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Abstract
Advance care planning (ACP) is a process that allows for an individual to document ahead of
time the medical treatment they want if they are unable to communicate after an unexpected life-
threatening situation. The legal forms used to document these wishes are called advance
directives (ADs). Since African Americans (AAs) develop chronic disease at younger ages and
often experience shorter lifespans than other racial groups, it is imperative that they have a clear
understanding of the pros and cons of ACP. Regrettably, because AAs seldom complete ADs,
more aggressive, and often, ineffective medical care is provided at the end of life. The purpose of
this Doctor of Nursing Practice (DNP) quality improvement project was to promote patient
autonomy by equipping and empowering these individuals with the knowledge needed to make
informed decisions regarding end-of-life care (EOLC). The intervention utilized educational
resources to engage patients in meaningful discussion and dialogue on the advantages and
disadvantages of ACP during regularly scheduled clinic visits over a one-week time frame. The
average number of patients aged 50 years and older who were seen in the clinic during a one-
week timeframe was calculated and multiplied by 0.80 two weeks prior to the project being
initiated. These calculations determined the number of chart audits that were required for pre-
and post-study implementation. Sixty-five patients met the study criteria and received AD
education. Fifty-six of the 65 patients agreed to be counted for the study. Fifteen ADs were

executed during the intervention. This represents 27% of those who agreed to be counted.
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Executive Summary

Project Title: Utilizing an Intervention to Improve Advance Directive Completion Rates for
African Americans (AAs) in a Family Practice Setting.

Problem: Many AAs are afflicted by chronic disease and likely to succumb to complications at
younger ages than other racial groups. Advance directives (ADs) are legal documents that
establish what medical treatment an individual desires in case of a life-threatening event where
they are unable to communicate. Regrettably, research shows that AAs are less likely to execute
ADs. This project was implemented because, in a Family practice clinic in North Louisiana,
there is an absence of ADs in patient medical records along with acknowledgment by the MD
clinic owner that there were no advance care planning (ACP) procedures or activities in place.

PICO: Does offering ACP education with an opportunity to complete ADs to African
Americans aged 50 years and older, as compared to no current ACP initiative, improve advance
directive completion rates in a Family Practice setting?

Purpose: The purpose of this DNP quality improvement project was to determine whether an
educational intervention aimed at increasing the patient’s knowledge of ADs improves African
American advance directive completion rates.

Goals: To increase advance directive completion rates in the clinic by at least 25% during a one-
week period.

Objective: To educate patients on ACP so that they would have the knowledge needed to make
informed decisions regarding EOL care and provide an opportunity for advance directive
documents to be executed.

Plan: This was a Quality Improvement (QI) project that provided education on ACP with an
opportunity to complete ADs if desired. Random chart audits were performed pre- and post-
intervention to compare the number of records with ADs in place. The expectation was that there
would be an increase in the number of ADs completed after the intervention. When patients who
met the study criteria presented for their routine visit, they were given an introductory letter and
educational brochure about ACP and instructed to review while they waited. After being triaged
and placed in a room, the DNP student entered, provided AD education, and engaged the patient
in conversation.

Outcomes and Results: There were no executed ADs found during the pre-intervention
assessment. Sixty-five patients met the study criteria and received AD education. Fifty-six of the
65 patients agreed to be counted for the study. Fifteen ADs were executed during the
intervention. This represents 27% of those who agreed to be counted. The post-intervention audit
revealed one chart with a completed AD.
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Utilizing an Educational Intervention to Increase Advance Directive Completion Rates for

African Americans in a Family Practice Clinic in Louisiana
Advance care planning (ACP) is the activity of pre-selecting the medical care wanted at
the end-of-life (EOL) with the assistance of a healthcare provider or legal representative
(Atherton, 2020). These preferences are placed in legal documents entitled advance directives
(ADs). A Living Will and Durable Power of Attorney for Healthcare are examples of ADs. A
Living Will is a means for an individual to express the medical treatment they desire or
disapprove of under specific circumstances. A Durable Power of Attorney for Healthcare
appoints a healthcare representative to make decisions on behalf of an individual in situations
that prevent that individual from being able to communicate. The purpose of this DNP project
was to assess the effect of an educational intervention aimed at expanding the patient’s
knowledge and understanding of advance care planning to increase the execution of ADs in the
African American (AA) community.
Problem Recognition
Problem Statement
According to Sandman et al. (2019), patients benefit from healthcare goals, including
preserved health and sovereignty, extended life, and dignity. Although today’s healthcare
environment consists of new technologies and treatment modalities, patients still grapple with
independence from the healthcare team regarding their opinions and desires regarding their
medical care (Bu & Jezewski, 2006). ACP and EOL care are obligatory components of health
literacy whose complexity has increased over the years (Halinski, 2020). Healthcare providers
and patients often elude ACP conversations despite being an important matter to examine

(Halinksi, 2020). Patients and healthcare professionals often fail to comprehend that an executed



AD is the epitome of autonomy. Terry (2018) asserts that the DNP graduate is enthralled in
preventative and population health matters that aim to improve the country's overall health. The
ACP process requires education about EOL care choices and the completion of the legal
documents that provide written documentation regarding the patient’s desires for future medical
care (Catlett & Campbell, 2021). Advance practice nurses that have completed a DNP degree
utilize a holistic approach to assist patients in making positive decisions that improve health and
increase the quality of life (Terry, 2018).
PICO Question

Does offering advance care planning education to African Americans aged 50 and older
as compared to no current advance care planning education initiative, increase advance
directive execution in the African American community?

For this quality improvement project, the population, intervention, comparison, and
outcomes were as follows:
Population (P): For American Americans aged 50 and older who are clients of a family practice
clinic in North Louisiana
Intervention (1): Providing advance care planning education during routine office visits
Comparison (C): Compared to no current advanced care planning education initiative
Outcome (O): Increase advance directive execution
Timeframe (T): Over one week
Project Significance

There is an amalgamation of influences that contribute to the poor health outcomes of
AAs living in the U.S., particularly in Louisiana. Caddo Parish ranks 50, (bottom is 64) for

health outcomes (University of Wisconsin Population Health Institute, n.d.). When the poverty



rate multiplies between populations, lifespan decreases (Canicosa, 2020). Even though many
studies have been carried out, the cause for race disparities in ACP is not thoroughly
comprehended (Koss, 2018).

Xu et al. (2021) emphasize that the primary care setting is the best environment for AD
execution. This project was considered because of the DNP student’s assessment of absent AD
documents in patient charts. The observation was confirmed by the physician who is also the
owner of the clinic.

Growing evidence has revealed several factors that contribute to low AD completion
rates. According to Spoelhof and Elliott (2012), a clinical method fitting to the patient’s age
group could nurture successful and collaborative advance directive conversations (i.e., asking
whom the patient would trust to make medical decisions during discussions about preventative
care such as colorectal screening). Ramsaroop et al. (2007) maintain that the most effective
initiative utilized direct patient-provider communication. The probability of AD completion was
threefold for those who were engaged in ACP conversations than those who were not (Gordon &
Shade,1999). Therefore, it was vital that effective methods to improve the completion rate of
ADs in the primary care setting were established (Xu et al., 2021).

Foundational Theories

The two theoretical frameworks that guided this QI project are Johnson’s Behavioral
Systems Model and the Health Belief Model (HBM). Dorothy Johnson was a nursing theorist
who developed the Behavior System Model in 1968 (Zaccagnini & White, 2017). Her work
utilized components of systems thinking along with Nightingale’s philosophies to further
elaborate on the relationship between the sick individual and the effects of the environment

(Ghanbari & Pouy, 2020). The model alleges that encouraging positive behavioral functioning



will avert illness (Ghanbari & Pouy, 2020). The individual is defined as a behavioral system with
seven behavioral subsystems (Ghanbari & Pouy, 2020). Each subsystem is comprised of four
essential traits (Ghanbari & Pouy, 2020). A discrepancy in a system causes instability and the
nurse’s responsibility is to help the patient maintain equanimity (Ghanbari & Pouy, 2020). When
this model is used as a prototype in the clinical setting, the problem causing unbalance is
ascertained, then nursing interventions to generate change are implemented (Zaccagnini &
White, 2017). Regarding this project, the absence of ADs was the unbalance, therefore the DNP
student addressed the unbalance with ACP education and assisted with the completion of ADs,
which restored equilibrium.

The HBM is a health promotion theory that explores how an individual’s opinions
influence his or her healthcare choices (Carpenter, 2010). The theory has been changed in many
ways over the years, but the earliest prototype encompasses four theoretical elements (Rawlett,
2011). The elements encompass perceived susceptibility, perceived severity, perceived benefit,
and perceived barriers (Rosenstock, 1966). Lastly, cues to action are what the model describes as
being necessary to ignite a behavior change (Rosenstock, 1966).

Element 1: Perceived susceptibility

The first element asserts that if an individual thinks they are more inclined to be
negatively affected by a malady, the response will include more health-promoting behaviors
(Rosenstock, 1966). In the context of advance care planning, if an individual believes they will
develop a terminal illness or succumb unexpectedly (i.e., demise from complications of COVID-
19 or injury resulting from a car accident), the likelihood for AD execution increases. However,
if it is believed that vulnerability to demise is low, risky behaviors may be engaged, and EOL

planning is not considered.



Element 2: Perceived severity

The second element refers to an individual’s evaluation of the seriousness of a health
condition and may be different for each person (Rosenstock, 1966). The more life-threatening an
individual may believe the health condition is, the more likely they are to partake in behaviors
that prevent it (Rosenstock, 1966).
Element 3: Perceived benefits

The third element concerns an individual’s opinion of what will be gained by changing
their behavior to lower disease risk (Rosenstock, 1966). The individual must sense that the
pursued conduct will result in compelling positive advantages (Carpenter, 2010). Regarding
ACP, when an individual completes an AD, they understand that the legal documentation of their
end-of-life care wishes will be adhered to (perceived benefit), and autonomy will be promoted
(lowering the risk of receiving medical treatment that does not align with their beliefs).
Element 4: Perceived barriers

The fourth element argues that if an individual believes that obstacles hinder them from
participating in health-promoting behavior, they will not (Rosenstock, 1966). For example, if
individuals fear completing an AD (preventive behavior) because they do not fully understand
what it is (obstacle), the document will not be established.
Cues to Action

According to the HBM, a determinant that acts as a prompt to set off a fitting response is
needed (Rosenstock, 1966). The strength of the required prompt will differ for each individual as
it depends on their willingness to act (Rosenstock, 1966). Pertaining to ACP, an example of a

prompt could be an individual’s close family member or friend passing away from an unexpected



cardiac event without ADs in place and the individual reaching out to their physician to initiate
the ACP process.
Background

African Americans (AAs) are diagnosed with chronic illness earlier, cutting their lives
short, unlike their European counterparts (Williams, 2012). Studies reveal that there are many
influences that contribute to the hardships AAs and other racial minority groups face that lead to
unfavorable health outcomes (Xanthos et al., 2010). Many diseases that bring about death in
America primarily affect AA and Latino nationalities (Maness & McCauley, 2020). The human
immunodeficiency virus is more likely to be detected in African Americans (AAs) than in any
other ethnic category in the United States (Lyon et al., 2019). Around 13.2 percent of AAs age
20 and older have diabetes; when compared to Whites, the amount doubles (Chode et al., 2016).
Forty-four percent of AA males and 48 percent of AA females are affected by cardiovascular
disease resulting from various avoidable conditions (Maness & McCauley, 2020).

ADs and ACP are completed much less in the AA population than in other races (Collins,
2018). There is an increasing movement toward influencing AAs to participate in ACP because it
is associated with improved clinical results near-death (Kwak & Ellis, 2020). Despite there being
a substantial amount of research concerning obstacles to ACP completion in the AA community,
very few studies have appraised the benefits of methods that promote ACP (Sanders et al., 2016,
Song et al., 2015; LoPrest et al., 2016 as cited in Ejem et al., 2019). When the barriers AAs
contend with during a medical crisis are identified, help can be extended to eradicate those
obstacles (Mayeda & Ward, 2019).

The absence of EOL care planning by an individual before a catastrophic event may

result in mental distress for family members having to make those complicated decisions



(Collins et al., 2021). ACP, palliative care, and hospice are also seldom utilized by AAs (Rhodes
et al., 2019). Because AAs seldom establish ADs, forceful and often ineffective care is provided
near death (Catlett & Campbell, 2021). ACP can mitigate scenarios like these (Catlett &
Campbell, 2021).

As per Hunsaker and Mann (2013), the United States government has employed efforts to
advocate and regulate ADs with unreliable findings. The Patient Self-Determination Act
(PDSA) was the federal legislation passed in 1990 that promotes AD use in North America
(Hunsaker & Mann, 2013). This act obligates every medical establishment that receives
Medicare or Medicaid monetary support to inform patients of ADs during the check-in process
(Koss, 2018).

Systematic Review of Literature

Forty-seven articles were collected from various research databases including Medline,
CINAHL, Academic Search Premier, and Cochrane. Search terms encompassed the following:
advance directives, advance care planning, initiatives, social determinants of life, end-of-life
care, African Americans, minorities, and palliative care. Manuscripts unavailable in English
were not retrieved. Eighteen items were eliminated, leaving 29 sources to critique. The review
focused on methods to increase AD execution.

Level of Evidence

The DNP student utilized Melnyk and Fineout-Overholt’s (2015) levels of evidence
hierarchy to rate the remaining twenty-nine articles. No articles provided Level | evidence
(systemic review or meta-analysis). There were four randomized controlled trials (Level I1), one
controlled trial without randomization (Level I11), four case-control or cohort studies (Level 1V),

five systemic reviews of qualitative or descriptive studies (Level V), nine qualitative or



descriptive studies (Level V1), and six opinions or consensus (Level VII) (Appendix A).
Emergent Themes

Of the 29 documents that were examined, nine themes were uncovered. Four of the
themes are provider-specific barriers to AD completion. The remaining five are patient-related.
Provider Specific Barriers
Theme 1: Knowledge deficit related to ACP.

Halinski (2020) contends that medical providers are not well-versed in what the ACP
process entails and how to go about assisting patients with the task of executing ADs.

Theme 2: Time constraints.

Key informants maintain that there is not enough time to perform daily job requirements
in addition to providing ACP education (Marino et al., 2021).

Theme 3: Absence of well-defined patient education procedures.

Atherton (2020) conducted research to augment the number of ADs executed in an
Arizona primary care clinic with two sites. Neither location had AD documents available for
review and/or discussion with patients (Atherton, 2020). Similarly, Marino et al. (2021) describe
a quality improvement (QI) project initiated by him and his team that provided supplementary
ACP learning tools and AD forms via an education packet. Unfortunately, the information was
disregarded by the patients. A reliable source maintains that after care had been completed for
the day, the documents were found scattered about the waiting room (Marino et al., 2021).
Theme 4: Lack of buy-in.

Atherton (2020) implemented research that involved two primary care offices. She asserts
that prior to her project, there had not been any ACP initiatives. Additionally, Wissow et

al.(2004), found that despite providing medical practitioners with ACP materials, cues, and more



time for patient visits, the providers maintained that they did not have sufficient time. Later, they
admitted reluctance to initiate AD discussions (Wissow et al., 2004).

Patient-Specific Barriers

Theme 5: Skepticism of the healthcare system.

Bazargan and Bazargan-Hejazi (2021) discovered that medical mistrust was a hindrance
to ACP between AAs. Comparatively, Johnson et al. (2008) discovered that AAs felt
uncomfortable thinking about death, wanted ventilator support, feeding tubes, and intensive care
stays, have spiritual beliefs that contradict palliative care goals, and distrust the healthcare
system.

Theme 6: Fear.

Rhodes et al. (2017) conducted a study that investigated AA views of ACP, palliative
care, and hospice. Ignorance of ACP created fear that prohibited AD completion (Rhodes et al.,
2017). In comparison, Bazargan and Bazargan-Hejazi (2021) unearthed that fear of the ACP
process and previous encounters with America’s medical management system were the culprits
of AAs averseness to completing ADs.

Theme 7: Lower Health Literacy.

Limited reading, writing, or mathematical comprehension are characteristics of patients
with low health literacy which inhibits them from effectively steering through the healthcare
ecosystem (Wittink & Oosterhaven, 2018). Understanding of disease, its’ progression, available
treatment modalities, and EOL care programs may be underutilized due to low health literacy.
(Melhado & Bushy, 2011). Studies suggest that AAs are provided with insufficient information
about ADs and are likely to have less dialogue regarding ACP with the healthcare team (Mack et

al., 2010). A scholarly review was executed by Melhado and Bushy (2011) that included a
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modest sample of patients dealing with a terminal illness in the hospital. The subjects divulged
that they believed questions regarding end-of-life care were insinuating euthanasia or assisted
suicide (Torke et al., 2005 as cited in Melhado & Bushy, 2011). Subject responses establish the
misinterpretation of the objectives of ADs (Melhado & Bushy, 2011). There were three
collective hindrances to AD implementation covering young to late adulthood uncovered by
West and Hollis (2012). They included surrogate decision-making, ACP illiteracy, and fear and
denial (West & Hollis, 2012). Dignity, family relations, and religiosity were the three primary
themes concerning AA perceptions of ADs that were uncovered by Dupree (2000). Although the
subjects seemed to comprehend that the purpose behind the discussion was to survey their
thoughts about ADs, additional concerns were conferred (Dupree, 2000). Matters included
buying burial plots, amputation, cremation, and donation of the body to science (Dupree, 2000).
The discussion validates the absence of ACP comprehension (Dupree, 2000).

Theme 8: Faith in God & the Afterlife.

Religiosity offers comfort and support to many AAs that God will decide when death
occurs (Catlett and Campbell, 2021).

Theme 9: Strong Matriarical Structure of AA families affects EOL decision making.

Collins et al. (2021) used nursing cultural competency to improve interaction and
comprehension of EOL care decisions made by AAs. The research revealed patterns that showed
trustful connections between grandmothers, mothers, and daughters that nurture family decision-
making and surrogate EOL decision-making (Collins et al., 2021). It also revealed that
communication between family members is instigated and conveyed mainly between female

family members (Collins, 2021). Additionally, if a legal testament is in effect and/or funeral
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service wishes have been communicated by the patient, it will be shared with them as well
(Collins, 2021).
Market and Risk Analyses

SWOT Analysis

The SWOT analysis is an organized, comprehensive method of ascertaining and
investigating areas for business expansion, allocation of resources, and operational weaknesses
requiring enhancement or change (Blayney, 2008). The SWOT analysis offers a means to present
the current condition of an organization and precise evaluation for possible expansion in the
future, two significant advantages. (Demirkol et al., 2020). A SWOT analysis was completed for
this project (Appendix B).
Strengths

Employee buy-in was especially vital to the success of this project. The clinic physician
and staff were supportive of the advance directive initiative. Thus, the ACP education provided
to the team and patients was unequivocal. Additionally, the AD forms were readily available at
no cost and easily downloaded and printed for convenience.
Weaknesses

The clinic physician had not made advocating for advance care planning a priority; hence
staff had limited education about advance directives. The clinic was short-staffed, so protocols
regarding project implementation may not be followed appropriately.
Opportunities

This quality improvement initiative provided an opportunity for the patients and staff to
have increased knowledge and understanding of the purpose and importance of completing an

advance directive. Since the patient’s future medical care wishes are articulated via these legal
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documents, an improved patient care experience may result. Unwanted hospitalizations and
unnecessary or aggressive medical treatment can be avoided in the future. There was also an
improvement in the documentation of ACP conversations facilitating billing for reimbursement
from the Centers for Medicare and Medicaid Services.
Threats

Medical mistrust/distrust was identified as a barrier to the completion of ADs. Past and
current events have contributed to the negative feelings of AAs and other minority groups toward
the healthcare system (Kennedy et al., 2007). AAs distrust of the health care system is deep-
rooted from feeling like guinea pigs after being used in unethical clinical studies (Kennedy et al.,
2007). Threats to this project’s success included knowledge gaps and/or misconceptions of the
purpose of advance directives and negative patient attitudes/behaviors toward end-of-life
planning/care.
Driving, Restraining, and Sustaining Forces

Before implementing this DNP project, it was essential to consider the driving,
restraining, and sustaining forces. Since research demonstrates that African Americans generally
experience shorter lifespans than other racial groups, they must have a clear understanding of the
pros and cons of ACP. For those reasons, there was a pressing need to provide ACP education to
the African American community.
Driving Forces

Statistics regarding AD completion rates are inaccurate (Yadav et al., 2017). The
researchers completed a systemic review that appraised studies from 2011 to 2016 for answers

and concluded that AD completion in the U. S. is low and unchanging (Yadav et al., 2017).
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Since there has been an upsurge in therapeutic and medical technology innovations, there
is a greater need for individuals to convey their wishes for EOL care (Atherton, 2020). As
previously ascertained and before plans for this QI project, there were no ACP activities in this
family practice clinic.

Restraining Forces

Restraining forces to ACP included provider time constraints, no structured education
process for patients, providers not fully engaged in ACP activities, patient mistrust of the
healthcare system, fear, and lower health literacy. Various interventions were implemented to
mitigate these dynamics by providing educational brochures to patients explaining ADs and
allotting enough time during patient visits to answer questions and address fears thoroughly.

For any quality improvement initiative to be effective, stakeholder buy-in is critical.
Although the physician and his staff were supportive of the ACP project, the current staffing
shortage issue may affect its’ ongoing viability. All employees in the organization were informed
of the DNP project plan and their specific roles for successful program implementation. The
maintenance of this project will rely heavily on the clinic physician/owner and staff and their
ability to adequately carry out everyday clinic functions in addition to continuing this initiative.
Sustaining Forces

Patients who did not want to complete ADs during the project implementation were
encouraged to resume the ACP discussion with the physician during their next visit. When these
patients are contacted via telephone to verify that they will be present at their next scheduled
visit, they will be reminded about ADs. Additionally, extra patient brochures were ordered and
extra AD forms were printed and left with the physician so that the momentum of AD

completion can continue.
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Stakeholders and Project Team

According to Moran et al. (2020), stakeholders are persons or parties that affect the
project in some manner or have relevance to the result of the project. Patients and their families,
employees of the clinic, the MD clinic owner, the DNP student, the Centers for Medicare and
Medicaid Services, and other insurance providers being billed for patient care services were all
stakeholders. The project team included Nicole Richards, the DNP student responsible for the
overall implementation of the QI initiative; Dr. Lora Claywell, Capstone Chair; Dr. Cheryl
Kruschke, Research Methods Advisor; Dr. Mairus McFarland, Clinic MD/owner; and Dr. Nora
Martinez, DNP mentor.
Cost-Benefit Analysis

As stated by Zaccagnini and White (2017), creating a cost-benefit analysis combines the
actual expenses for the project and deducts them from its advantages. The DNP student provided
most of the time required to implement the study. A small amount of effort was needed from the
office staff to provide selective patients with copies of ACP brochures and project introductory
letters. This project had reasonably low costs associated with the interventions. The total
estimated cost of the project was $580.14. The DNP student covered the entire cost.
Table 1

Itemized List of Costs Associated with Implementing DNP Project

ITEM COST

110 ACP patient brochures $194.08

(Channing Bete Company)

3 Realms of 500-count copy paper $20.22

60 Blue Ink Pens $5.93
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3 Black printer ink (63 XL) $135.72
1 Color printer ink (63 XL) $45.24
5 Acrylic sign holders (exam room flyers) $28.95
Training Lunch on ACP with office staff $150.00
Office staff assistance with providing patients Negligible
with AD paperwork

TOTAL $580.14

Benefits of the initiative include a potential reimbursement to the MD/clinic owner of

approximately $85.93 for every patient who receives ACP education (Garner-Huey, 2016). For

instance, if the Centers for Medicare and Medicaid Services is billed for 70 patients over a three-

month timeframe, he would profit $6430.14. After subtracting the project cost of $580.14, the

total gain would be $5850.00. Additionally, if ACP discussion is provided on subsequent visits,

the physician would be able to bill an additional $74.83 per patient (Garner-Huey, 2016).

Currently, there are no limits on the number of encounters that can be provided if the coding and

documentation are correct (Garner-Huey, 2016). Furthermore, in addition to the potential

revenue that can be gained by implementing an ACP education policy, over the long term, ACP

could: 1) divert direct medical costs related to unnecessary and unwanted medical treatment, 2)

lead to improved patient care experience, and 3) provide the patient with an enhanced quality of

life. These benefits are invaluable.

Project Objectives

Mission and Vision
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The mission of this project was to deliver educational resources, meaningful discussion,
and dialogue on the advantages and disadvantages of ACP to African Americans aged 50 years
and older being seen for care in a family practice clinic in North Louisiana. The vision was to
equip and empower these individuals with the knowledge needed to make informed decisions
regarding EOL care, then document it by way of ADs.

Goals

This project aimed to improve advance directive execution in the clinic by 25% during
the one-week project period.
Outcomes

Bonnel and Smith (2022) state that positive outcomes are usually associated with better
patient care and act as indicators of attainment in the clinical environment. The anticipated
results for this initiative were that AAs would have the intellectual capacity to make more
informed decisions about EOL care. Additionally, AD documents would be at hand and
accessible, patients would have an enhanced care experience, and there would be improved
documentation of provider and patient communication regarding ADs, increased execution of
ADs, a reduction in unwanted hospitalizations and unnecessary or aggressive treatments, and
improved quality of life. The seven objectives for the project were to:

1) Create an exam room flyer by June 15, 2022 (Appendix E).

2) Order ACP booklet by July 2022 (Appendix K).

3) Perform patient chart reviews for the presence of ADs pre-intervention by October 2022.
4) Provide ACP education to clinic staff (before the project begins) and explain individual

responsibilities to each clinic employee for program implementation by September 2022.



17

5) Provide ACP education to all patients who agree to participate in the project by October
2022.
6) Perform patient chart reviews for the presence of ADs post-intervention by November
2022.
7) Share the final study results with MD/clinic owner and staff by April 2023.
Project Plan and Evaluation
Research Design and Evaluation
When the DNP project objective is to instigate a modification through intervention,
practice enhancement, or enact a modern representation of care approach, the design selection
incorporates a research or quality improvement methodology (Moran et al., 2020). Quality
improvement projects in healthcare incorporate endeavors that enhance services for the future
(Moran et al., 2020). These projects are efficient, usually concentrate on a distinct, community-
wide issue, and are concerned with a fixed, intended target (Portela et al., 2015). This was a
quality improvement project that aimed to improve advance directive completion rates by
approximately twenty-five percent by utilizing interventions that involved patient education and
conversation.
Population and Sampling
The target population was African Americans aged 50 years and older who did not have
an executed AD and were decisional. The average number of patients aged 50 years and older
who were seen in the clinic during a one-week timeframe was calculated and multiplied by 0.80
two weeks prior to the project being initiated. These calculations determined that 56 random

chart audits would be required pre-and post-study implementation. The subjects were a
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convenience sample who were scheduled over a one-week period and presented to the clinic for
treatment.
Setting

This quality improvement initiative took place at a family practice clinic in North
Louisiana. It has been in operation since 1986, and is physician-owned and managed. Care is
available five days a week and there are a total of four employees (excluding the physician). The
practice was established in 1986 and is open Monday through Friday.

Educational flyers promoting ACP were placed in each exam room. When patients who
met project criteria presented for their routine visit, they were given an introductory letter and
educational brochure about ACP and instructed to review them while they waited to be placed in
an exam room. After the patient had been triaged and assigned a room, the DNP student entered
and explained the QI initiative. Everyone who met inclusion criteria received AD education and
the opportunity to execute directives at once.

The PDSA (plan, do, study, act) cycle was the approach that was used to guide the
project. The “plan” phase required research by the DNP student of available advance care
planning educational materials, Louisiana Durable Power of Attorney, and advance directive
forms. It also designated inclusion criteria for participants and described the process by which
data would be collected. The “do” phase entailed placing the order to Channing Bete for ACP
booklets, printing the State of Louisiana AD forms, creating the exam room flyer, and educating
the physician and office staff about the purpose of advance care planning and advance directives.
Additionally, this segment was where education and discussion about ACP and AD with subjects
were provided. The “study” phase involved the evaluation of AD completion rates pre- and post-

intervention. The “act” phase garnered feedback from the physician and staff regarding the
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project’s success. Since the improvements were successful, these procedures can now be
standardized as the physician has expressed that he plans to continue to offer ACP and AD
education to those who present to his clinic for care.

Figure 1

PDSA Model of Improvement

Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?

Associates in Process Improvement. (2022). PDSA Cycle.

https://www.apiweb.org/#:~:text=Associates%20in%20Process%20Improvement%20(API,capability%20for%200n%2Dgoing%20improve

ment.



https://www.apiweb.org/#:~:text=Associates%20in%20Process%20Improvement%20(API,capability%20for%20on%2Dgoing%20improvement.
https://www.apiweb.org/#:~:text=Associates%20in%20Process%20Improvement%20(API,capability%20for%20on%2Dgoing%20improvement.
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Logic Model

The W. K. Kellogg Foundation Logic Model Development Guide was used to create the
conceptual model for project intervention of providing education and in-person discussion on
ACP. Earp and Ennett (1991) imply that a conceptual model utilizes viewpoints represented by
squares and routes defined by arrows to illustrate the research question under exploration or the
current emphasis of a particular interventional act. Resources, activities, outputs, short-term &
long-term outcomes, and impact were all summarized (Appendix D).
Protection of Human Subjects

Prior to project implementation, the project was designated by Regis University’s
Institutional Review Board (IRB) as non-human subject research, thus exempting it from
approval. Furthermore, the owner of the family practice clinic consented to the project. All
patient information was kept confidential. Every patient that met inclusion criteria was provided
an introductory letter, ACP booklet and education, and the opportunity to complete ADs right
away.
Data Collection and Treatment

Terry (2018) maintains that data collection usually occurs via exploration when the
researcher goes to where the subjects are located to examine and document their actions. A pre-
and post-intervention chart audit was performed during normal clinic hours. The information that
was recorded included the patient age, gender, and whether an AD was present or completed
during the project intervention. Patients were kept track of numerically and there was no
collection of identifiable personal health information. The data collected was categorical and

dichotomous and noted on the chart audit tool.
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Data Analysis

The statistical methods that will be used to analyze findings should be suitable for the
research design (Zaccagnini & White, 2017). Qualitative research is vital because it permits the
nurse to view each patient independently, taking into account each individual’s state of affairs
(Zaccagnini & White, 2017). An inferential statistical test was not able to be run due to the pre-
chart audit having a constant value of one for all charts. This is based on coding the chart audits
with 1=no AD present and 2= yes AD present. Thus, descriptive statistics were used to analyze
the data where appropriate, and tables were developed to present the results.
Project Findings and Results

The discussion of ADs and ACP was more difficult than anticipated. When the topic was
presented, some patients became teary-eyed, exhibited poor eye contact, withdrew, and/or
offered limited responses. Several, who had been recently discharged from the hospital, and were
being seen for a follow-up visit found the topic of end-of-life care planning especially
uncomfortable. They were hesitant to take part in the ACP discussion and declined AD
execution. One subject who had experienced cardiac arrest one week prior to the office visit
(requiring CPR and defibrillation), appeared extremely agitated when an attempt to engage him
in dialogue occurred. Others willingly participated in ACP and AD conversations after education
but stated they were “not ready” to complete AD forms. Conversely, some were easy to connect
with, pleasant, and promptly executed the directives.

Sixty-five patients met study criteria and received AD education (Table 2). Fifty-six of
the 65 patients agreed to be counted for the study. Fifteen ADs were executed during the

intervention. This represents 27% of those who agreed to be counted (Table 3).
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Advance Directive Conversations
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Advance Directive Conversations
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Table 3

Data Results for Advance Directives Completed

# of ADs completed

n=56
Pre-intervention 0
Post-intervention 15 (27%)

Limitations

POST-intervention

This project had certain limitations that must be considered. First, only African

Americans aged 50 years and older could participate, therefore findings may not be generalizable

to other populations. Next, the sample size was small which could have skewed results. Lastly,

the project was short in duration and it is possible that those who required more time to consider

their EOL care preferences may have completed directives if the project timeframe was

extended.
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Recommendations

End-of-life care discussions need to be normalized but until AAs fully understand the
purpose and intent behind ADs, completion rates will continue to be disproportionate to other
races. Since most of the patient-specific barriers to AD completion identified in the systemic
review of literature were also experienced during this project implementation, AA attitudes
toward ACP and AD conversations should be explored further. The message that ADs are not
just for those of age and chronically ill should be emphasized. The dialog should focus on: 1)
how executed ADs foster patient autonomy and 2) the need for ACP and AD completion before
an unexpected event occurs to mitigate mental distress and trauma on the family.

Limited time was a provider-specific barrier noted in the systemic review of literature
and a potential obstacle to AD completion noted by the researcher as well. Although time
consumed with each patient varied, the minimum amount of time spent educating each patient
was 15 minutes. Depending on other variables such as a patient’s visual acuity and/or manual
dexterity, another 10 to 15 minutes was easily spent waiting as they read and signed the
documents. While medical providers should be primarily responsible for guiding end-of-life care
planning conversations, in order to increase efficiency while maintaining quality care, once a full
discussion has taken place and all questions addressed, the provider should be able to hand off
task completion to the clinic staff. The staff should know what documents are necessary for ACP
and AD execution and have them readily available when needed. This includes the staff being
familiar with where the patient’s name and signature should be placed on the document as well
as witnessing it.

There were several patients who took the documents home to review with family and

planned to return them on their next visit. Moreover, after the project was completed, the
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physician expressed interest in wanting to continue the initiative. Since he has been treating
many of these patients for more than 20 years, he may experience even greater success.
Considering the aforementioned, performing random chart audits for the presence of ADs at
three, six, and 12 months after project implementation would likely demonstrate a significant
increase in AD execution as it may have been somewhat premature to perform a chart audit
immediately after the intervention.

Implication for Change

AAs have endured oppression in many forms including systemic racism, poverty, and
unethical treatment, (i.e. Tuskegee Syphilis Study), which has resulted in their mistrust of the
healthcare system. For instance, although the researcher had been present at the clinic for several
days every month since the Fall of 2021, this did not appear to influence AD completion rates
during the implementation period.

While the primary setting is the ideal place for ACP, this responsibility can not lie with
the primary care provider alone. An enhanced healthcare substructure can initiate social change
and bring about improved health for all (Maness & McCauley, 2020). In order for a transition to
occur, more effort to expose these realities must be shared on Capitol Hill so that Congress can
act. “The community has to be educated about promotion and prevention related to health and
health care issues” (Kennedy et al., 2007, p. 4). Funding for increased community outreach
directed toward AD awareness extended to minority populations would be beneficial. To further
increase ACP and AD completion rates, EOLC conversations should be spearheaded by the
patient’s trusted medical provider and reinforced by treating specialty physicians and patient
advocate and/or surrogate decision maker. Once in place, directives should then be revisited

yearly to update and make changes if necessary.
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Appendix A

Level of Evidence Table

Level of Evidence

Number of
Articles

Authors and Dates

| Systematic Review or
Metanalysis

0

Il Randomized, Controlled Trial

4

Xu et al. (2021)

Lyon et al. (2019)

Ejem et al. (2019)
Bonnel and Smith (2022)

111 Controlled Trial without
Randomization

Wissow et al. (2004)

IV Case-control or Cohort Study

Van Scoy et al. (2020)
Chode et al. (2016)
Gordon and Shade (1999)
Mack et al. (2010)

V Systematic Review of
Qualitative or Descriptive
Studies

Bazargan and Bazargan-Hejazi (2021)
Mayeda and Ward (2019)

Catlett and Campbell (2021)

Collins et al. (2018)

Ramsaroop et al. (2007)

VI Qualitative or Descriptive
Study

Atherton (2020)
Marino et al. (2021)
Koss (2018)

West and Hollis (2012)
Dupree (2000)
Johnson et al. (2008)
Kwak and Ellis (2020)
Collins et al. (2021).
Rhodes et al. (2017)

VII Opinion or Consensus

Halinski (2020)

Melhado and Bushy (2011)
Maness and McCauley (2020)
Williams (2012)

Xanthos et al. (2010)
Kennedy et al. (2007)

(Melnyk & Fineout-Overholt, 2015)
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Strengths, Weaknesses, Opportunities, Threats (SWOT) Analysis

STRENGTHS

WEAKNESSES

Clinic MD and staff are supportive of
advance directive initiative

DNP student will provide education to
staff

Advance directive forms are available
at no cost and can be easily
downloaded and printed for
convenience

Clinic MD has not made advocating
for advance care planning a priority
thus staff has limited education about
advance directives

Clinic is short-staffed so protocols
regarding project implementation may
not be followed appropriately

OPPORTUNITIES

THREATS

Patients and staff will have increased
knowledge and understanding of the
purpose of advance directives

Future medical care wishes will be
articulated via completed advance
directives resulting in an improved
patient care experience

Unwanted hospitalizations and/or
unnecessary or aggressive medical
treatment will be avoided
Improvement in documentation of
advance directives

Advance care planning can be billed
by providers for reimbursement from
Medicare

Knowledge gaps/misconceptions of
purpose of advance directives
Negative patient attitudes/behaviors
toward end-of-life planning/care




Constraints

Budget, Time,
Personnel,
Participants,
Tools, Facilities

Timeframe
Budget

Existing
attitudes/behaviors
toward EOL care
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Appendix C

Conceptual Model

Utilizing an Intervention to Improve AD Completion

Rates for AAs in a Family Practice Setting

Those of European descent live longer than minorities(Williams,
2012)

Many diseases that bring about death in U.S. primarily affects
AA and Latinos nationalities (Maness & McCauley, 2020)

AA usually complete ADs & elect hospice less frequently than
white colleagues (Rhodes et al., 2017)

Because AAs seldom establish ADs, forceful & often
ineffective care is provided near death (Catlett & Campbell,
2021)

Qutcomes

Activities Outputs

Patients will have 1* knowledge &

Clinic MD and staff will be understanding of EOL planning

fully engaged in ACP process

. AD Forms will be readily available in
“MACP conversations clinic

between patients & staff

Improved patient attitudes &
behaviors toward ACP & EOL

conversations, leading to
enhanced communication
and increased trust between
provider and patient

Audit of medical records
for ADs

Clinic staff AD education

Develop AD patient
educational tools

Post AD propaganda in
each exam room

Patients will have improved
care experience

NDocumentation of future
medical wishes/initiation of
ACP

Reduction in unwanted
hospitalizations & unnecessary

Society will acknowledge &
understand need for ACP/ADs

EOL care discussion & AD completion
more frequently & before terminal
illness or medical emergency

AD completion rates will be increased
nationwide




Appendix D

Logic Model

RESOURCES

ACTIVITIES

OUTPUTS

SHORT & LONG-TERM
OUTCOMES

IMPACT

In order to accomplish
our set of activities we
will need the following:

In order to address our
problem or asset we will
accomplish the following
activities:

We expect that once
accomplished these
activities will produce the
following evidence of
service delivery:

We expect that if accomplished
these activities will lead to the
following changes in 1-3 then 4-6
years:

We expect that if accom-
plished these activities
will lead to the following
changes in 7-10 years:

Budget
Time

Personnel
Volunteers

Participants
Clinic patients aged 60
years and older

Tools

ACP educational
materials & forms
Telephone

Facilities
Clinic

Audit of applicable
medical records (60
years and older) for
ADs

Clinic staff AD
education

Develop AD patient
educational tools

Post AD propaganda
in each exam room

Print AD forms

Order ACP
educational brochures

Provide patient
education in office

Clinic physician and
staff will be fully
engaged in the ACP
process

Increased ACP
conversations between
patients and staff

Improved patient
attitudes & behaviors
toward ACP & EOL
conversations
(increased self-
efficacy), leading to
enhanced
communication and
increased trust between
provider and patient

Short-term Outcomes
e Patients will have
increased knowledge &
understanding of end of
life planning
e AD Directive Forms will
be readily available in
the clinic
Long-term Outcomes
e Improved care
experience
e Increased documentation
of future medical care
wishes/initiation of ACP
e Reduction in unwanted
hospitalizations and
unnecessary/aggressive
treatments
e Improved quality of life

Society will
acknowledge and
understand the
necessity for
ACP/ADs

End-of-life care
discussion and AD
completion will occur
more frequently and
long before terminal
illness or medical
emergency

Advance directive
completion rates will
not only be increased
in the clinic but also
nationwide




Appendix E

Exam Room Flyer

Does Your Family Know What Medical
Treatment You Would Want in the Event of a
Life-Threatening Situation?

Advance Care Planning is a way for an individual to document
ahead of time the medical treatment they want if they are unable to
communicate. The legal forms used to document these wishes are
called Advance Directives.

Having an advance directive in place could lower the mental stress
on loved ones having to make difficult decisions about your future
medical treatment.

For more information about Advance Directives, please ask any
member of the office staff.
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Appendix F

Patient Letter

Date
Dear Sir/Madam:

| am a nurse practitioner and Doctor of Nursing Practice student at Regis
University located in Denver, Colorado. As part of my degree requirements, | will
be completing a quality improvement project at McFarland Family Clinic. This
initiative will focus on increasing advance directive completion rates for African
Americans 50 years and older. Advance Care Planning is a way for an individual
to document ahead of fime the medical treatment they want if they are unable
to communicate after an unexpected life-threatening event. The legal forms
used to document your wishes are called Advance Directives (ADs).

Please know that participation in this project is voluntary, and completion of ADs
is not required. This project is being implemented to make patients aware of
their end-of-life care choices. In addition to this letter, you will also find an
advance directive brochure. Please review it as you wait to be seen by the
doctor.

Thank you so much for assisting me with this endeavor. | look forward to
speaking with you!

Respectfully,

Nicole N. Richards, MSN, APRN, FNP-C, DNP student



Appendix G

IRB Approval Letter

T2, 206 MM Bzl - Richards, dicole N - Oulook

IRBMet Board Action

Alan stark <no-reply@irbnet.org>
Wied B/31/2022 T:45 AM

T Ric s, Micale B <nrichards005@regis.edus; Claywell, Lura G <Klaywel@regis.edu-
Flease note that Regis Universizy Hurman Subjects IRE has taken 1he following action on IRENet:

Projecl Title: [19349749-11 Utiliz ng a1 Educational Intervantion to Increase Advance Directive Campletion

Rates for Alrican Americans in 3 Family Practice Ll im Lowisiana
Prircipal Investigator: Micole Richards, DRPe

Submisson Type: hew Projecl
Date Submitted: Aogusl 14, 2032

Acton: RESEARCH - KOT HER
Effeclive Date: August 31, 2022
Feview Typo: Limited Review

Shewld you have any questizns you may conlacl Alan Stark at astark@@reqgis ado

Thank youl,
The IREMNet Support leam

httpsAlinkprolectoudasvecomurl?

F=httpsida s fearaitbnet.org fo=E 1 THLByMc7 st dgRe6 ol DCT S0 AK-
ERMEN O T FblofigA2TLEIFle zgkb LAn0yE s GebihS-

Bl IF S0ua SvERITu WA MHEGl P2 ZORBEYO Soma=1

e perelenk. effina. comimal S AT kAS FRNEEL Ao Towh BRI - i FLML ACELM MW Lk A0 Cpd a0 Tunkn =031

L
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Appendix H

Budget

ITEM COST
110 ACP patient brochures $194.08
(Channing Bete Company)
3 Realms of 500-count copy paper $20.22
60 Blue Ink Pens $5.93
3 Black printer ink (63 XL) $135.72
1 Color printer ink (63 XL) $45.24
5 Acrylic sign holders (exam room flyers) $28.95
Training Lunch on ACP with office staff $150.00
Office staff assistance with providing patients Negligible
with AD paperwork
TOTAL $580.14
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APPENDIX I CITI Completion Report Page 1

COLLABORATIVE INSTITUTIONAL TRAINING INITIATIVE (CITI FROGRAM)
COMPLETION REFORT - PART 1 OF 2

COURSEWOEE EEQUIREMENTS®
'MW qtmqﬂelnmatlehne uirements for the course were met. See list below flor detalls.
See 5eparate mare recent quiz seones, ncluding fhose (supplemental) course elements.
- Hama: Micole Richards (I0: 10614062}
» Insttfution Amilistion:  Aegls University (I0: 745)
= Insftfution Eman: nrichards005Enegls. ey
= In=ftbution Unit: Graduabe Nursing

= Curricu lum Group: Human Research
= Courss Leamner Group: Soclal Behavioral Research Imestigatons

- Stage: Stage 1 - Baske Course
= Record ID: 46846TES

= Complation Dabe: 09-Fel-2022

= Expiration Daba: 0B-Feb-2025

REGUIRED AND ELECTIVE MODULES OMLY DATE COMPLETED SOORE
Unanficipated Problems and Reporting Requirements In Social and Behavioral Research (ID: 14923) 14-Jan-2022 4I5S [807%)
Populaiians In Research Requiring Additional Considerations andfor Probections (10 16680) 15-Jan-2022 A5 (B07%:)
Conflicts of interest In Human Subjects Research [0 17454) 16-Jan-2022 515 (100%)
History and Efhical Principles - SBE {ID: 480) 19-Jan-2027 /5 (100%)
The Federal Regulations - SBE (ID: 502) 18-Jan-2022 515 (100%)
Assessing RISk - SBE [ID: 503) 20-Jan-2022 /5 (100%)
Infarmed Consent - SBE {ID: 504) 20-Jan-2022 575 [100%)
Privacy and Confideniialy - SBE (ID: 505) 20-Jan-2022 /5 (100%)
Defining Reszarch with Human Subjects - SBE {ID: 491) 20-Jan-2022 /5 (100
Cullural Competence In Research (ID: 15166} 05-Fel-2022 SI5 {100%)
Consent and Culural Competence (ID: 17263) 0o-Fel-2022 /5 [100%)

For this Report fo be vaild, fhe lsamer ldentiNed abowe must have had a valld affillstion wiih the CITI Program subscribing Institwiion
Idantified above or have bean & paid indepandent Leamer.

Viarify st www.cHiDrogram. orgverify/ 7id 1841 31 a-Chlt-4noT-DE40-SE8bAT40-46646 785

Collaborative insfitutional Training Inttiative [CITI Program)
Emalt: supportcitiprogram cmg

Phone: BaE-520-5929

Wl itps. fwww.Cliprogram.org



CITI Completion Report Page 2

COLLABORATIVE INSTITUTIONAL TRAINING INITIATIVE (CFT1 PROGR AM)

COMPLETICNN REPOIR - PART 2 O0F 2
CONRGEWORK TRAMSCH I~

** HOTE. St es un hl Triserkd Repat rdlent ma mes cumsnt JUZ comnpleions, rclany quasses tn aphonal [snpemertsl) shmants of e
vaursy, Soe list kel far orfAis BeR saparsia Renireenls Ruepoml S b roported scores 22 the bma all requiramanba Tor bis cog s mak

= Instiution Affliafion:
= Insatiulior Emil:
= Inestibulion Unit:

+ Curvicuuen Group:

+ Loursa Laamer Group:

= Stape:

+ Reoordin;
= Repart Date:
= Gurremi Scora’’:

REGIHRED, ELECTIVE, AND SUPPLEMENTAL MODULES MCOST RECENT
Deliiny Reseianh with Homan Subeects - S5E (10; 431) 2-Jen-202%
Tl Foders Regulatior=  S8E (1 2112 18-Jdan-2022
Anrrering Rek - SHE (ILL D) 20 Jan At
Cansert aned CGiudhusd Congebas (100 17253) DB Fai-amte
Imarmed Cansent - EES (100 504 20-dun-E02E
Pricauze sl Carfivkenpality - SBE (L SUE) 20 Jan S0AIT
Linamicipated Frobiems ard Ropselivg Fogerrmients in Sreizl ane Bahaovrsd Hsanaich D 14328 14-Jan-2A12%
Hilory and Clikizl Prinzigles SHE (10 4300) 18-Jan-2022
Propulahons n Heseanch Requidr Addito sl Considealivres arclor Prommonns (00 6650 15-Jdas1- 2023
Laomtizts of Inbensslin Huiean Subjects Rescanch (K 1 74454) i dan- G
Lakuml Larpalengs © Hegeanch (0. 1 E186) -Teb-2022

Mic2le Riswrda (1D, 10814062,
Reps Urmversty (ED: 745
rrichanisil S Emgs ndy
Cargditaba MUrEy

Hia=ir Rescrarch
Fouml Bebaviol Rescarch lmuashgaians
Hanae 1 - Besc CouRe

AGEASTES
[E]-=rh-2157
]

SEORE
505 {1007
55 100%)
ik kb
26 | TR
| TR

WE 1%
i (IR

For thiz Rcpart to ha vali, tiv laacnar ideatified shoee must have bad 2 valld atfilation will e CIT Progrm sabecribing institution
identified abowve or hawe been a padd Indrosndant Lagsmiey.

Wharify ot~ iy, CREIC 100 U1

i Tl i 13 e Tt i e S L TR A6SYETaR

Callaborative In

Entak. g

Eal T
Bhrne: ARE-EMNLS

el b

W CTIRET T T

sirhritanad Traiminn iIntlathee (CITT Progeam)
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APPENDIX J

Letter of Agreement

N
McFarland

Farmily Clinic

T.etter of Agresment

July 14 2022

I'e Regis University Institsional Review Board {(1ILB):

Fam fami fat with Micole Richads” quality improvenent prmject entitlec “Ltilizing an
Inforvention to lmprove Advance Dircctive Completion Katzs for African Amcericens in a Family
Practice Scethnge™. T understand MeFarland Fame by Clinie’s involvement t be the faeility
accommadating twe insiarive inzlcling ntilizing soreenr patiants of the practice aped 30 vears
and older o inerease advanze divective somplation rates, Woen patients meel ng sty eriteria
present for thenr moutine vist, dunng the check-in process, they will be mven an mroduclory
Tetted and educatinnal ieachore abouat advance care planning and instricted to review while they
wall, Afler the pafient has baen lad o the ireanment rom. the DM sdent will enrer, describe
the advance cave alanring process, then enesape the patiert in discusainn. Parmizsion to
participate in the stody project will be requested. If the patient asrees w0 participate. advance
directives will be completed. Dats regarding advanee direetive rates will be collzcied and
annlvzmed.

I oumdersizrad that (his qualiny improsssment project will he caried ot following sound ethical
principles and provides confidenlizlily o project duls, gs deseribod in the proposal.

Thersfore, s the owner of WeFarlam] Tamily Climie, Toogeree thal Micole Richards” gquality
impriveenent project may e conducted gt this clinde.

K1

"-.-1i' fmland, KL

L
TIR-BAE-6555 (nffine)

Mairu T MaoFarland, MDD,

SAA0 Toore Ditke o 30IEWepe, Lowiniems FI005 v AN STHESSAWE + 111 A1 #8isesn
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APPENDIX K

Advance Care Planning Booklet

Advance
Medical

_ Directives
~ . —Something fo
' think about
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e

What are advance
medical directives?*

They could be a living will or a durable power of
attorney for health care {also called a health-care
proxy). Either document allows you to give
directions about your lulure medical care.

It'e your right
10 accepl or i2luse medical care.
Advanan directives can prolel
this rignt it you ever became
mentaily or physicaliy
unaogte in chonse or
COMMUN Gai your
wishes dus i an
injury or illnass

A leferrs0 o meen sinply £8
‘advaresa dilcelyes ' @ this bon<del

2000 Bitlen

RTINS R =1 OTEE T ALgas sana, - Furel Gy muy
Thyawe teafirsan, 1A ROLY Wy Deba L TUIE AeatShve

Temeehe ord (S0 ATT 47T 1 0 AR RChRLERIYR00 200 TR I P rurber GEUNZS
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Why learn about
advance directives?
Becausc thev're
valuable tools! Advance
directives can help:
You
Proeel your right o maka

medical choizos tat can
affect your o

Your family
avnid the
rasponsibiity
anc stess - of
making cilfioult
decisions

Your
physician
N —by proviging
H Juidelines
| faryour cars.

i FPlease read:

Talx tz your “ealin-tace provider! This bookicl is not a
substitute for the advice of a qualified health care provider.
This booklst conlains general informaiion about advarce
Cireclives. Bacause laws and regulations vary from state o
Slale and are subject Lo change, thiz booklel cannol take
i place ot legal counsal,
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All patients have rights.

These include the right to: s

Privacy

Your persunal and medics
infcrmation is confidential,
hedical recerds and
cormmimications with

your phwsizian rmus: be
kept private.

informed consent
Your physician must clearly
explain the advartages
arkd risks of ary
Frocedures, 1@sts or
lreatmaonts. You must give
wour perm sgion for such
canz, You have the fignl o

Information about
vour candition

You must pe Kept up to
dale abour your medical
condiborn, reatments and
chances far racoveny.

informativn about
advance directives
In most cases, advanos
directives and vour rights
as & gatient rusi e
explained o vou.

In sowme cascs, the law
may kimit certain rights.
4




Advance directives can protect
people in extreme conditions.

These people may be unable to communicate
due to a condition such as:

fereversible Permanent coms

brain dammage {or other unconscous slales).
or brain discase, which can which car eave them

aiffoct their ability ©© think as unconscious ard withoul

well as communicata nopz ol 1eovary

Termingl illness

—ua cendition frorm whizh a
person is expected to die
withn 2 shorl period of time.
(Thise ilinesses may lead 1o
Drain damege and ioss

o consciausness.}
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Advance directives can limit
life-prolonging measures
when there’s little or no chance of recovery.

For example, advance directives may enable
palients Lo make their feelings kmown about:

Cardiopulmopary
resusciiation (CPR)
& sel 0l erngrgency
orovodures used Lo lry Lo reslog
circuiation and broalhing

Avtificiad nutxition

oy hvdration

—used to provice food or
water through a tube vlaced
inawvein, o in the storacn
or amall iniestine

Yentltators
—imach nes that support or faka
ovar braathirg whan patants are
unzble 1o breathe o their own

PHalvsis
—u rnesthoed of cleaning oatisnia”
tlond by mazshing, wnor Kidnays
no langer waork propery.

Aivance directives can also a
vaur feelinge about receiving pai

| xelief and comfort care.
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Understand the Z types
of advance directives,

Living wills Durable power of

These we wiilzn insiuclons attorney for heaith care
ihat expial your wishes in @ writtcn documiont, you
rogarding healih care | you can name a person (calied
are terminaliy iforina S piuxy ur etgenl ek
perrnanent coma, and are desisians for vou it you
unable 0 communicass. hesoms nnatia o dn so.

They're called “livig”
wlis because they
ke elfect while
a patientis

sl alive.

S
i N
\ C ey )
NG
ll ‘
_ A3 P
e — I i e’ ‘-\\{'

. ———
5 R =
S e B e -

Zye i your sl plaoces egal imias on iving wils, oo may want
one in addiien Lo & curabie power ¢f atternay for raaith care,
Thee may exprass your wishas ag complstely as oosside.

Your gl may have specal forma to use.

=
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ur

Let your values be your guide
when creating advance direclives.

Consider what's important to you.
Which of 1nese slalemernts exprass haw you
tink you'd fee! if you ware nea- deatih?

It's important lor me Lo:

= diawithout » bz sble
pain and : to maka
subering Ny 2w
: ; Uedisions
B eEve iy m MOt Dureken
famify with rry tErly
QOCT MEMONES with difficult
clecsions
w» zot according to w bo with my
iy rehgious bolicks laved ores

at dozth,
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Consider the wedical possibilities,

huagine yourself:
= i1 & curng jor other
unconscious cendition)

= wih pormanenl
brain damage

= lerminally .

Ihene—zk
yourself
which of thizsn
staizmants bey,
doscribes your eslings:

1.0t is impertant e ms 1o
wrelong life, rogardiess
of pair, chancas for
recovary and oast,

2.1 prefar to avoid fife-
prolonging rmeasurcs if
thx chanees fon iecovery
ars el good.

| . —'.‘.""-M”"g_ =
Discuss vour (s ?&‘
rOSPONSes
with your:
w family and fricnds
tow PAYSICIAL

g s

u rgligious 'nader

Yy ' :
i | i
= lawyor. s "\.‘Q.\/le :
-'::\‘}i




How do I create

advance directives?

Here are some steps to [oflow:

Check the laws
in your ataie
ragarding lving
wilks and durabile
power of arterney
joyr health orare. Us a
goad weate Nave
both, if possile.

Put your wishes
in writing,
and e as speciiic A8
possible (forrmng may
e availatie from
the suurces fisted
on page 14},

Sign and daic
vour advance
dlivectives,
and hawe thertt
witnessod and
neariead, if
Puocssary ir
yaur stule.

10
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=

eI ep & card
=< . A i voumr wallet
l.') ., M
N st g lhial you have
gdvance direcives
{and wi'er2 10
ind then).

[
]

GIve your

to be kepi as part of
your mnedicel reconds

if you a2 a durable
power of attarney for
hizalin cae, he stre
0 Jive a copy
YOUIT Iy,

R
LAMSCURR Vil

advance directive
with your fami'y, Inends,
physician and proxy.
Give copies 1o a
rekainee or fiend who

in likaly fo he nodtied
nar ameargency.

dircchives 1re fasl [
and make changes as necessany. Irforrm your
'I physician, Tamily and proxy of any changes, l

L
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Some special issues

Do-not-resuscitate (NNR) orders

A DR order insirucls hesltn-care providers nol .0
attempt CFR o related procedures it your breathing
o heartoest sicps. You or your proxy <an request a
DNR arcker A physician musi wiite and sign .
Discuas itng option with your Dhysicin.

Organ donsiion

Advance directives can stale
your wishes (o dorat: specific
argans {or your 2ntire body}

12

Other specific
treatments and
procedures

You rivay want to recuest of
refuse procedures such as
tre onas listed on pags 6.




v child?

Yai may in soime CaEss.
depending ¢n a med cdl
evaluaion of Te:

= childl's condition

= chanzes of recovery

= expacted effecis
of rraatment

ca EY

Wileat I I change my
wiind after | fiif cut my
advance divectives?

if you are & competent adul,
youl zan ahways charge or
cancel your advance
directives. In some cases, you
may even cancel them orally.

My relative has valid
advance divectives—
cap [ prevent them
from taking cffect?
Gerorally na, unless you

can prove that the relative
was not thinking clearly when
he or she ereated them.

55



56

Help and information
are available.

If vou need help in preparing advance divectives,
or if you'd like more information, contact:

Local resources

These incluge:

w 1 lavaer

2 haspilia’e, hospices, homa naalh
zZgencies anc long-term cara facillios

» your state attorney general’s olice.

National Hospice and
Palliative Care Organization
W NNPCR.Crg

1-BU0-6hE-8H98
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Consider advance directives in
your health-care planning!

EKnow vour rights
—aiid take sleps lo
nrotect e,

Biscoss
vour wishes
with yaur family,
praxy and physician.

Review your
advanve
directives

ancl make sure X _-tblg\
thery oxpress your

wichos cloary. e —— KT 2 ;)
- \ - ._.:i
o

Planning is the key to
profecting your rights!

13




Appendix L

Project Timeline

Began writing project proposal

Completed project proposal

May | June
2022 | 2022

July
2022

Aug
2022

Sept
2022

Oct
2022

Nov
2022

Jan
2023

Feb
2023

March
2023

April
2023

May
2023

Created budget

Created Exam room flyer

Oral Presentation for proposal

Educational brochures/supplies purchased

Site approval letter submitted

Proposal to Regis IRB

Project deemed Not HSR by Regis IRB

Pre-intervention charts audited

Educated clinic staff on ACP

Project intervention began

Project intervention ended

Post-intervention charts audited

Data collected

Data analyzed

Met with chairperson for
feedback/revisions

Redraft based on feedback

Project Oral Defense

Written, oral, and/or electronic
dissemination
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