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Abstract 

Purpose of the Project: Advance care planning (ACP) has been shown to reduce unwanted care 

at end of life.   However, rates of documentation of advance directives (ADs) are low in most 

settings. The aim of this project was to increase the number of ACP discussions that occur in a 

primary care clinic between provider and patient. 

Methods: The setting for this project was a family medicine residency program in a health 

system-owned practice, which included 20 resident physicians, six faculty physician providers 

and one advanced registered nurse practitioner (ARNP). The first phase was an evaluation of an 

educational program for providers on ACP with the goal of increasing provider willingness to 

engage in ACP. The second phase was a quality improvement (QI) initiative involving clinical 

and non-clinical staff in the primary care office, using the Plan-Do-Check-Act (PDCA) 

framework.  

Results: Through the initial stages of the PDCA, participants identified awareness of ACP 

among patients, staff, and providers to be the most important factor in improving rates of ACP. 

A month-long awareness campaign was initiated, with specific activities to promote ACP. No 

significant change was identified in the number of ADs scanned into the EMR or in the number 

of ACP procedure codes billed before and after initiation of the QI intervention.  

Discussion: Through the course of the QI initiative, participants recognized that both staff and 

provider education is essential in improving ACP. They also identified that more patient 

education and outreach is needed. An awareness campaign was successful in encouraging 

discussion of ACP and its importance, but did not have an overall impact on rates of ACP. 

Conclusions: Changing culture and attitudes about ACP requires a comprehensive, multi-level 

strategy to engage providers, staff, and patients.  
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Introduction 

Advance care planning (ACP) has been identified as an important tool in reducing 

unwanted and unnecessary treatment at the end of life (Oczkowski, Chung, Hanvey, Mbuagbaw, 

& You, 2016). The ultimate goal of ACP is to honor patient preferences and goals in situations 

where patients cannot adequately express their wishes (Butler, Ratner, McCreedy, Shippee, & 

Kane, 2014). It can involve providing information to patients and families about prognosis and 

care options, as well as eliciting beliefs, values, and choices regarding treatment in potential 

health care scenarios (Glaudemans, van Charante, & Willems, 2015).   

However, documentation of ACP and advance directives (ADs) in patients’ electronic 

medical records (EMRs) is low in most settings (Hayek, et al., 2014; Tung et al., 2014). As a 

result of the lack of ACP, decision-making at end-of-life becomes crisis-oriented and does not 

integrate patient preferences and values. Additionally, such ad-hoc end-of-life planning has been 

shown to increase stress and depression among loved ones and caregivers (Oczkowski, et al., 

2016). 

Many reasons have been given for this low level of documentation of ADs. Provider-

identified barriers include time constraints, poor communication skills, discomfort in dealing 

with patient emotions, and concern about taking away patients’ hope (Houben, Spruit, Groenen, 

Wouters, & Janssen, 2014). Patients, on the other hand, may be uninformed about the importance 

of ACP, and assume that healthcare providers will initiate the ACP discussion (Lewis, Cardona-

Morrell, Ong, Trankle, & Hillman, 2016). The Centers for Medicare and Medicaid Services 

(CMS) have recognized the importance of ACP; Medicare now covers these services under the 

Physician Fee Schedule (Department of Health and Human Services, 2016). However, the 
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typical primary care office visit is not structured for the type of discussions that can influence 

patient decision-making at end of life. 

Problem Statement 

 

Can a quality improvement (QI) initiative in a primary care office, along with clinician 

education on ACP, increase the number of patients >=65 years old who have had ACP? 

Purpose and Aims 

The purpose of this project was to address barriers to ACP in the setting of a primary care 

office through a QI initiative.  

The aims of this project were to: 

● Identify the knowledge gaps/ barriers reported by primary care providers in ACP and 

determine if an educational program addressing these barriers could increase provider 

self-reported comfort with and likelihood of engaging in ACP. 

● Determine if a QI initiative can increase the number of ACP discussions that occur and 

the number of ADs scanned into the EMR. 

Review of Literature 

A systematic literature review was completed to address this question; databases searched 

included Cochrane, AHRQ Evidence Reports, Guidelines Clearinghouse, ACP Journal Club, 

CINAHL, PubMed Clinical Queries, and ClinicalKey. The databases chosen for this literature 

search include randomized controlled studies, meta-analyses, and guidelines for practice. Several 

databases were excluded because results produced citations that were related to clinical 

management of patients at end-of-life.  

Search terms included those that reference end-of-life care and advanced care planning. 

“Advanced care planning” is the term used in the Medicare rule governing payment for these 
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physician services under the Physician Fee Schedule (Department of Health and Human 

Services, 2016). Palliative care was excluded as a search term because it results in citations that 

focus on clinical aspects of management at end-of-life, rather than on end-of-life planning and 

discussions. The following search terms were used: advance directive, end-of-life discussion, 

advance care planning, decision-making -and- primary care, family medicine, general 

practitioner. 

Studies were included if they assessed factors related to end-of-life discussions and ACP 

decision-making in the ambulatory primary care setting. Only studies that addressed adult 

populations were included. Non-English language articles were excluded from this literature 

search, due to the author’s lack of proficiency in other languages. Only studies published in peer-

reviewed journals between January 1, 2011 and November 30, 2017 were included.  

Definition of Advance Care Planning and Advance Directives 

Advanced care planning is defined by CMS as a “service between a physician (or other 

qualified health care provider) and the patient discussing advanced directives, with or without 

completing relevant legal forms” (Department of Health and Human Services, 2016, p2). 

Advance care planning is frequently focused on the completion of advance directives. However, 

more recently, ACP has been characterized as an ongoing process of communication of patient 

values and goals of care among patients, caregivers, family members, and care teams 

(Ahluwalia, Bekelman, Huynh, Prendergast, Shreve, & Lorenz, 2014). 

For the purpose of this project, the definition of ACP will include any discussions 

between a health care provider and a patient, family member or caregiver, with the intent of 

determining patient wishes at end of life. “Advance directive” will refer to any documentation 
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detailing such discussions, including advance directive documents, living wills or physician 

orders for life-sustaining treatment.  

Provider Barriers to Advance Care Planning 

Multiple provider-reported barriers to ACP have been identified in the literature. These 

include varied definitions of ACP among different disciplines and practice settings, the 

limitations of current tools related to ACP (such as ADs and EMRs) in capturing patient values 

related to end of life care, lack of education among providers on how and when to initiate and 

document ACP, and the heavy workload among primary care providers that hinders the initiation 

of ACP discussions (Ahluwalia, et al., 2014; Glaudemans, van Charante, and Willems, 2015; 

Dillon et al., 2017). Ahluwalia, et al. (2014) further identified a lack of integration of ACP across 

the care continuum; distinct ACP tasks may occur in different settings, yet cannot currently be 

captured within the EMR. This finding suggests that the EMR needs to be leveraged to support 

an iterative ACP process, involving the communication of patient values throughout the 

continuum of care to support information transfer across settings and during sentinel healthcare 

events. Dillon et al. (2017) indicate that both compatibility among differing EHR systems and 

the wording of documents influenced the effectiveness of ACP and the likelihood that ADs 

would be completed by individual providers. 

 Advance care planning does not routinely take place among all community-dwelling 

older adults; provider concerns encompass uncertainty about optimal timing, what content should 

be included in the discussion, who should initiate the conversation, and how follow-up 

discussions should occur (Glaudemans, van Charante & Willems, 2015). Additionally, providers 

may only choose to engage certain patients or patient groups in ACP discussions. Glaudemans, et 

al., (2015) identified that health care providers were more likely to have ACP discussions with 
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cancer patients and patients living in nursing facilities, as compared to the general population, 

notwithstanding the fact that patients indicated that ACP is important for healthy individuals as 

well.   

Patient Barriers to Advance Care Planning 

Despite the legal requirements that patients be given information on ADs in health care 

settings, few patients complete ADs (Lewis, Cardona-Morrell, Ong, Trankle & Hillman, 2016). 

Patient barriers to ACP may include perceptions that it is the health care provider’s responsibility 

to initiate these discussions, patient preference to defer responsibility to others, poor 

understanding of ACP paperwork, changing attitudes about preferred care as health status 

changes, and cultural differences in willingness to engage in discussions about death (Lewis, et 

al., 2016; Lovell & Yates, 2014). Clinical factors that positively influence whether a patient had 

an AD included older age, a greater functional impairment, a diagnosis of cancer, and 

involvement with a palliative care specialist (Lovell & Yates, 2014). Socioeconomic and 

demographic factors also predicted whether a patient had an AD; patients with a college degree 

were more likely to have ADs, while patients with dependent children and African Americans 

were less likely to have ADs (Lovell & Yates, 2014). 

System-Level Barriers to Advance Care Planning 

System-level challenges also influence primary care providers’ ability to consistently 

conduct ACP. While the Affordable Care Act created both incentives (new billing options for 

ACP visits) and enhanced requirements (inclusion of ACP in Medicare Annual Wellness visits), 

workflow processes and personnel limitations make ensuring that these discussions occur in the 

context of an office visit difficult. Further, while qualified providers, such as physicians or nurse 

practitioners, can bill for ACP services, no reimbursement is available for other professional 
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staff, such as nurses or social workers, to complete aspects of ACP (Lum, Sudure & Bekelman, 

2015).  

System barriers to ACP include providers’ unfamiliarity with how and where to 

document ADs in the EMR and time constraints during office visits (Tung et al. 2014). While a 

study by Hayek et al. (2014) found that electronic reminders alone resulted in little change in the 

number of provider-led ACP discussions in the primary care setting, provider education on how 

to interact with the EMR to document and review ADs does show a modest increase in ACP 

rates (Tung et al., 2014).  

This research suggests a need for process changes that engage other members of the 

health care team in ACP, as well as a better understanding by providers of how to initiate and 

document ACP discussions. Reidy, et al. (2017) describe a comprehensive initiative to promote 

ACP at all levels of the health system, structured around an Internet-based tool for patients. The 

authors found that the tool alone did not increase rates of ADs, but could be used by patients to 

begin conversations about ACP with trusted health professionals. Overall, the authors contend 

that increasing access to ACP for patients relies on multiple levels of community and health 

system engagement and must include clinician training (Reidy et al., 2017).  

Strengths and Limitations 

The literature provides a good understanding of provider-level barriers to ACP. Multiple 

qualitative studies explore provider attitudes related to ACP as well as factors that work to limit 

ACP from a provider perspective. Additionally, multiple system-level barriers to ACP have been 

highlighted in the literature as impacting the frequency of ACP.  

However, the majority of studies considered in this literature review were qualitative or 

quasi-experimental; few randomized controlled trials were identified in relation to ACP. 
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Additionally, most studies examined ACP from the health care provider or patient perspective; 

few studies addressed involvement of other clinical and non-clinical staff in the ACP process.  

Recommendations and Gaps in Knowledge 

The literature reveals that providers perceive ACP to be useful in eliciting patient values 

and wishes related to end of life care. However, multiple provider- and system-level barriers 

exist. In particular, deficits in provider education surrounding ACP have been noted, including 

how to approach the discussions, which patients to target, and when to have the discussion. 

While several studies have attempted to address improving provider knowledge in relation to 

ACP, no guidelines exist for how providers should be educated on ACP or how providers should 

identify patient appropriateness for ACP. 

Additionally, the literature reflects that workflow in most primary care clinics does not 

support the completion of ACP discussions. Multiple studies show that providers do not believe 

they have time for a lengthy discussion on patient values and wishes during a typical office visit. 

The majority of the reviewed studies were completed prior to January 2016, when the new 

Medicare ACP billing codes were implemented. These new codes may influence the frequency 

of ACP by explicitly designating office visit types for these discussions. 

Confusion about where ACP should be documented, as well as where to find ADs in the 

patient EMR creates problems when patients present to other health care settings, such as the 

hospital, and when other providers need to access information about patients’ wishes at end of 

life. Though not explicitly explored in the literature, the author believes that involvement of the 

health care team, including non-clinical staff, is needed to improve the workflow surrounding 

this aspect of ACP.  
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Conceptual and Theoretical Framework 

This quality improvement initiative was based on the Plan-Do-Check-Act (PDCA) 

framework, which is continuous improvement model used frequently in the primary 

investigator’s organization (see figure 1). The model (also referred to as the Plan-Do-Study-Act 

model) has four steps, and was developed by Associates in Process Improvement (Institute for 

Healthcare Improvement, 2018). The model is meant to accelerate change in an organization by 

asking three fundamental questions: 1) What are we trying to accomplish? 2) How will we know 

that change is an improvement? and 3) What change can we make that will result in an 

improvement? (Institute for Healthcare Improvement, 2018). 

During the “Plan” step, stakeholders in the initiative come together to identify an 

opportunity and plan to test a change. The “Do” step refers to the action taken to effect the 

change, and the “Check” step encompasses the evaluation of the change. Finally, in the “Act” 

step, the stakeholders determine whether to permanently implement the change, expand the 

change more widely within the organization, or begin the cycle again to seek a more effective 

change. 

Benefits of this framework for process improvement include the ability to start on a small 

scale and expand the change gradually, make small adjustments as needed based on feedback 

from stakeholders or evaluation of results, and the quick identification of non-value added 

resources or processes (Leis & Shojania, 2017). The PDCA framework was also determined to 

be appropriate for this QI initiative, because it engages stakeholders in the development of the 

interventions and reduces resistance when the change is implemented. 
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Figure 1 

 

 

Methodology and Implementation 

 

Setting and Participants 
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includes 20 resident physicians, six full-time faculty family practice physicians, 2 licensed 

psychologists, and an advanced registered nurse practitioner (ARNP). The clinic serves 

Medicare, Medicaid, uninsured, and private insurance patients. The intervention focused on 

increasing the number of AD and ACP discussions in patients >=65.  
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nurse (RN) Ambulatory Nurse Manager, the RN Ambulatory Care Coordinator, the practice 

supervisor, and the practice manager. The QI project had the support of the practice manager, the 

lead physician in the practice, and the medical director of the PHO.  

Human Subject and Informed Consent  

 The project was evaluated and approved by the Florida State University Institutional 

Review Board and the Lee Health Institutional Review Committee (Appendix A and B). 

The ACP Intervention and Data Collection 

Overview. The intervention consisted of a multiphase process to engage both clinical and 

non-clinical staff in the office. The first phase incorporated an educational intervention aimed at 

providers (resident physicians, MDs, psychologists, and ARNP), to increase knowledge 

regarding ACP. The second phase of the project focused on engagement of clinical and non-

clinical staff in a performance improvement project surrounding ACP.  

Educational phase. The educational session was held during one of the weekly academic 

didactic sessions, which are four-hour mandatory meetings for all residents training in the clinic. 

This program consisted of a 30-minute PowerPoint presentation, with 15 minutes allotted for 

questions and feedback on barriers to ACP. The curriculum was developed by the principal 

investigator based on evidence from literature, and included four case studies for discussion, 

drawn from patients in the practice. The educational program content is included in Appendix C. 

Participation in the educational program was voluntary for non-resident providers in the clinic. 

An anonymous survey, along with an explanatory cover letter, was given at the end of the 

educational session to evaluate the content and presentation (Appendix D). 

Quality improvement phase. The QI phase focused on increasing the number of ACP 

conversations with patients that occur in the clinic setting and increasing the number of ADs 
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available in the EMR. The primary investigator acted as facilitator during four 30-minute 

meetings throughout the course of the PDCA to identify barriers and opportunities related to 

ACP in the clinic.  

During the course of the PDCA, the team identified awareness of ACP as a major barrier 

to increasing ACP conversations in the clinic. The staff chose to create a month-long campaign 

to promote ACP among patients, providers, and staff. Specific activities included an educational 

session for CSRs and LPNs/MAS; promotional materials in the waiting rooms and lobby; pins 

worn by the staff promoting the program; and discussion of the campaign at the daily huddle 

meeting. The staff educational program is included in Appendix E. Examples of promotional 

materials for the campaign can be found in Appendix F. 

Data collection and analysis. The number of ADs scanned into the chart for patients 65 years 

and older in the practice were tracked for the three months prior to initiation of the QI, and for 

the three months after initiation of the QI. Additionally, the number of ACP procedure codes 

(99497 and 99498) billed by providers in the clinic for the three months prior to initiation of the 

QI were compared with the number for the three months after initiation of the QI. Review of the 

post-educational session evaluation was completed by the primary investigator. Major themes 

were identified and tabulated.  

Results 

Overall 

The number of ADs for patients 65 years and older scanned into the EMR for the three 

months prior to the initiation of the QI (September, October, and November) were compared 

with the number for the three months while the QI was ongoing. There was no change in the 

number of ADs for patients 65 years and older scanned into the EMR before and after the 
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initiation of the QI. The number of ADs (patient age >=65) scanned into the EMR for the three 

months prior to initiation of the QI and for the three months while the QI was ongoing are listed 

in Table 1.   

Table 1 

Number of ADs in EMR September 2017 through February 2018 

Month Number of New ADs (age 

>=65) Scanned into the EMR 

Total Number of Patient 

Visits (age >=65) 

September 2017 2 27 

October 2017 1 45 

November 2017 3 78 

December 2017 3 69 

January 2018 1 109 

February 2018 2 76 

 

The number of ACP procedure codes, (defined as either code 99497 or 99498) for the 

three months prior to the initiation of the QI (September, October, and November) were 

compared with the number for the three months while the QI was ongoing. There were no 

changes in the overall number of ACP codes billed in these two time periods. Interestingly, the 

provider education occurred in November of 2017; two procedure codes were billed in this 

month, which may reflect an influence of the educational program on provider behavior. The 

ACP Awareness month occurred in February 2018; two procedure codes were also billed during 

this month. Results are listed in table 2. 
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Table 2 

Number of ACP Procedure Codes, September 2017 through February 2018 

Month Procedure Code Number Total Number of Patient 

Visits (age >=65) 

September 2017 NA 0 27 

October 2017 NA 0 45 

November 2017 99497 2 78 

December 2017 NA 0 69 

January 2018 NA 0 109 

February 2018 99497 2 76 

 

Educational Efforts 

The educational session was provided to six faculty providers and 18 resident physicians, 

as well as several invited guests (including community physicians and administrators). Fifteen 

participants (among faculty and resident physicians) completed surveys. Results of the post-

educational session survey are listed in figures 1-6. 

Figure 1 
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Figure 2 

 

Figure 3 
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Figure 4 

 

Figure 5 
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Figure 6 

 

Multiple participants responded that they found case studies to be an effective part of the 

educational session. Additionally, they commented that highlighting barriers and how to address 
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Table 3 

Please state what you found most useful in this educational session: 

Case studies very helpful 

Taking real life examples 

Reminding us to start the conversation with our patients 

Discussing how to address barriers to discussions about Advance Care Planning 

Reminders on triggers to think about ACP 

Good discussion about who needs ACP review, barriers and (?) 

Case examples 

Resources for ACP—Thank you! 

Barriers 

Practical guidance on how to incorporate educational materials and documentation to provide 

to patients 

Discussing barriers to ACP 

Barriers and ways to improve ACP 

 

Table 4 

Please provide any additional recommendations to improve this session in the future: 

Handing out an example of AD legal paperwork 

Maybe discuss what to do in an adolescent situation 

Bring the documents for us to see, 5 Wishes and the Lee Health document 

Definitely needed including provider training, EPIC smart links to use.  

Great topic! Definitely an area in need of improvement for me, thank you for your presentation 

How to address barriers 

Would benefit from more training about how to do ACP 

 

Performance Improvement Initiative 

Fifteen staff members participated in the PDCA, including LPNs, MAs, CSRs, two RNs 

(an Ambulatory RN Care Coordinator and an Ambulatory Nurse Manager), a practice supervisor 

and a practice manager. Not all participants attended each meeting. In addition, the physician 

team leader provided input during one meeting. Physician input into the problems and barriers 

related to ACP was obtained during the educational session.  

Table 5 shows the roles of each staff member in advance care planning, as identified 

during the initial PDCA meeting. Some non-clinical staff reported that they had limited 
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understanding of ACP, including which documents should be scanned into the EMR under the 

Advance Directive field, and what to tell patients who asked questions about ADs. The staff 

identified that additional training for both clinical and non-clinical staff members was important 

in increasing ACP in the office. 

Table 5 

Role of Each Staff Member in ACP 

Customer Service 

Representative 

Clinical Staff Members RN Care Coordinator 

Scan ADs into chart Talk to provider about patients who 

may need ACP 

Discuss with Chronic Care 

Management patients 

 Medicare Wellness Questionnaire Care Coordinator Assessment 

 Rooming new patients  

 Ask patients to bring in ADs  

 Let physician know if a patient 

requests ACP 

 

 Rooming established patients  

 Give ACP resources to patients  

 

Staff and providers reported multiple barriers related to ACP in the current clinic 

workflow; these barriers were categorized as System Barriers, Provider Barriers and Patient 

Barriers. Table 6 shows staff reported barriers; Table 7 shows provider reported barriers. 

Both staff and providers commented that getting resources on ACP to patients and having 

enough resources on hand during patient visits were system barriers. Providers noted that the 

identification of appropriate patients for ACP could be seen as a system barrier. They also felt 

that patient education on ACP was a system barrier. 

Providers and staff agreed that more education for providers is needed, particularly 

surrounding who should be targeted for ACP and how ACP should be documented in the EMR. 

Providers also highlighted a lack of time, remembering to initiate discussions/cues for starting 
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discussions, discomfort talking about death, and making ACP routine as provider-related 

barriers. 

Patient barriers reported by staff included lack of education on ACP, and patient 

perception that ACP is not relevant to their lives/ current concerns. Providers indicate that 

patient-related barriers include cultural barriers, and that patients do not prioritize ACP as an 

important part of managing their health. 

Table 6 

Staff Reported Barriers 

System Barriers Provider Barriers Patient Barriers 

Getting resources on ACP to 

patients 

Providers lacking education Need patient education on 

ACP 

Inadequate supplies of ACP 

documents 

Unclear at what age patients 

should have ACP 

Patients do not think ACP is 

relevant 

Which documents should be 

scanned into EMR as AD 

  

ACP not part of new patient 

packet 

  

 

Table 7 

Provider Reported Barriers 

System Barriers Provider Barriers Patient Barriers 

Getting resources on ACP to 

patients 

No time during visit to 

conduct ACP 

Cultural issues 

Inadequate supplies of ACP 

documents 

Remembering to do ACP Patients do not prioritize ACP 

Providers lacking education Documenting in EMR  

Which documents should be 

scanned into EMR as AD 

Discomfort talking about 

death 

 

Identifying which patients 

need ACP/ When ACP 

should be conducted 

Need cues to start discussion  

Lack of patient education on 

ACP 

Making discussion routine  
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From these initial meetings, four major barriers were identified and set as priorities for 

the PDCA. These barriers are listed in Table 8 along with the identified challenge, intervention, 

and goal. Inadequate supplies of ADs in patient care areas was seen as an easy-to-implement 

intervention, and the group elected to move forward to increase the supply of health system-

approved documents. Provider education was addressed in the provider education session. An 

additional education session was implemented for staff, facilitated by the primary investigator 

and modified from the provider educational session. Finally, staff identified that overall lack of 

awareness of ACP could be addressed through an awareness campaign within the practice. 
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Table 8  

Clinical Workflow Barriers 

Clinical workflow 

barrier 

Challenge  Intervention Goal 

Inadequate supplies 

of ACP documents 

Documents not 

available when 

requested during visit 

Increase supply of 

health system ACP 

documents and “Five 

Wishes” documents 

available at each 

nursing pod 

Patient and provider-

preferred ACP 

documents available 

as needed during 

each visit type 

Providers lack 

education on ACP 

Resident physicians, 

faculty physicians 

and ARNP have 

differing levels of 

experience and 

education on 

conducting ACP 

Educational session 

for providers 

Providers more 

comfortable at 

identifying which 

patients are 

appropriate for ACP, 

having conversations 

about ACP and ADs 

Staff unfamiliar with 

ACP process 

Staff do not know 

which patients are 

appropriate for ACP 

and which documents 

are used in ACP/ 

which documents 

should be scanned 

into EMR as ADs 

Education session for 

clinical and non-

clinical staff 

Staff more 

comfortable 

identifying ACP 

materials, providing 

basic education about 

ACP to patients 

Lack of awareness of 

need for ACP among 

patients, staff and 

providers 

Patients do not think 

ACP is relevant, staff 

do not ask patients 

about ACP at every 

visit, providers forget 

to ask about ACP 

Month-long 

awareness campaign 

on ACP with the 

clinic 

Increased discussion 

of ACP among 

patients, staff and 

providers; increased 

number of ACP 

discussions 

 

 

Awareness Campaign 

Staff reported that the awareness campaign, which ran from February 1 through February 

28, 2018, was a good strategy to enhance ACP in the office. Positive aspects of the campaign 

included that staff were more likely to hand out paperwork on ADs, more discussion among 

providers and staff about ACP occurred, and the pins promoting ACP stimulated discussion 

among staff and patients. However, staff indicated that patients still lacked basic understanding 
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of ACP and its importance in planning their healthcare. Other problems encountered included 

provider reluctance to engage in ACP, particularly when patients had multiple problems to 

address and during wellness visits. Other problems included patients not wanting fill out AD 

paperwork while in the office, materials not appropriate for patients with limited English 

proficiency or literacy, and patients being unwilling to schedule visits specifically for ACP.  

Table 9 summarizes the PI participants’ comments on the awareness campaign. 

Table 9 

Evaluation of Advance Care Planning Awareness Campaign 

Strengths  Areas for Improvement  

More ADs given out by staff More education needed for patients 

More discussion among staff/ providers about 

ACP 

Pins needed to be bigger/ brighter 

Promotional materials in visible areas Patients did not want to fill out AD 

paperwork while in the office, requested more 

time to discuss it with family 

Pins stimulated conversations Materials not appropriate for patients with 

limited English proficiency/ limited literacy 

 Providers reluctant to address ACP when 

other problems being addressed 

 Providers did not want to address during 

wellness visits. 

 Patients did not want to come back for a 

separate visit for ACP 

 

Table 10 

Opportunities Identified through the Awareness Campaign 

More education needed for providers Video with education materials on ACP 

More educational materials should be 

available in the waiting room 

Culturally appropriate materials needed 

ACP class or group visit  
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Discussion 

Summary 

Advance care planning is an important element in providing primary care. The Centers 

for Medicare and Medicaid Services have signaled the importance of provider-led discussions on 

patient values and preferences related to end-of-life care by creating a reimbursement system for 

such discussions. However, few primary care providers are currently incorporating ACP in their 

practice. This QI initiative sought to increase the number of ACP conversations, and 

subsequently the number of ADs available in the EMR through provider and staff education and 

awareness.  

The QI initiative highlighted some of the same barriers to ACP noted in the literature. In 

particular, provider education on ACP was noted by both staff and providers as a major barrier to 

conducting ACP in the ambulatory setting. The QI project suggested the need for additional 

education for all staff members, including clinical and non-clinical staff, to encourage ACP.  

Provider-specific barriers identified in the literature were also noted through the course of this QI 

initiative. Time constraints, as evidenced by staff reporting that providers were reluctant to 

incorporate ACP discussions in office visits where multiple problems are being addressed, 

continue to be a limiting factor. Additionally, patient factors were identified by participants in 

the QI; in particular, patients had little understanding of ACP and its importance and were 

unwilling to schedule a visit solely to address ACP. 

The awareness campaign, which targeted not only patients, but staff and providers as 

well, may be an effective tool in addressing some of the barriers to ACP detailed in the literature. 

The benefits of the campaign were that it allowed staff to focus on improving ACP for a defined 

period of time, was narrow in scope, and it targeted each group involved in ACP. Patient 
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education on ACP was a missing component of this QI initiative. As such, participants indicated 

that patient education activities surrounding ACP should be incorporated into future ACP 

awareness campaigns.   

Significance and Implications of Results 

This QI project demonstrated that involvement of the whole care team, not just providers, 

may be an important element in ACP. Clinical staff have multiple opportunities to provide 

education and reminders to patients to influence their likelihood of engaging in ACP activities. 

Clinical staff members may also be able to influence provider activities with regard to ACP, by 

identifying patients who may benefit from ACP discussions and helping providers incorporate 

this aspect of patient care more smoothly into current workflows. Additionally, education and 

awareness for all staff on ACP is important, as patients may come to clinical and non-clinical 

staff with questions about documents used in ACP. 

Limitations and Suggestions for Improvement 

This QI was performed in a family medicine residency program, and findings may not be 

applicable to other settings. The population was primarily Medicaid or dual enrolled 

Medicare/Medicaid patients, and results may differ in other patient groups. Family medicine 

resident physicians may also have attitudes about ACP that are divergent from other primary care 

providers. In addition, data collection occurred only through the end of the QI project; collecting 

data for a longer period of time after the QI occurred might provide additional information on the 

impact of an awareness campaign on ACP. 

Suggestions for Future Clinical Research 

Further research on the involvement of primary care clinic staff in ACP efforts may yield 

additional success in increasing ACP rates. Leveraging all members of the care team, within each 
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individual’s scope of practice, may be effective in enhancing the ACP process in the clinic 

setting. Participants in this QI project also identified that patient education is needed; they 

suggested offering a class or group visit on ACP as part of the awareness campaign. The 

literature details multiple patient education modalities for ACP, including using online tools, 

decision aids and structured communication tools (Butler, Ratner, McCreedy, Shippee, & Kane, 

2014; Oczkowski, Chung, Hanvey, Mbuagbaw, & You, 2016; Reidy et al., 2017). The inclusion 

of patient education may increase the effectiveness of an awareness campaign.  

The staff recognized the importance of the initiative for clinic patients, and would like to 

expand the program in the future to include additional patient education. The health system has a 

robust patient outreach department, which could be involved in promotion of ACP at health fairs, 

health-system sponsored “Healthy Life Centers” and other community events.  

Conclusion 

As suggested by Reidy et al. (2017), changing culture and attitudes about ACP requires a 

comprehensive, multi-level strategy to engage participants. This QI project demonstrated that an 

awareness campaign is one approach that can be used to engage patients, staff, and providers in 

ACP activities. While the QI initiative did not demonstrate a significant change in ACP 

diagnosis codes billed or in the number of ADs scanned into the EMR, it was successful in 

increasing discussion of the importance of ACP among providers and staff members. Along with 

education programs for patients, staff, and providers, an awareness campaign can be used as a 

tool to enhance ACP activities in primary care.  
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Office of the Vice President for Research Human Subjects Committee͒Tallahassee, Florida 

32306-2742  

(850) 644-8673 · FAX (850) 644-4392 APPROVAL MEMORANDUM͒Date:͒To:  

Address:͒Dept.:͒From: Thomas L. Jacobson, Chair Re: Use of Human Subjects in Research  

The application that you submitted to this office in regard to the use of human subjects in the 

proposal referenced above have been reviewed by the Secretary, the Chair, and two members of 

the Human Subjects Committee. Your project is determined to be Expedited per 45 CFR § 46.110(7) 

and has been approved by an expedited review process.  

The Human Subjects Committee has not evaluated your proposal for scientific merit, except to 

weigh the risk to the human participants and the aspects of the proposal related to potential risk 

and benefit. This approval does not replace any departmental or other approvals, which may be 

required.  

If you submitted a proposed consent form with your application, the approved stamped consent 

form is attached to this approval notice. Only the stamped version of the consent form may be 

used in recruiting research subjects.  

If the project has not been completed by 08/30/2018 you must request a renewal of approval for 

continuation of the project. As a courtesy, a renewal notice will be sent to you prior to your 

expiration date; however, it is your responsibility as the Principal Investigator to timely request 

renewal of your approval from the Committee.  

You are advised that any change in protocol for this project must be reviewed and approved by 

the Committee prior to implementation of the proposed change in the protocol. A protocol 

change/amendment form is required to be submitted for approval by the Committee. In addition, 

federal regulations require that the Principal Investigator promptly report, in writing any 

unanticipated problems or adverse events involving risks to research subjects or others.  
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By copy of this memorandum, the chairman of your department and/or your major professor is 

reminded that he/she is responsible for being informed concerning research projects involving 

human subjects in the department, and should review protocols as often as needed to insure that 

the project is being conducted in compliance with our institution and with DHHS regulations.  

This institution has an Assurance on file with the Office for Human Research Protection. The 

Assurance Number is IRB00000446.  

Cc:͒HSC No.  

08/31/2017  

Amanda Dennis <ald15k@my.fsu.edu>  

1555 Coconut Drive, Fort Myers, FL 33901  

NURSING  

 
Improving Advance Care Planning in Primary Care: A Quality Improvement Project  

 
Laurie Grubbs <lgrubbs@fsu.edu>, Advisor  
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Pam Fowler, RN, BS, CIM 

Administrator 

Lee Memorial Health System 

Institutional Review Committee 

 
 

 

 

  



IMPROVING ADVANCE CARE PLANNING IN PRIMARY CARE 

 33 

Appendix C 

 

 
 

Advance Care Planning in 
Primary Care

Amanda Lang Dennis RN BSN DNPc
Florida State University

Objectives

! Define Advance Care Planning and identify 
documents and resources that can be used to 
facilitate effective ACP conversations.

! Discuss the benefits of ACP and when to initiate 
the discussion.

! Identify patient and provider barriers and 
discuss strategies to overcome these challenges.

What is Advance Care 
Planning?

Definition of Advance Care 
Planning

(A) service between a physician (or other qualified 
health care provider) and the patient discussing 
advanced directives, with or without completing 
relevant legal forms.

Department of Health and Human Services, 2016, p2 

! 1960s: Patient and 
consumer rights 
movement 

! 1976: Natural Death Act 
(California)

! 1990: Patient Self-
Determination Act

! 2016: Medicare 
reimbursement for ACP 
visits

Why is ACP Important?
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Indicatio
ns for 
ACP 

When should you initiate 
the discussion? 

Who is appropriate for 
ACP?

Who should be involved in 
the conversation?

Case Study 1

! P.M. is a 48 y/o white woman with a history of 
paraplegia from an epidural abscess caused by 
IV drug use. She lives with her mother and is 
cared for by her extended family and paid 
caregivers. Recently, P.M. was admitted with 
respiratory failure from pulmonary fibrosis, and 
is currently on BiPAP.

Case Study 2

! M.T. is a 68 y/o Hispanic woman with ALS, 
diagnosed 5 years ago. M.T. has never been 
hospitalized and lives at home with her spouse. 
She is wheelchair-bound. At today’s visit, her 
sister-in-law reports that M.T.’s spouse has been 
having increased difficulty caring for her at 
home. The sister-in-law has questions for the 
family doctor about nursing home placement. 
M.T. also recently had a swallow study, which 
showed significant aspiration. 

Case Study 3

! J.B. is a 55 y/o Black male who recently 
established with the family medicine practice 
after a long hospitalization and recovery at a 
nursing home. J.B. has had a significant 
neurologic decline, with an unclear cause. His 
son and son’s girlfriend are the primary 
caregivers for J.B. The son expresses distrust of 
the medical system, and vows that his dad will 
not go into a nursing home. 

Case Study 4

! J.P. is an 82 y/o White male with hypertension 
and diabetes, well-controlled on oral 
medications. Recently the clinical staff have 
reported to the family physician that J.P. has 
called in several times asking the same 
questions about his medications. When the 
nurse called the pharmacist, she found out that 
J.P. has not picked up two of his blood pressure 
medications for the past two months. J.P. is a 
widower, and has no close family.

“Triggers” for ACP

!Medicare Wellness Visits

!Change in health status

!Cognitive decline

!New functional 
impairment

!Care transition 
(hospitalization, nursing 
facility)

! Increased caregiver 
involvement in ADLs

!Change in living situation 
(i.e., assisted living, 
nursing home, moving in 
with adult children)

!Change in family/ social 
situation (i.e., death of 
loved one)
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Medicare Reimbursement 
for ACP

!

! Includes the explanation and discussion of advance directives, 
may or may not include completion of advance directive forms

! Provided by the physician or other qualified health care 
professional

! Can bill for first 30 minutes face-to-face with the patient, family 
member(s), and/or surrogate

! Completion of an advance directive is not an overall 
requirement for billing ACP services.

Medicare Reimbursement 
for ACP

!

! Includes explanation and discussion of advance directives such 
as standard forms (with completion of such forms, when 
performed)

! Provided by the physician or other qualified health care 
professional

! Each additional 30 minutes face-to-face with the patient, family 
member(s), and/or surrogate

!

Adapted from Advance Care Planning, (2017) aafp.org

Process for ACP
Documenting ACP in the 

EMR

Additional Tools for ACP

Advance Care Planning: An Introduction 

for Public Health and Aging Services 
Professionals” (free course offering 

continuing education credit) 

CDC.gov/Aging/AdvanceCarePlanning/ 

Care-Planning-Course.htm 

Advance Care Planning (ACP) as an 

Optional Element of an Annual Wellness 
Visit (AWV)” MLN Matters® Article 

CMS.gov/Outreach-and-Education/ 

Medicare-Learning-Network-MLN/ 
MLNMattersArticles/Downloads/ 

MM9271.pdf 

National Hospice and Palliative Care 

Organization 
Download Your State’s Advance 

Directives 

CaringInfo.org/i4a/pages/index. 

cfm?pageid=3289 

Aging with Dignity, Five Wishes
https://www.agingwithdignity.org/five-

wishes
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Barriers 
to ACP 

What are some barriers 
observed in your practice? 

Which barriers are 
provider and which are 
system-level? ! Not enough time to address ACP in an office visit

! Not sure when to initiate ACP conversation (timing)

! Not sure which patients are appropriate

Ahluwalia, et al. (2014); Glaudemans, van Charante, and Willems, (2015) 

-

! Personnel limitations

! Lack of integration across care continuum

! Problems with current tools for ACP

Hayek et al. (2014); Tung et al. (2014); Lum, Sudure & Bekelman, (2015) 

Questions?

References

Ahluwalia, S. C., Bekelman, D. B., Huynh, A. K., Prendergast, T. J., Shreve, S., & Lorenz, K. A. 
(2014). Barriers and strategies to an iterative model of advance care planning communication. 
American Journal of Hospice and Palliative Medicine, 1049909114541513.

Centers for Medicare and Medicaid Services. Medicare Benefit Policy Manual Chapter 15 –
Covered Medicare Benefts. Retrieved from www.cms.org

Glaudemans, J. J., van Charante, E. P. M., & Willems, D. L. (2015). Advance care planning in 
primary care, only for severely ill patients? A structured review. Family practice, 32(1), 16-26.

Hayek, S., Nieva, R., Corrigan, F., Zhou, A., Mudaliar, U., Mays, D., & ... Ilksoy, N. (2014). End-of-
life care planning: Improving documentation of advance directives in the outpatient clinic 
using electronic medical records. Journal Of Palliative Medicine, 17(12), 1348-1352. 
doi:10.1089/jpm.2013.0684

Lum, H. D., Sudore, R. L., & Bekelman, D. B. (2015). Advance care planning in the elderly. 
Medical Clinics of North America, 99(2), 391-403.

Tung, E. E., Wieland, M. L., Verdoorn, B. P., Mauck, K. F., Post, J. A., Thomas, M. R., & ... Thomas, 
K. G. (2014). Improved Resident Physician Confidence With Advance Care Planning After an 
Ambulatory Clinic Intervention. American Journal Of Hospice & Palliative Medicine, 31(3), 275-
280 6p. doi:10.1177/1049909113485636



IMPROVING ADVANCE CARE PLANNING IN PRIMARY CARE 

 37 

 

Appendix D 

Post-Educational Session Cover Letter and Survey 

  

Dear Potential Participant, 

  

You are invited to contribute to a quality improvement project on advance care planning in 

primary care. You were selected as a possible participant because of your affiliation with the 

Florida State University College of Medicine Family Medicine Residency Program. We ask that 

you read this cover letter and ask any questions you may have before agreeing to be in the study. 

 

This program is a component of a doctor of nursing practice (DNP) project being conducted by 

Amanda L. Dennis RN BSN, entitled “Improving Advance Care Planning in Primary Care: A 

Quality Improvement Project.” As part of this project, we would like to solicit your feedback on 

the effectiveness of this educational session. The enclosed survey is anonymous and voluntary, 

to the extent allowed by law. It should take approximately five minutes of your time. The 

decision to participate has no effect on your standing within the residency program and/or your 

employment with Lee Physician Group. There is no penalty should you decline to participate. By 

completing the survey, you will be consenting to participate in this research. The survey will be 

reviewed by the principal investigator, Amanda L. Dennis, and results will be tabulated and 

major themes identified. This information will be disseminated to the leadership team within Lee 

Physician Group for the purpose of improving future educational programs. Results may also be 

presented in a peer-reviewed journal or at a national conference. The benefits of this survey are 

to enhance the effectiveness of education on advance care planning for providers in Lee 

Physician Group. There are no identified risks to completing this survey. 

  

Should you have any questions about this survey or the educational program on advance care 

planning, please feel free to contact Amanda L. Dennis at telephone number 239-851-0758 or via 

e-mail at ald15k@my.fsu.edu or Dr. Laurie Grubbs at telephone number 850-644-5363 or via e-

mail at Lgrubbs@fsu.edu. If you have questions or concerns regarding this project and would 

like to talk to someone other than the researcher, you are encouraged to contact the FSU IRB at 

telephone number 850-644-8633. You may also contact this office by email at 

humansubjects@fsu.edu, or by writing or in person at 2010 Levy Street, Research Building B, 

Suite 276, FSU Human Subjects Committee, Tallahassee, FL 32306-2742. 

 

Your input is greatly appreciated in helping to improve advance care planning for the patients of 

Lee Physician Group. 

  

  

Sincerely, 

  

  

  

Amanda Lang Dennis, RN BSN DNPc  
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After attending this educational session, how familiar are you with advance care planning terms 

and definitions? 

  

• Very familiar 

• Somewhat familiar 

• Neutral 

• Somewhat unfamiliar 

• Very unfamiliar 

  

After attending this educational session, how comfortable are you identifying patients who are 

appropriate for advance care planning services? 

  

• Very comfortable 

• Somewhat comfortable 

• Neutral 

• Somewhat uncomfortable 

• Very uncomfortable 

  

After this educational session, how likely are you to initiate advance care planning discussions 

with appropriate patients? 

  

• Very likely 

• Somewhat likely 

• Neutral 

• Somewhat unlikely 

• Very unlikely 

  

After this educational session, how comfortable are you in discussing advance care planning 

tools and resources with patients? 

  

• Very comfortable 

• Somewhat comfortable 

• Neutral 

• Somewhat uncomfortable 

• Very uncomfortable 

  

After this educational session, how comfortable are you with documenting advance care 

planning discussions in the electronic medical record? 

  

• Very comfortable 

• Somewhat comfortable 

• Neutral 

• Somewhat uncomfortable 

• Very uncomfortable 
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How likely are you to make changes to your practice based on the information in this educational 

session? 

  

• Very likely 

• Somewhat likely 

• Neutral 

• Somewhat unlikely 

• Very unlikely 

  

  

Please state what you found most useful in this educational session. 

  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________                                                

   

 

 

 

Please provide any additional recommendations to improve this session in the future. 

  

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________________                                                      

  

 

  



IMPROVING ADVANCE CARE PLANNING IN PRIMARY CARE 

 40 

Appendix E

Advance Care Planning in 
Primary Care

Amanda Lang Dennis RN BSN DNPc
Florida State University

Objectives

● Define Advance Care Planning 

! Identify terms frequently used by patients and 

providers when discussing ACP

! Discuss the benefits of ACP for patients and 

which patients may need ACP the most

! Describe documents and resources that can be 

used in ACP conversations.

Objectives Cont’d

! Review initiatives for “Advance Care Planning 

Month”

! Discuss how to celebrate success ??

What is Advance Care Planning?

Definition of Advance Care 

Planning

(A) service between a physician (or other qualified 
health care provider) and the patient discussing 
advanced directives, with or without completing 
relevant legal forms.

Centers for Medicare and Medicaid Services, 2016, p2 

Frequently Used Terms

! Advance directive

● Medical durable power of attorney

● Surrogate decision maker/ Health care surrogate

● Living will

● Cardiopulmonary resuscitation (CPR)/Do Not 

Resuscitate (DNR)

● Orders for life-sustaining treatment/ Physician 

orders for life-sustaining treatment (POLST)
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An Advance Care Plan is NOT

! A will for the purpose of determining who 

receives assets after a patient’s death

! A designation of a person to make financial 

decisions for a patient 

! A legally binding document in Florida

Why is Advance Care Planning 
Important?

When Should Patients Make an 
Advance Care Plan?

!Medicare Wellness Visits

!Change in health status

!Cognitive decline

!New functional 
impairment

!Care transition 
(hospitalization, nursing 
facility)

! Increased caregiver 
involvement in ADLs

!Change in living situation 
(i.e., assisted living, 
nursing home, moving in 
with adult children)

!Change in family/ social 
situation (i.e., death of 
loved one)

Examples of Advance Care Plans
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Advance Care Planning Month

Advance Care Planning Month 
Goals

! Ask patients “Do you have a plan?” and discuss 

ACP as it relates to their health care wishes

! Create opportunities for conversations about 

ACP among, patients, staff, and providers

Specific Activities

! Initial kick off celebration

! Promotional materials in the waiting room and 

exam rooms reminding patients about the 

need to “Have a plan”

! Pins for staff to wear to start conversations

! Discussion during daily huddle about ACP, 

challenges, questions and successes

Sample Scripting

“Having a plan for your wishes if your health 
changes or you are unable to speak for yourself 
is important.”

“We encourage you to talk to your doctor about 
what your wishes are related to health care, and 
fill out an advance directive or living will.” 

“We want to honor your wishes related to your 
care, so we ask you to write them down, and talk 
to your family about what care you want.”

Celebrating Success
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Questions? Suggestions? References
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Appendix F 

 

 
Do you have a plan? 
 

Discussing your health care wishes is an 

important part of your annual check-up. 
 

Ask your health care provider about how you can create 

a plan. 
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DO YOU HAVE A PLAN? 

Planning for your health care wishes is an 

important part of your annual check-up. 

 

Ask your health care provider about creating an 

Advance Care Plan. 
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You have a financial plan, do you have 

an Advance Care Plan? 
 

Planning for your future health care wishes is 

an important part of your annual check-up. 
 

Ask your health care provider today about how you can 

create an Advance Care Plan for your health. 
 

 

 


