledge inquiry is described as the process of seeking knowledge by 

posing questions about a problem. Knowledge synthesis means refining knowledge by reviewing 

literature. The final stage is developing knowledge tools and products that are ready to be used in 

the action cycle. 

The action cycle of KTA is the outer circle of the conceptual funnel, and it has seven 

phases. The seven phases of the action cycle are 1) identify the problem, 2) adopt knowledge to 
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local context, 3) assess barriers, 4) select and tailor interventions, 5) monitor knowledge use, 6) 

evaluate outcomes, and 7) sustain knowledge use (Graham et al., 2006). Each phase is influenced 

by users as they apply knowledge to their actions. This is a deliberate process to implement new 

actions and strategies to change ways of doing things for better outcomes (White et al., 2020). 

The KTA framework has been widely used in health care systems to guide the process of 

knowledge translation into practice to improve health outcomes (Field et al., 2014; Moore et al., 

2020). In a recent study, White et al. (2020) used the KTA framework to implement the use of a 

World Health Organization (WHO) surgical safety checklist in Cameroon. The authors described 

how they closely followed the KTA framework to address a gap between the lack of safety 

checklist use in operating rooms and evidence-based guidelines.  

Using the KTA model’s knowledge creation component, the authors described the three 

knowledge stages. First, they learned that a surgery safety checklist can save many lives. Second, 

they conducted a systematic review and meta-analysis. Third, they created training courses to 

educate operating staff on how to use the checklist.  

The study went on to describe how the KTA’s action cycle led to the implementation of 

the surgical safety checklist. First, they identified the problem, which was a lack of a surgical 

safety checklist. In phase 2, the operating staff in each local hospital in Cameroon adopted the 

WHO checklist items that fit their culture and values. In phase 3, training courses on how to use 

the checklist were provided, and barriers in use of the checklist were identified. In phases 4 and 

5, the researchers monitored how the checklist was being used. When they found the checklist 

was not being used appropriately, they provided more specific training. In phase 6, they 

evaluated the outcomes by measuring the rate of utilization of the checklist and safety processes. 
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In phase 7, they discussed how to sustain the use of the checklist and disseminate it to hospitals 

across the country (White et al., 2020). 

KTA Framework as a Good Fit 

The student chose the KTA framework to implement provider training at the primary care 

clinic in order to increase AD conversations between providers and patients. The KTA 

framework fit well with the student’s project because it included organized steps that can be 

followed to implement provider training and the instruments used in improvement efforts. The 

KTA’s knowledge creation was discussed in chapter 2 of this paper. In this student’s project, the 

action cycle began with the problem identification in phase 1. Implementation of provider 

training aligned with phases 2 to 5. Evaluation of outcomes and sustainability aligned with 

phases 6 and 7.  

Setting and Participants 

The clinic site was an internal medical clinic located in Missoula, Montana. The clinic 

staff included five physicians and one family nurse practitioner. Additional staff included four 

licensed practical nurses, two medical assistants, three receptionists, a pharmacist, a social 

worker, and an operational manager. The clinic was located at a local medical center that 

performs diagnostic tests and imaging. The medical center included operating rooms, an 

emergency department, and 151 staffed beds (American Hospital Directory, 2021). The 

participants were the six providers at the clinic. 
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Population of Focus 

The clinic serves an average of 140 patients a week. One provider’s patients are mostly 

aged 70 or older. Other providers serve patients with an average age of 50. The clinic operates 

Monday through Friday and is closed during observed holidays. The clinic provides care to 

people in Missoula, Missoula County, and the adjacent areas. Population demographics are 

consistent with the description of the US Census Bureau report. As of 2019–2020, 16.2 percent 

of people in Missoula County were 65 years of age and older, while 60.2 percent of people were 

between 18 and 65 years of age. In this population, 91.7 percent were white, and 8.3 percent 

belonged to one or more minority groups (U.S. Census Bureau, 2021). 

Problem 

Following the KTA action cycle phase 1, the student identified the problem. A 

preliminary report showed that fewer than 30% of patients in the ICUs of the organization had 

ADs in their EMRs. That may have indicated that many providers did not talk effectively about 

ADs during patient visits. Further questioning revealed that there was no provider training in 

place on how to initiate effective AD conversations. A systems-level change was needed for 

PCPs in order to increase and improve AD conversations with their patients. 

Implementation Plan 

Prior to implementation, a project team was created to assist providers in the correct use 

of AD instruments. The project team consisted of three members. The student was the project 

leader. A nurse practitioner at the primary clinic was the champion user of instruments. The 
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organization’s palliative care nurse practitioner served as project advisor. The champion user 

acted as a fast adopter to reinforce the knowledge and actions. The project team shared the aims, 

the purpose, and SMART goals of the project and reinforced them as the project proceeded. 

The student planned the implementation prior to the official launch day. Preparation of 

the event took place from December 1, 2021 through January 14, 2022. A project action plan 

was created to assign tasks, set due dates, and describe the roles of project team members and 

participants. An implementation checklist was utilized to assure details of preparation for the 

launch date. The implementation took place from January 17 through March 11, 2022.  

The student created a checklist to guide the project team during preparation for the 

project launch date. The purpose of the checklist was to help the project team meet their 

objectives and due dates and to promote a smooth implementation. The checklist was provided to 

the project team members via email by December 15, 2021. 

Aims of the Project 

The aims of the project were to 1) increase the rate of AD conversation between 

providers and patients in the primary care setting and 2) create a sustainable process through 

which these conversations can occur.  

Specific, Measurable, Attainable, Realistic, Time-Bound (SMART) Goal 

The student utilized the SMART framework to guide the project to achieve its goal. The 

SMART goal was for providers receiving AD training to engage in AD conversations with 80% 

of their patients aged 50 and older presenting for appointments by the end of the project date on 

March 11, 2022. The implementation included three measurements. SMART goals for each 

instrument included the following: 
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• Providers receiving AD training record ACP documentation for 80% of patients seen 

by the end of the project date on March 11, 2022.  

• Providers receiving AD training record AD-related CPT codes for 80% of patients 

seen by the end of the project date on March 11, 2022.  

• Providers receiving AD training record AD forms in EMRs for 80% of patients seen 

within six months of the implementation.  

The student also utilized a logic model to establish short-term, intermediate-term, and 

long-term outcomes. The primary care clinic aimed for an incremental increase in AD 

conversation by providers. A preliminary report showed that fewer than 30% of patients had 

ADs in their EMRs. Targeting incremental improvement of AD conversation rates was expected 

to help achieve realistic goals. 

In the short term, it was expected that 50% of all providers who received training on AD 

conversations would engage in those conversations with their patients. In order to quantify the 

rate of AD conversations, the following was measured: the number of ACP notes recorded 

during patient visits, the use of AD-related CPT codes, and Montana AD forms recorded in 

EMRs. This short-term goal was expected to be met within eight weeks of project 

implementation.  

In the intermediate term, 70% of all providers receiving training would engage in AD 

conversations with their patients. The outcome measurements would be the same as above. This 

intermediate-term goal was expected to be met within one year of project implementation. 

In the long-term, 80% of all providers receiving training would engage in AD 

conversations with their patients. This long-term goal was expected to be met within two years of 
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implementation. As a result of this provider training, the clinic would obtain a desirable financial 

impact from utilizing and billing AD-related CPT codes as well as improved levels of patient and 

provider satisfaction. 

Methods of Implementation 

The training was implemented for eight weeks between January 17 and March 11, 2022. 

The provider training consisted of four key elements: support to improve documentation of ACP 

(Appendix C), a tutorial on the appropriate use of CPT codes related to AD conversations 

(Appendix D), a conversation guide (Appendix E), and education on the use of the Montana AD 

form (Appendix F). Studies suggested the group training modality is effective to improve 

provider knowledge and communication skills regarding AD conversations (Risk et al., 2019; 

Chan et al., 2019). However, the student chose an individualized training method to best 

accommodate the organization’s policy on group meeting restrictions due to COVID-19.  

The student created a three-minute narrated PowerPoint video tutorial that described the 

education materials and their use. These training handout guides pertained to the four elements 

above and were distributed to providers weekly via email. Each week, the student focused on one 

element to enhance provider learning on a single topic. The student distributed hard copies of the 

education materials to providers during the student’s weekly visits.  

During these visits, the student met with providers individually to discuss their questions 

regarding the weekly element. In addition, the providers could reach the project leader or the 

champion user via email and ask questions. Weekly training focused on one element in order to 

enhance the effective uptake of new knowledge among the providers. Four elements were 
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covered in a month, and the cycle was repeated during the remaining month of the eight-week 

project.  

Instruments Used 

The two key instruments were handout guides and a provider survey. The handout guides 

included AD conversation scripts, tutorials on the appropriate use of AD-related CPT codes and 

documentation of ACP notes, and an explanation of the Montana AD form (My Choices). The 

student adopted validated ACP conversation guides to create an AD conversation tool for 

providers. CPT codes related to ADs are 99497 and 99498. The student created a CPT code 

utilization guide after consulting with a manager at the billing and coding department.  

ACP notes are clinical documentation of AD conversations between providers and 

patients. Guides on ACP notes highlighted in a simple format the elements required for 

appropriate reimbursement. The student provided information on how to use the state’s 

standardized AD from My Choices. These training instruments were drafted in PDF form by the 

student. The student distributed them to providers via email following the weekly 

implementation schedule.  

A post-intervention six-item provider survey was utilized to identify barriers to initiating 

AD conversations, gauge provider comfort and confidence levels, and quantify the rates of AD 

conversations after implementation. The provider survey had two behavioral questions, two 

open-end questions, one five-Likert scale question, and one yes/no question (Appendix G). The 

behavioral questions asked about the frequency of AD conversations and how often providers 

assisted patients to complete AD forms. The five-Likert scale question asked about their comfort 

level in initiating AD conversations after provider training implementation. One question asked 
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providers to rate their likelihood of continuing to use the instruments that assist AD 

conversations with their patients. 

Ethics/Human Subjects 

An Institutional Review Board (IRB) application to Montana State University was 

submitted in December of 2021. The project was designated as an exempt project. Rather than 

working directly with patients, the student’s role in the project was to facilitate the clinic’s QI 

efforts and create patient AD education material, which aided providers to initiate AD 

conversations. The student complied with the Health Insurance Portability and Accountability 

Act. The student utilized aggregated data, which did not include patient identifying information 

such as their medical record numbers, dates of birth, or names. The student stored the completed 

survey and data used for the project in a locked box until the completion of data analysis and 

evaluation. 

Implementation Processes 

Phase 2 Adapt Knowledge 

Aligning with the KTA framework action cycle phase 2, the student adapted knowledge 

in a local context. Rather than choose a new AD form, the clinic chose to adopt the state’s 

standardized AD from My Choices, which is utilized by the larger organization’s palliative care, 

outpatient oncology clinics, and medical floors. The student considered the unique setting and 

characteristics of the clinic, as well as the limitations put in place in response to the COVID-19 

pandemic when designing the provider training. At the clinic, each provider saw between 10 and 

14 patients per day. In order to support the clinic’s busy workflow and accommodate group 
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meeting restrictions due to the COVID-19 pandemic, the clinic and the student chose to provide 

individual instruction on training material through email rather than through group training.  

Phases 3 & 4 Barrier Assessment & Tailoring Intervention  

The next action cycle was barrier assessment. In this phase, barriers to using AD 

instruments were identified. Subsequently, in phase 4, the intervention was adjusted and tailored 

based on the barriers and facilitators found, which is described in greater detail in chapter four. 

Predicated barriers and facilitators can help plan strategies to resolve problems and promote a 

successful implementation process (Graham et al., 2006). The project team predicted the 

following facilitator and barriers:  

Facilitator 

• The organization was equipped with an EMR system that records ACP notes, AD 

forms, and CPT code entries. 

Barriers 

• Provider time constraints were the most predictable barrier for patient AD 

conversations.  

• Adopting new AD instruments may take longer than the eight-week project period. 

Phase 5 Monitoring  

As part of the monitoring phase, the student visited the clinic weekly and discussed 

provider training and instruments with providers. The student used these visits to ask providers 

about barriers in using instruments and invited suggestions or ideas to remove those barriers. The 
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monitoring phase included a continuous assessment and adjustment of the implementation based 

on feedback and suggestions from the providers. 

Evaluation 

Phase 6 Measures 

During phase 6 of the action cycle, the student evaluated the success of the project by 

analyzing the rate of AD conversations in three quantifiable measurements: the number of ACP 

notes, the number of CPT codes generated related to AD, and completed AD in EMRs.  

 
Data Collection. The student visited the clinic weekly during the eight-week project 

period. During these visits, the student collected data through chart review. The student counted 

ACP documentation and the number of ADs in EMRs. The organization’s billing and coding 

department manager provided the student with the numbers of AD-related CPT codes entered. 

The student collected weekly data generated during the entirety of the eight-week project period 

and used an Excel spreadsheet to record this information.  

Phase 7 Sustainability of the Project 

In alignment with phase 7 of the action cycle of the KTA framework, the sustainability of 

the AD conversations was evaluated. The promotion of AD conversations can be sustained 

beyond the eight-week project if providers continue to utilize AD instruments to aid AD 

conversations with their patients. The project team and providers can sustain implementation by 

continuing the action cycle of the KTA framework with appropriate modifications. This would 

also be strengthened by drafting a policy that lays out expectations for AD conversations, visits 

in which these will occur, and consistent monitoring of AD conversations. With continued 
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implementation, the clinic can expect a continual increase in the rate of AD conversations, which 

is a benefit to patients and their families, providers, and the community. 
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CHAPTER FOUR 

RESULTS 

Introduction 

A total of six providers at a primary care clinic within a community hospital participated 

in the project. The makeup of the providers included five physicians and one nurse practitioner. 

All participants work full-time. One provider’s patient panel is mostly persons aged 70 years and 

older. The other providers see patients with an average age of 50 years. The clinic serves an 

average of 140 patients a week. Types of visits included Medicare Annual Wellness Visits 

(MAWVs), post-hospitalization appointments, wellness examinations, annual visits, and follow-

ups. Patients were from Missoula, Missoula County, and adjacent areas. Patients were insured by 

Medicare, Medicaid, and private insurance plans. 

The student utilized the KTA framework to organize the steps of implementation of the 

AD provider training instruments. The provider training tools consisted of four elements that 

facilitated AD conversations. The providers received these training tools over eight weeks via 

three-minute video tutorials and in-person Q&A sessions. The four elements included an AD 

conversation guide, a guide for using the Montana AD form My Choices, support to improve 

ACP documentation, and training on the appropriate use of CPT codes for billing AD 

conversations. Aligning with the KTA framework action cycle, the project team adopted 

feedback from providers during the training and modified the subsequent action steps.  

The student visited the clinic weekly during the eight-week project period. During these 

visits, the student collected data through chart review. In order to quantify the rate of provider 
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communication regarding AD with their patients, the student calculated provider ACP 

documentation and the number of ADs in EMRs. The organization’s billing and coding 

department manager provided the student with the numbers of AD-related CPT codes entered. 

The student collected weekly data generated during the entirety of the eight-week project period 

and used an Excel spreadsheet to record this information.  

The SMART goal of the project was for providers at the clinic who received provider AD 

training to engage in AD conversations with 80% of the patients they saw by March 11, 2022. 

The rates of these AD conversations were measured by recording three different indicators: 

provider ACP documentation, provider use of AD-related CPT codes, and AD forms in EMRs. 

The results of the provider training implementation include the following: 

SMART goal 1. Providers who received AD training recorded ACP documentation for 

30% of the patients they saw by the end of project date on March 11, 2022.  

SMART goal 2. Providers who received AD training recorded AD-related CPT codes for 

1.5% of the patients they saw by the end of project date on March 11, 2022.  

SMART goal 3. Providers who received AD training recorded AD forms in EMRs for 

3.7% of the patients they saw by the end of project date on March 11, 2022. 

Discussion 

Results of AD Training Measurements 

The project aimed to increase the rate of AD conversations between providers and their 

patients aged 50 years and older and create a sustainable process to promote these conversations. 

The SMART goal was for providers who received AD training to engage in AD conversations 

with 80% of their patients aged 50 years and older presenting for all types of visits. The clinic 
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and stakeholders expected the provider AD training would increase the rates of AD 

conversations and meet the goal by the end of the project.  

 

 
Figure 1. Weekly rates of AD conversations at the primary care clinic 
 
 

The SMART goal was not met. At the end of the project, the providers recorded end-of-

life conversations for 35% of the patients they saw (Figure 1). One major reason for this was that 

when designing the project, the student extrapolated data from ICU units of the organization 

regarding the rates of ADs. Fewer than 30% of patients in the ICU had ADs in their EMRs. 

However, during the first week of project implementation, providers at the project site clinic 

recorded ACP notes, AD-related CPT codes, and AD forms in EMRs for 12% of the patients 

they saw (Figure 1). The project team realized that the rates of ADs in the ICU led them to set 

clinic goals much higher than the actual baseline rate. 
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The absences of some providers due to sickness and vacation time during the project 

period may also help explain the lower-than-expected rates of AD conversations. As providers 

were not always present, due to sickness and vacation, they may not have reviewed training 

materials or been present during the student’s weekly face-to-face individual training visits. 

Consequently, this may have led to lower rates of provider performance.  

Despite not meeting the AD conversation rate SMART goal 2, the project team observed 

a significant increase in the number of CPT code entries related to AD conversation as compared 

to the month prior to implementation. During the first month of the intervention, providers 

entered a total of 14 AD-related CPT codes as compared to a total of four entries during 

December 2021. Similarly, AD conversation rates, as reflected in ACP documentation and 

scanned AD forms in EMRs, increased from 12% to 29% (Figure 1).  

ACP documentation was the most reliable measurement because it was recorded on the 

day provider AD conversations occurred. Notably, during the first month of the implementation, 

the clinic recorded an increase from 13 to 30 in the number of ACP documentations (Appendix 

H, Table 1). Though instruments guided providers to initiate AD conversations during all types 

of appointments, they mostly recorded ACP documentation for patients who were seen for 

MAWVs.  

The student project demonstrated findings similar to prior studies, which suggest 

standardized provider training increases the rate of end-of-life discussions between providers and 

patients in a primary care setting. Prior studies also demonstrated standardized provider training 

on AD conversations increased knowledge, confidence levels, and communications skills 

supporting AD conversations (Chan et al., 2019; Solis et al., 2018). Furthermore, provider 
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training on the use of AD-related CPT codes led to a 100% increase in the number of ACP 

conversations between providers and patients (Henage et al., 2021). These findings were 

consistent in supporting primary care settings as a proper location for end-of-life conversations 

to occur among patients aged 50 years and older (Holland et al., 2017; De Vleminck et al., 2018; 

Hare & Jerome-D’Emilia, 2019; Marino et al., 2021).  

Aligned with the literature, results from this project saw an increase from 9% to 30% in 

rates of ACP documentation by the end of the project (SMART goal 1). The clinic observed an 

increase in the rate of recording newly completed AD forms from 2% to 4% (SMART goal 3). 

During the final week of the project, providers recorded AD conversations for 35% of patients, 

an increase from 12% in week one, but a much lower rate than the SMART goal of 80%. 

Results of Post-Intervention Provider Survey 

Surveys were distributed to six providers, and five were returned. All five providers 

responded that they discussed advanced directives with between zero and five patients during an 

average week. In response to a question asking about their confidence level discussing end-of-

life care, four providers responded that they were very comfortable, and one provider responded 

comfortable. In response to a question asking about the barriers in initiating AD conversations, 

time constraints were the most common barrier. Specifically, providers reported time constraints 

when treating patients with multiple health issues as the greatest barrier. One provider reported 

that patients were not comfortable talking about death.  

On a question asking about enablers of initiating AD conversations, one provider 

commented that the MAWVs and preventive visits allowed more time for AD conversations. 
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Other providers remarked that AD training handouts were very helpful, and that patient interest 

was a conversation enabler. 

In response to a question asking how often providers assist patients with completing AD 

forms, all five providers responded that they assisted between zero and five patients a week on 

average. One question asked providers if they planned to continue using the project instruments 

to assist in AD conversations with their patients. Four providers responded yes, and one provider 

responded no.  

Survey results demonstrated that providers plan to continue to use AD instruments. The 

clinic can consider barriers and enablers discovered during the project and modify the 

intervention to improve provider performance. The survey revealed the rates of AD 

conversations did not necessarily result in the completion of AD forms or billing AD-related 

CPT codes.  

Lessons Learned 

The student observed unexpected occurrences and barriers during the implementation. 

First, a group meeting with all the stakeholders, project team, and providers was difficult due to 

restrictions on group meetings during the COVID-19 pandemic. Meeting in a virtual setting was 

also difficult due to the varied work schedules of providers and stakeholders. These meetings 

were crucial in order to receive and share provider feedback and improve the process of 

implementation.  

Second, there was an unpredicted system change. Prior to project implementation, the 

organization changed its clinical documentation software program. The change included 

eliminating the ACP documentation template. This created a barrier for providers to document 
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ACP conversations. A lack of sufficient IT department support made data collection arduous and 

time consuming as the student counted all measurements through chart review in the EMRs. A 

future project should consider securing collaboration with an IT department and extracting data 

using keywords like “advance care planning,” “advance directives,” and “ACP notes.” 

Third, the project team should have considered setting a more realistic goal. This could 

be realized by engaging providers in setting what they consider realistic goals. A survey 

inquiring about their baseline performance and rates of end-of-life conversations is important.  

Finally, the project team observed resistance to change. Though the project team 

recommended a standardized ACP documentation template for providers to use, providers 

continued to record ACP documentation in various locations in their clinical documentation. 

This also made data collection and standardization of the ACP documentation difficult.  

Limitations 

Although the project saw gains in SMART goals 1 and 2, the eight-week project period 

was likely insufficient to fully realize all goals. The absence of the participants due to COVID-19 

and sick days may also have impacted the project’s ability to completely meet the SMART goals. 

In addition, the lack of information technology (IT) department support limited effective data 

collection and standardization of provider training instruments. As previously mentioned, this 

likely contributed to inconsistent documentation of AD-related CPT codes, provider ACP 

documentation, and ADs in the EMRs. 
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Recommendations 

The student’s project demonstrated that standardized provider AD training increased the 

rates of AD conversations in a primary care setting. Future QI endeavors may consider the 

limitations of this project and the student’s lessons learned in order to improve the success of 

such projects. The student recommends a longer project period to collect sufficient and reliable 

data, ideally six months to a year. Next, a larger sample size is recommended. A future project 

can consider multiple primary care clinics with larger numbers of participant providers to 

produce a larger participant and data pool.  

Providers reported that time constraints were the most common barrier in initiating AD 

conversations. To mitigate time constraints, the student recommends an interdisciplinary team-

initiated AD conversation model. For example, a social worker or nurse can initiate advance 

directive conversations and assist patients to complete AD forms, which may lead to increased 

utilization. IT support can also aid future studies. Data collection with automated data extraction 

utilizing keywords will help effective data collection and analysis.  

The student’s project provided a brief video tutorial that providers could view at their 

convenience. Individual face-to-face training sessions were limited. Virtual training was 

implemented due to COVID-19 pandemic meeting restrictions. However, previous studies 

demonstrated that face-to-face conversations during provider training allowed timeline activities 

such as roleplay to initiate end-of-life conversations. This enhanced the provider learning 

experience on the topic (Chan et al., 2019).  

Finally, a future project can be strengthened by establishing a policy that outlines visits in 

which AD conversations will occur and expectations for the providers to utilize AD-related 
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instruments. A computer-generated prompt that recognizes a patient’s reason for a visit and age 

may help providers identify patients who merit AD conversations. Separate appointments 

specifically for AD conversations may also allow providers to focus on the topic.  

Conclusion 

In summary, the student’s QI project demonstrated that a multi-pronged strategy 

incorporating provider training instruments, tools to facilitate AD conversations, and monitoring 

of the process led to increased rates of end-of-life conversations in a primary care clinic. 

Notably, the student project illustrated the financial benefit to the organization of billing 

underutilized CPT codes related to AD conversations.  

Over the last decade, leading American health organizations have emphasized the 

necessity of promoting end-of-life conversations in health care settings. Yet the rates of such 

conversations remain woefully low. The student’s project suggested that standardized provider 

training on AD conversations designed and developed with the KTA framework improved the 

rates of end-of-life conversations in a primary care setting.  
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CHAPTER FIVE 

REFLECTION ON DNP ESSENTIALS  

Educational Journey 

I first learned about the DNP degree when I was an undergraduate student at Johns 

Hopkins University School of Nursing. I was intrigued by the DNP degree and related programs, 

but I wanted to gain nursing experience first. After seven years of nursing experience, I searched 

for a DNP program to advance my nursing career.  

In 2018, I chose the Montana State University DNP family nurse practitioner program 

because it was a good fit for my vision to provide holistic care focusing on families. I was drawn 

to the faculty who taught within the DNP program because of their reputable research work, 

nursing education, and academic careers. I knew I would receive a strong DNP education at 

MSU.  

I decided to continue my bedside nursing job as a critical care nurse while attending the 

DNP program part-time. This allowed me to continue patient care while advancing my academic 

career. The program strengthened my systems thinking and leadership skills.  

I demonstrated systems thinking and leadership while collaborating with my student 

colleagues in designing and presenting various projects. These projects include a plan for helping 

adolescent patients transition to adult care and a study on the availability of geriatric care in 

Kalispell, Montana. An individual project included creating a standardized nurse hand off 

utilizing electronic health records for ICU nurses. I presented the nursing hand off tool to the 
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ICU manager. This helped the ICU unit create a standardized nurse hand off report to reduce 

patient adverse events. 

As an undergraduate nursing student, I became interested in end-of-life conversations. I 

further explored this area in my DNP education by implementing a scholarly project on 

improving AD conversations in the primary care setting. 

Impact on the DNP Career  

During the scholarly project, I saw myself grow as a leader. I recognized a problem in the 

system and addressed the issue with constructive and evidence-based solutions. The experience I 

gained implementing and evaluating this project has advanced my nursing leadership skills. 

Undoubtedly, the knowledge I have gained will help me develop similar QI projects to improve 

patient care as I continue my career.  

The DNP program prepared me to become a knowledgeable, organized, and consistent 

leader. These skills helped me to confidently lead the advanced directive project team when we 

faced challenges during the COVID-19 pandemic. The project team overcame obstacles, 

implemented the project, and together celebrated our success at its completion. I was able to 

integrate the knowledge I have acquired as a DNP student and my nursing experience as a 

critical care nurse to successfully carry out the project. Through this experience, I gained 

invaluable lessons while working with providers, the project team, and stakeholders of the 

organization. 

My dream as a nurse is to provide holistic care to community populations. The scholarly 

project allowed that dream to become reality. The project not only demonstrated success within 

the project site but also within the community. I was pleasantly surprised when I was invited to 
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provide a presentation on advance directive conversations for Hospice of Missoula at a public 

library on April 19, 2022. Additionally, there is an opportunity for a possible collaboration with 

the project site and BlueCross and BlueShield of Montana to promote advance directive 

conversations, including completing AD forms, among its beneficiaries.  

This project is a strong foundation for my DNP career. What I love most about nursing as 

a career is the continuous learning and opportunities for growth. I am confident that I will 

continue to learn, improve, and develop the skills I need as a nursing leader. The DNP project 

experience has taught me exactly that.  

Reflection on DNP Essentials 

Five DNP essentials were integrated into this project: 

• I. Scientific underpinning for practice, 

• II. Organizational and systems leadership for quality improvement and systems 

thinking, 

• III. Clinical scholarship and analytical methods for evidence-based practice, 

• V. Health care policy for advocacy in health care, and 

• VI. Interprofessional collaboration for improving patient and population health 

outcomes (American Association of College of Nursing, 2006). 

First, Essential I was incorporated by utilizing the KTA framework to improve end-of-

life conversations between providers and patients in a primary care setting. The provider training 

instruments were constructed based on the KTA framework and evidence-based practice tools. 

The framework was an ideal fit for creating a practice change within a primary care clinic; the 
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change being how and when providers conduct end-of-life discussions with their patients. The 

evidence-based provider tools used were pivotal to the project and led to a significant 

improvement in AD conversations within the practice. 

Second, Essential II was realized by initiating conversations with stakeholders about the 

low rate of end-of-life conversations conducted within the organization. To promote the project 

and garner the attention of leadership, I proposed the utilization of AD-related CPT codes as a 

financial incentive. This scholarly project was one of the first QI efforts to address the low rates 

of AD conversations between providers and their patients in the organization. Most importantly, 

the project was the first QI initiative to address the underutilization of AD-related CPT codes. 

Further, the project offered tools that the organization can continue to use to sustain the initiative 

including metrics that determine provider performance on AD conversations.  

Third, Essential III was incorporated by integrating clinical scholarship with my nursing 

experience as a critical care nurse. In 2020, I witnessed an adult patient who was critically ill 

with COVID-19 infection and who had been on a ventilator for weeks. Healthcare personnel and 

the patient’s family faced a tremendous challenge in having to make difficult end-of-life care 

decisions without knowing the patient’s wishes and hopes for end-of-life treatment. Like this 

patient, fewer than 30% of ICU patients at that ICU at that time had ADs in place. I knew how to 

help solve this problem. 

Next, Essential V was integrated by using health policy to advocate for improvements in 

health care. Discussions were held with the operational manager of the project site regarding the 

need for creating a policy that outlined when AD conversations should occur. The project team 

concluded that the new policy should highlight how to utilize evidence-based tools to continue 
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QI efforts and financial productivity. In addition, the project team suggested the project should 

partner with BlueCross and BlueShield of Montana to increase the rates of completing ADs 

among its beneficiaries.  

Finally, I attribute my interpersonal skill and teamwork to Essential VI. I collaborated 

with the organization’s quality assurance officer, palliative care nurse practitioner, providers, and 

the clinic’s operational manager to implement this QI scholarly project in their organization. The 

project team worked collaboratively with stakeholders to improve the primary care clinic’s 

practice on AD conversations between providers and patients. In addition, I collaborated with the 

manager of the billing and coding department to promote the appropriate utilization of AD-

related CPT codes. The interprofessional collaboration led to the success of the project and 

changed the way providers engage in AD conversations with their patients.  
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*Page 1 out of 4 is shown only. Full document is available at the link https://media.dojmt.gov/wp-content/uploads/F-My-
Choices-Advance-Directive.pdf 
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Advance Directive Information Sheet 
 

An advance directive is a form that tells your wishes when you are seriously ill. You can also 
pick a spokesperson who can speak about your wishes when you are unable to do so. This 
discussion is voluntary.  
 
It can be hard to talk about. But it is an important to plan your future care. During your visit, you 
and your doctor may complete a form called My Choices. This can be part of your medical 
record.  
 
The conversation can occur during any visit. We encourage you to discuss this with your family. 
 
You may have a living will or advance directive. Please bring it to your next visit, so we can 
place it in your medical records. You and your provider can review and discuss and make 
changes if needed.  
 
 
 
Definition of Terms 
 
Advance Directive: a document 
that tells about your living will, 
wishes, and a spokesperson. 
 
Living Will: A part of an 
advance directive. It directs your 
spokesperson and health care 
provider to what to do when you 
are terminally ill.  
 
Power of Attorney: Your 
spokesperson who will honor 
your wishes and make decisions 
for you when you are unable.  
 
 
 
 
 
 

Simple Steps: ACT 
 
 

 
  

A
• Take Action to plan

C
• Conversation with your spouse, 

family, friends about your wishes

T
• Talk to your provider about your 

wishes 
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TUTORIAL HANDOUT ON AD CONVERSATION-RELATED CPT CODES 
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TUTORIAL HANDOUT ON AD CONVERSATION GUIDE 
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TUTORIAL HANDOUT ON UTILIZATION OF MY CHOICES 
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Provider Survey 
 
The purpose of this survey is to identify barriers and enablers that are specific to the clinic. Your 
response will give us valuable information on how we can improve advance directive 
conversations in practice.  
 
 

1. On an average week, 
how many patients did 
you talk to about 
advance directives?  

 

o 0-5  
o 6-10  
o 11-15  
o 16-20  
o More than 20  

 
2. How comfortable are 

you with the 
conversation?  

 

o Not at all   
o A little  
o Neutral  
o Comfortable  
o Very Comfortable 

3. What were the barriers 
in initiating AD 
conversations? 
 

 

4. What were the enablers 
in initiating AD 
conversations? 
 

 

5. On an average week, 
how many patients did 
you assist to complete 
AD forms?  
 

o 0-5  
o 6-10  
o 11-15  
o 16-20  
o More than 20  

 
6. Would you continue to 

use ACP codes and 
ACP notes?  

      Yes                     No 
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Figure 1. Weekly rates of AD conversations at the primary care clinic 

  
New ADs in 

EMRs 
ACP 

documentation  
AD-related 
CPT codes 

Total number of 
patients seen 

Week1 3 13 2 145 

Week2 0 13 4 134 

Week3 0 12 5 128 

Week4 6 30 3 141 

Week5 4 35 4 133 

Week6 3 25 2 104 

Week7 1 41 3 138 

Week8 5 40 2 134 
Table 1. Excel spreadsheet with the numbers of measurements  
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