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InTRoDUCTION: Advance Directives (AD) allow patients to maintain autonomy during
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incapacitation. Patients and their caregivers benefit from these documents in times of

crisis. Overcoming barriers to AD completion and documentation can improve patient

care quality.

MeTHoDs: A retrospective chart review was performed initially, after consolidation of the
electronic health record (EHR) and after alteration of the EHR, to evaluate the availability
of a patient’s medical power of attorney (MPOA), living will (LW), and code status.
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ResuLts: Baseline documentation of MPOA (7.33%), LW (6.00%), and code status (5.33%)
within the outpatient EHR was low. After 2 cycles, this improved to 13.10%, 13.10%, and
36.55%, respectively. Improvement in code status documentation was statistically signif-

icant (p=<0.00001).

Conctusion: Altering the EHR can improve the rates of AD documentation. Further
interventions in the EHR should include easily accessible documents and address other

barriers, including educating both patients and providers.
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INTRODUCTION

Advance directives (AD) are legal documents

that allow the patient to maintain autonomy

if incapacitated and/or at the end of life. These
documents vary by state in completion requirements
and format, but the goal remains the same. Medical
power of attorney (MPOA) and living will (LW)
documents are typically simple to complete and
require a witness and/or a notary. It is recommended
that within the MPOA and LW paperwork, the patient
records specific information about their healthcare
wishes to be followed in the event of incapacitation
or end-of-life care. The discussion on end-of-life goals
is called Advanced Care Planning (ACP)."? Despite
the many benefits, multiple barriers hinder ACP

and documentation of ADs in the electronic health
record (EHR). In 2012, 50% of Medicare beneficiaries
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documented having ADs completed; however, their
availability within the EHR is lacking.'

The benefits of ACP include improved patient
satisfaction, reduced medical costs, less aggressive
medical care at the end of life, reduced caregiver
stress, and improved caregiver bereavement.>*The
stress and anxiety accompanying decision-making
at the end of life is often alleviated by having written
knowledge of the individual’s wishes. Furthermore,
individuals who engage in ACP are more likely to
utilize their hospice benefit, which often provides
much-needed resources and care that they would
otherwise not have access to.’

There are barriers to obtaining ADs for physicians

and patients. Physician barriers to completing ADs
include lack of time, discomfort discussing end-of-
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life care, and lack of education regarding ACP%” In a
survey conducted on physicians in California, despite
99% reporting knowledge of the importance of

ACP, only 29% had been trained to do so.” On the
other end, patients report a lack of knowledge, fear
of burdening family, a desire to have the physician
initiate the discussion, belief that decisions are
known, and lack of a surrogate decision maker as
common barriers.*®

Physician barriers continued to include
communication between healthcare organizations
and inadequacies with the EHR.6,9 Implementing
these documents into a singular EHR has difficulties,
including vague language and accessibility.5*?
Overcoming these barriers requires a multifactorial
approach, including EHR modifications, provider
and patient education, and an interdisciplinary
method of acquiring and recording documentation.
Completing patient ADs is essential to improving
safety and quality of care within our healthcare
system. The documentation rates within the studied
academic patient-centered medical home were well
below the national average. The project aimed to
improve the rate of AD documentation in the EHR for
patients 65 and older to 40%. This would exceed the
national average for advance directive completion
for people of all ages, which is 37%."

METHODS

A retrospective chart review was performed on
patients 65 years and older seen within the previous
4 months and established with a primary care
provider (attending or resident physician). The
initial review was conducted within an outpatient
EHR, which did not permit access to records of local
inpatient hospitals. A review of scanned documents
searched for MPOA, LW, and code status within the
patient charts. The rates of documentation were
calculated for a baseline.

The transition to a singular EHR was in process at the
facility for a few years. Both inpatient and outpatient
providers and staff utilized this EHR. Following the
go-live date, another retrospective chart review

was performed, searching again for documentation
of MPOA, LW, and code status over the previous 4
months. These rates were calculated and compared
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to the baseline.

Following this analysis, an additional change was
made to the EHR by the IT department at the
request of the providers. This change allowed for
the patient’s code status to reside semi-permanently
in an easily accessible area of the chart. This
information was captured by providers placing an
order. Physicians were educated on the new feature.
The patient’s code status would subsequently be
listed in the demographics with the date of order
placement. A final analysis of the documentation

of ADs was performed after 4 months. A test of
correlation was performed on the data using Chi-
squared analysis. The study was conducted by
SQUIRE 2.0 method." This project was approved by
the Marshall University Institutional Review Board
[2045458-1].

RESULTS

On initial retrospective review, documentation rates
within the EHR were 7.33% for MPOA, 6.00% for LW,
and 5.33% for code status (Figure 1). After merging
the outpatient and inpatient EHR, a slight increase
in MPOA (9.49%), LW (7.59%), and code status
(5.79%) was observed. This is represented as “Cycle
1”in Figure 1. As shown in Table 1, these results
were not significant with MPOA (X2=0.67, p=0.41),
LW (X2=0.46, p=0.50), and code status (X2=0.06,
p=0.80).

Cycle 2 resulted in a greater increase in
documentation, with increased code status
documentation from 5.79% to 36.55%. MPOA and
living will documentation increased to 13.10%
(Figure 1). Despite continued improvement, rates of
MPOA (X2=0.66, p=0.42) and LW (X2=1.98, p=0.16)
showed no significant correlation, but code status
documentation rates (X2=69.68, p<0.00001) were
statistically significant (Table 1).

DISCUSSION

Documentation within the EHR was unacceptable.
The baseline rate for MPOA, LW, and code status
(7.33%, 6.00%, and 5.33%, respectively) was less than
reported by other health systems (13-36%).'0111315
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FIGURE 1: Change in documentation of advance directive information with each

intervention.

MPOA Living Will Code Status
Yes | No | X® | p-value | Yes | No | X* | p-value | Yes | No X? p-value
Baseline | 11 139 9 141 3 142
Cycle 1 15 135 | 0.67 | 0.41 12 138 | 046 | 0.50 9 141 0.06 0.80
Cycle 2 19 127 | 0.66 | 0.42 19 127 | 1.98 | 0.16 53 93 41.03 | <0.00001

TABLE 1: Chi-squared analysis of the change in advance directive documentation rates with each

intervention.

The benefits and barriers to completing ACP and
documenting ADs are well known.?® The Centers for
Medicare and Medicaid Services have attempted
to address the time and reimbursement barrier by
implementing ACP billing in 2016.¢ Barriers within
the EHR remain and have been documented as
early as 2013.%1%12While the issues are identified

by many, interventions are limited in publication.

A promising study out of California utilizes a multi-
layered technique to improve ACP by manipulating
their EHR to allow ease of access and provide
reminders to patients and physicians.”” Results of
their intervention are pending. Addressing the
utility of the EHR was the first step to improving
documentation in this academic patient-centered
medical home.

Itis evident that alterations to the EHR can be
performed, benefiting providers and patients. The
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EHR is often reported as a source of stress and
burnout for physicians, so manipulating it to allow
ease of providing quality care is a notable strength.
Changing the EHR resulted in a high-impact, low-
maintenance improvement, showing a statistically
significant change in code status documentation
(p=<0.00001). Continuing to improve EHR utilization
should provide benefits to both patients and
providers.

Despite the final intervention only pertaining to
recording code status, an increase was measured in
both LW and MPOA documentation. Neither were
statistically significant (LW p=0.095, MPOA p=0.27)
but were still notable as a continued improvement.
This could be related to the visibility of the code
status within the EHR, alerting providers to the need
for ACP.
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Difficulty in reviewing MPOA and LW documents in
the EHR remains. To discover the documents, the user
requires knowledge first of their location in scanned
documents and second of the possibility that they
have been sorted into any of 3 labeled folders
(advance directives, MPOA, or legal documents).
Lastly, the user would need to change the search date
range to the year that the documents would have
been scanned into the chart. This requires time and
knowledge of a multi-step process not well known
within the institution.

Limitations to this project include extrinsic
reproducibility. The area of practice shares an EHR
between outpatient and inpatient care, which is

not typical. This was also conducted in an academic
setting where the family medicine providers care for
their own patients in the hospital, allowing them to
better share this information across settings. Another
limitation was in the intervention. Code status was
easier to identify, but a central location for MPOA and
LW was not designated.

CONCLUSION

Technical changes within the EHR can lead to
increased recording of code status. Similar changes
must be made to make the MPOA and LW documents
more readily available. Proposed upcoming changes
include a hyperlink to the documents within the
EHR for easy access to providers. This, along with
education, improved time constraints, and billable
ACP, should continue to increase the completion of
these documents. Analyzing this stepwise approach
can provide other institutions with clear priorities
when enhancing their ACP documentation. Thisis a
worthy objective to improve the quality of care for
geriatric patients.
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