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Abstract 

Background: The adult population 65 years of age and older is increasing, but a lack of advance 

care planning discussions has led to poor completion of advance directives. Advance directives 

express one’s medical wishes once they are not able to make their own decisions and are 

approaching the end of their life. Advance directives prevent futile care that patients do not want. 

Problem: Lack of knowledge, lack of time, and unwillingness to discuss advance directives 

prevent providers from including advance care planning in their current workflow. Advance 

directives are important to provide in the long-term care setting, as these patients often have 

multiple comorbidities and are at higher risk for hospital readmission. Methods: Participants 

included patients aged 65 and older who are residents of a skilled nursing and rehab facility. 

They must be admitted for at least one week and be able to make their own medical decisions. 

Intervention: The DNP project leader initiated advance care discussions using the PREPARE 

conversation guide. Patients received an advance care discussion guide published by PREPARE 

and reviewed it with the DNP project leader and family members. Completion of the advance 

directive was measured at the time of and one week after the intervention. Results: There was a 

statistically significant increase in post-implementation advanced directive completion scores 

compared to baseline completion scores (p = .006) Conclusion: The PREPARE point-of-care 

tools improved completion of advance directives and aided in advance care planning discussions 

in older adults. 

Keywords: advance directives, point-of-care tool, geriatric, conversation guide 
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Implementing Point-of-care Tools to Increase Advance Care Planning Discussions Among 

Older Adults 

In 2019, the U.S. Census Bureau noted a steady rise in the older adult population in the 

United States (Administration for Community Living, 2021). The number of U.S. citizens aged 

65 and older had increased 4% from the 2009 census to a total of 54.1 million older adults in 

2019. A rise in older Americans often leads to increased demand for advance healthcare. As 

more older adults are approaching the end of their life expectancy, providers should be proactive 

in discussing patients’ wishes for end-of-life care.  

Problem Statement 

Advance care planning is an important part of the care of the older adult but often gets 

overlooked due to time constraints or hesitancy from both patient and provider. Only 

approximately one in three Americans have completed an advance directive. Lack of provider 

education, inappropriate screening for patients who should have an advance directive, and 

hesitancy from both the patient and provider to have advance care planning discussions are all 

factors that contribute to this problem. As a result, patients and their families feel stressed about 

making treatment choices at the end of life, overuse medical resources that are not necessary, and 

are not provided with services that may be beneficial to them. Patients who do not plan for the 

end of life may lack autonomy in their care and experience a more traumatic or painful death. 

Often, advance care wishes are not discussed prior to hospitalization. A lack of 

knowledge regarding what care a person may or may not want during their hospital stay greatly 

increases the risks of futile care, increasing health care spending (Carter et al., 2017). Futile care 

can also cause great physical and psychological harm to patients and families and deprive them 

of quality end-of-life care. 
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Overview of Key Terms 

Advance directives are a communication tool that allows patients to inform their 

providers and loved ones of their preferences for medical interventions should they become 

incapacitated or unable to make their own medical decisions (National Institute on Aging, 2022). 

Three types of advance directives commonly used in the health care of older adults in 

Pennsylvania are living wills, durable power of attorney, and Portable Orders for Life-Sustaining 

Treatment (POLST) forms (Louisiana Health Care Quality Forum, 2022; National Institute on 

Aging, 2022). A living will is a document that identifies a patient’s wishes for medical treatment 

should they no longer be able to make their own decisions (National Institute on Aging, 2022). 

Although helpful for the decision-making process, a living will is not a legally binding 

document. Durable power of attorney for health care is a legal document that allows a proxy to 

make health care decisions for the patient. Ideally, the proxy is a sibling, child, or friend. In this 

project, the power of attorney may also be referred to as a medical decision maker (MDM) as not 

all medical decision makers were designated in legal terms. A POLST is a medical directive that 

expresses a person’s wishes when critically ill and used both in and outside the hospital and 

supersedes wishes expressed in a living will (Louisiana Health Care Quality Forum, 2022).  

Many older Americans wait to address their end of life wishes. Early discussions of 

advance care planning that occur outside of the hospital better prepare patients and their families 

to make in-the-moment decisions regarding healthcare (Howard et al., 2018). Older adults in 

skilled nursing facilities often have multiple comorbidities that need to be addressed with 

advance care planning. In long-term care, it is especially important to understand the patient’s 

thoughts about their illness and how providers should provide high-quality medical care. 

Medically futile care consists of life-prolonging treatment that does not result in the intended 
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outcomes, either worsening quality of life or resulting in death (University of Washington 

Department of Bioethics & Humanities, 2018). Advance care planning is when providers and 

their patients or family members discuss their wishes and complete the documents previously 

discussed (Howard et al., 2018). 

Needs Assessment 

Messiah Lifeways is a community of combined older adult resources including, but not 

limited to, inpatient and outpatient rehabilitation, skilled nursing, assisted living, and 

independent living services. It serves the greater Cumberland County area, which has 

approximately 262,919 people as of the 2020 census (U.S. Census Bureau, 2021). Messiah 

Lifeways was chosen for this Doctoral of Nursing (DNP) project because of the large population 

of older adults in the area as well as its proximity to several major medical organizations. 

A strengths, weaknesses, opportunities, and threats (SWOT) analysis was completed to 

evaluate internal and external attributes of this site and can be viewed in Appendix A. A fishbone 

diagram, as seen in Appendix B, was completed to analyze the causes that led to a lack or 

absence of advance care planning discussions between providers and their geriatric residents. 

One of the strengths of Messiah Lifeways is that providers establish advance care planning upon 

admission to their facility. However, this only involves completion of a POLST form on file, 

which notes resuscitation status and whether they would want artificial nutrition or hydration or 

if they would like antibiotics to be given should they become ill. Anything beyond those advance 

care decisions is not assessed unless provided by the resident or the resident’s family.  

 

 

Aim, Objectives, Purpose Statement 
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The aim of this project is to increase advance care planning discussions with older adults 

to decrease futile medical care towards the end of life. The objectives of the implementation of 

this project are to: 

• Over a 3-month intervention phase, the DNP project leader meets with at least 80% of 

eligible residents of specified units at Messiah Lifeways. 

• Over a 3-month intervention phase, 75% or more of participating residents will complete 

at least 50% (POLST/MDM/Living Will) of the advance directive one week after 

intervention. 

• Over a 3-month intervention phase, at least 50% of participating residents will fully 

complete the provided advance directive. 

The overall purpose of this quality improvement project is to implement a point-of-care tool that 

increases advance care planning discussions and completion of advance directives among older 

adults in the outpatient setting. 

Review of Literature 

The question this literature review seeks to answer is: in the outpatient setting, does 

nurse-led use of point-of-care tools increase advance care planning discussions with patients 

aged 65 and older when compared to no intervention? 

 The literature search and appraisal were implanted during July 2022 through February 

2023; the search was limited to articles written in English, focused on the geriatric population 

(ages 65 and up), and published during 2017 to 2022. The databases searched include CINAHL, 

Medline, PubMed, Cochrane Database for Systematic Reviews, and Google Scholar. Search 

terms included “advance care discussions,” “advance care planning,” “tools,” “conversation 

guide,” and “e-tool.” The associated Preferred Reporting Items for Systematic Reviews and 
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Meta-Analyses Articles (PRISMA) diagram can be referenced for a more detailed report of 

article results, inclusions, and exclusions in Appendix C. Articles of poor quality were excluded, 

but most were excluded because they did not answer the PICO question or were not 

generalizable to the population and setting of this DNP project. One article from Google Scholar 

met inclusion criteria for appraisal. Articles were excluded from Google Scholar if they were 

poor quality, not from peer-reviewed journals, or if they were duplicates found in other research 

databases. Ultimately, 12 articles of A or B quality were chosen for appraisal and inclusion in the 

review of literature. Of these 12 reports, six were Level I evidence, one was Level II evidence, 

three were Level III evidence, and two were Level V evidence.  

 The articles were appraised using the Johns Hopkins Nursing Evidence-Based Practice 

Models and Guidelines (Dang et al., 2022). More specific information about the articles used in 

this literature review and their appraisal can be found in the individual evidence summary tool in  

Appendix D. There were several point-of-care tools investigated in all the articles. Four 

systematic reviews were included in the literature review, some of which measured evidence of 

increased advance care planning (ACP) discussions (Huber et al., 2018; Ryan et al., 2022). Other 

researchers reviewed common themes among point-of-care tools (Fahner et al., 2019; Myers et 

al., 2018). 

Conversation guides were shown to significantly improve and increase ACP discussions 

for providers without differences in outcomes between types of conversation guides (Fahner et 

al., 2019; Myers et al., 2018; Ryan et al., 2022). Respecting Choices is a not-for-profit 

organization that provides training and conversation guide materials to aid healthcare 

professionals in ACP discussions (Respecting Choices, 2022). In Gabbard et al.'s (2021) 

randomized control trial, statistically significant improvement was seen in all measured 
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outcomes (p < .001) when a Respecting Choices trained nurse navigator led ACP discussions. 

The outcomes shown to improve in the EHR included “documented ACP, named surrogate 

decision maker, advance directive/living will/power of attorney, medical scope of practice 

treatment form, and use of advance care planning billing codes” (Gabbard et al., 2021, p. 4). Six 

studies evaluated in the systematic review by Myers et al. (2018) showed a positive correlation 

between Respecting Choices and increased ACP completion, as well as increased consistency 

between patient wishes and medical interventions. The Serious Illness Care Guide is a subset of 

the Respecting Choices organization and was shown to significantly (p < .001) improve 

providers’ perceived ability to have ACP discussions, which ultimately led to increased 

frequency of ACP discussions (Hafid et al., 2021; Ryan et al., 2022). 

Electronic tools (e-tools) were used as a patient-centered approach to ACP 

communication. E-tools used by patients and providers allowed almost immediate 

documentation and translation into the electronic health record, and changes in orders were seen 

if applicable (Huber et al., 2018; Monchis et al., 2020; Ryan et al., 2022). The e-tools provided 

healthcare professionals with materials to guide the ACP conversations as well as help with 

documentation of the ACP conversations. The e-tool also triggered order sets based on the 

provider’s documentation that would update the patient’s chart to reflect their wishes. Patients 

whose advance care planning was evaluated with e-tools were more likely to agree to less 

aggressive treatment than those who were not (Monchis et al., 2020). An example of an e-tool is 

PREPARE, a website that navigates patients through the steps of advance care planning (Myers 

et al., 2018; Sudore et al., 2017). The use of the easy-to-use website in addition to an ACP guide 

significantly increased ACP engagement and ACP documentation rates (p < 0.001; Sudore et al., 

2017). The PREPARE website also provides other tools, such as an easy-to-read advance 
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directive and conversation guide that are free for all to print and use. When compared to other 

easy-to-read advance directives, the use of PREPARE’s resources has been shown to 

significantly improve engagement in ACP discussions (Freytag et al., 2020), increase advance 

directive completion (Hickman et al., 2016; Overbeek et al., 2018), and increase documentation 

of advance care planning discussions (Sudore et al., 2018).  

Though there was evidence of ACP communication tools increasing and improving ACP 

for patients and proxies, there was less evidence of how these tools affected providers involved 

in ACP discussions. Many researchers focused on ACP in older adults with specific life-limiting 

illnesses. Few studies featured a generalized population of older adults without terminal 

illnesses. One limitation of this review is some of the selected articles chosen were not 

specifically focused on participants over the age of 65, but the age demographics of the study 

had a mean participant age of 65 and older (Fahner et al., 2019; Myers et al., 2018; Ryan et al., 

2022; Sudore et al., 2017). Not all research took place in the United States; however, research 

did occur in other developed countries where healthcare closely resembles that of the United 

States, where interventions could be replicated. 

Overall, point-of-care tools have been shown to significantly improve ACP discussions 

between older adult patients and providers in the outpatient setting. In the available literature, e-

tools and conversation guides showed promise in initiating ACP conversations. Healthcare 

providers are most likely to use an e-tool or conversation guide. These themes provided 

substantial evidence of increased ACP discussions and documentation and created a foundation 

for constructing the project intervention. In combination with provider training on how to use the 

point-of-care tool of choice, these tools can have increased frequency of ACP discussions (Huber 

et al., 2018; Myers et al., 2018; Sudore et al., 2017).  



 13 

Theoretical Model 

Ajzen’s (1991) theory of planned behavior (see Appendix E) is a psychological theory 

that stems from the theory of reasoned action. This theory features the individual’s intention to 

perform a given behavior. Factors such as attitude toward the behavior, social pressure to 

perform the behavior, and perceived behavioral control represent the individual’s actual control 

over the behavior. Ajzen’s theory predicts that should the individual have the required 

opportunities, resources, and intention to perform the behavior, they will be successful in doing 

so. The theory of planned behavior easily translates to the theoretical model of this DNP project. 

A person’s attitude toward advance care discussions, knowledge of advance directives, and 

previous experiences may affect their intention to initiate advance care planning. Having 

resources available, such as point-of-care tools, will increase patient’s intention to complete 

advance directives by improving knowledge and possible perception of the behavior intended 

(Ajzen, 1991). Changing a person’s perception and knowledge of advance care planning with the 

addition of a point-of-care tool will, according to Ajzen’s theory, increase patient’s intention to 

complete an advance directive.  

Translation Model 

The translation model that will be used in this DNP project is the Knowledge to Action 

Framework (see Appendix F; Graham et al., 2006). This model focuses on the translation of 

knowledge by “capturing the benefits of research . . . through improved health, more effective 

services and products, and a strengthened health care system” (Graham et al., 2006, p. 15). The 

action phase of this process functions as a cycle to apply the knowledge into action. The 

Knowledge to Action Framework derives its concepts from over 60 translational theories. This 

model combines common themes into one action cycle. The action cycle starts with identifying 
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problems that need to be addressed. Next, the action cycle includes evaluating the outcomes of 

application and identifying new problems that arise from the application. This translation model 

is best for this DNP project because it began with a clear gap in advance care planning 

discussions in the outpatient setting and adapted the knowledge available for research to the 

context of a long-term care facility. Barriers to the DNP project have been considered and 

addressed leading to the tailoring of specific interventions that will be most successful in the 

context of this DNP project. 

Methodology 

 This project was implemented for two months from February 2023 to April 2023 at a 

skilled nursing facility in south central Pennsylvania. A point-of-care tool was obtained and used 

to aid in advanced care planning discussions among the residents. The methodology of 

implementation and data collection have been broken down into their individual elements and 

discussed below. 

Participants 

Participants included patients admitted to two Messiah Lifeways units during 

implementation of the intervention. Residents of Messiah Lifeways were recruited through 

convenience sampling and had the choice to not participate in the project should they not want to 

discuss advance directives. Inclusion criteria for patients included patients aged 65 and older 

who are able to make their own medical decisions and residents of Messiah Lifeways in the 

Wagner and Hampden neighborhoods (units). Exclusion criteria included dementia or other 

cognitive disabilities, residents already on comfort measures or receiving hospice care, residents 

younger than 65 years old, and residents who were transferred or discharged within one week of 

admission. 
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Setting 

 The project took place at Messiah Lifeways, a not-for-profit organization that serves the 

south central Pennsylvania community (Messiah Lifeways, 2020). Messiah Lifeway’s facility 

includes 208 independent living apartments, 152 independent living cottages, 183 personal care 

apartments (maximum capacity of 238 residents), and 184 licensed skilled nursing beds. Of the 

184 skilled nursing beds, 31 are designed for short term rehabilitation. Messiah Lifeways 

residents, using skilled nursing and rehab services, on average are 65 years and older and suffer 

from multiple comorbidities that diminish their ability to complete activities of daily living. 

Messiah Lifeways staff includes nurse aides, licensed practical nurses (LPNs), registered nurses 

(RNs), and physical and occupational therapists. One physician sees and treats residents in the 

Wagner and Hampden neighborhoods. Prior to implementation of the intervention, the DNP 

project leader met with staff of Messiah Lifeways to explain the role of the provider in the 

quality improvement project and the materials given to patients to review with their providers. 

The DNP project leader also attended Messiah Lifeways new hire orientation to understand the 

standards of behavior for staff and residents. Additionally, the project leader attended training 

sessions to navigate the electronic health record that is used for documentation.  

Barriers to Project Implementation 

 There were multiple barriers to implementing this quality improvement project at 

Messiah Lifeways. Like many skilled nursing facilities across the country, there were outbreaks 

of COVID-19 among residents that hindered recruitment for participation. Residents who were 

positive for COVID-19 were only to be seen for essential care. Another barrier to 

implementation included a decrease in admission rates at Messiah Lifeways. Therefore, 

recruiting residents to participate in this quality improvement project became more difficult as 
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the implementation period progressed. A high number of residents had a diagnosis of dementia; 

this diagnosis excluded them from participating in the project. 

Tools 

No instruments were used in this quality improvement project. PREPARE is an 

organization that provides advance care planning resources for patients and providers online as 

well as handouts and pamphlets for healthcare organizations (PREPARE, 2022). The 

conversation guide (see Appendix G) and advance care directive (see Appendix H) have been 

used in studies to lead advance care planning discussions (Myers et al., 2018; Sudore et al., 

2017). The use of PREPARE resources has been shown to significantly increase documentation 

of ACP with older adults (p = 0.04; Sudore et al., 2017). The PREPARE conversation guide and 

easy-to-read advance directive were used to assist in the advance care planning process for this 

project.  

Intervention 

 The DNP project leader met with each eligible and available resident in the Wagner and 

Hampden neighborhoods at Messiah Lifeways from the end of February through the beginning 

of May 2023 to start the advance care planning discussion processes using the resources from 

PREPARE as demonstrated in the process map (see Appendix I). An easy-to-read advance care 

guide was given to the residents and reviewed at the bedside with residents and family if present. 

Residents had time to review the materials alone, with loved ones, or with staff members. 

Completion of the advance directive was measured as either complete or incomplete for all three 

sections of the advance directive. These sections included the POLST, designation of medical 

decision maker, and living will. The DNP project leader then followed up with each resident 
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after one week to assess for further completion of the advance directive. Any components of the 

advance directive that were completed were placed in the resident’s chart. 

Data Collection 

 Data collection was obtained through retrospective chart review throughout the 

implementation period. Resident information was available via physical chart and electronic 

health records. Data was collected prior to the project leader meeting with residents and one 

week post implementation. The DNP project leader also collaborated with nursing staff to 

identify residents qualifying for participation. 

Preimplementation 

 Data collected during the preintervention phase contained the resident’s demographic 

data, such as age, gender, race, and ethnicity. Notes were also taken if life-limiting comorbidities 

were present for the resident upon the time of implementation, such as diabetes, congestive heart 

failure (CHF), chronic kidney disease (CKD), history of stroke, coronary artery disease (CAD), 

history of or current cancer, and chronic obstructive pulmonary disorder (COPD). Both physical 

and electronic charts were reviewed, and the DNP project leader documented the presence of 

POLST, health care power of attorney, or living will.  Information collected was de-identified 

and connected to a sample number. All data were filed on a password-protected computer on 

site. 

Postimplementation 

 Immediately after implementation, the DNP project leader assessed for completion of the 

advance directive components as mentioned above. Each component was documented as either 

complete or incomplete. Completion of the entire directive was documented if all three 

components were present. After one week, the DNP project met with the resident and 
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documented any further completion of the advance directive, providing additional support at that 

time if needed. All data was collected by the DNP project leader and input into SPSS (IBM, 

2021) using sample numbers to remain compliant with the Health Insurance Portability and 

Accountability Act (HIPPA).  

Cost Analysis 

 The cost of this project mainly related to the cost of having the guides printed as 

booklets. Because the advance care directive guides will continue with the patient wherever they 

might go, they needed to be printed on heavier paper to last longer. Due to the amount of needed 

print material, it was more financially responsible to print the guides and other resources 

professionally. Therefore, ink and paper were not included in the budget as the printing budget 

was all inclusive (see Appendix J). The cost of the guides was provided by the project leader. 

The time needed for this project was donated by the project leader and no additional time was 

needed by staff. There were no operational costs that needed to be included in the budget as the 

facility operates all hours of the day. 

 Currently, the financial burden associated with a lack of advance directives is severe. It is 

estimated that approximately $151.1 million dollars are spent on futile care every year at the 

national level (Carter et al., 2017). Not only are there millions of dollars spent on end-of-life 

care, but without advance care planning, patients are more likely to be readmitted to the hospital 

for futile care and services, decreasing reimbursement rates for Messiah Lifeways. At Messiah 

Lifeways, there is no budget devoted to advance care planning discussions, and it is left to the 

providers to have these conversations on their own time or refer to social work.  

 This project has the potential to decrease costs of medical care at the end of life for the 

residents of Messiah Lifeways. Millions of dollars are spent providing futile care to older adults 
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(Duncan et al., 2019). The highest costs of medical care occur during a person’s last 6 months of 

their life. Although it is not possible to eliminate expenditures for futile care, this DNP project 

can reduce it in the context of its setting.  

This project will impact provider productivity in the long term. With advance care 

planning being completed while the patient is medically stable, it reduces the time needed for 

care planning when the patient begins to decline and can no longer make decisions for 

themselves. Not needing to have ACP discussions about end-of-life care when it is too late may 

provide relief for providers and nursing staff. Reducing futile care may also provide relief for 

care staff.  

Timeline 

After the DNP proposal was presented and defended, the next steps included finalizing 

the proposal paper and receiving Institutional Review Board (IRB) approval, which was 

completed in December 2022 (see Appendix K). Because this project only needed to be reviewed 

by Messiah University’s IRB, the expected date for completion of the IRB form was flexible. No 

additional time was needed to recruit participants, as they were recruited by convenience at the 

time of implementation. Implementation of the intervention and collection of data began in 

February of 2023 and will continue until the beginning of May 2023. Analysis of the data and 

dissemination of evidence is expected to be completed in the summer of 2023. The final 

presentation and DNP project defense are expected in August of 2023.  

Ethics and Human Subject Protection 

 The Messiah University IRB exemption was obtained prior to initiating the DNP Project. 

All patients were protected by HIPAA, which protects the privacy of the patients’ health 
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information (Office for Civil Rights, 2015). The DNP student followed the Standards of Care for 

practice in a skilled nursing facility (American Nurses Association, 2021).  

The risk to patients participating in this project was no different from the risks of patients 

receiving standard care. The DNP project leader obtained all personal information from 

residents’ medical charts. The DNP project leader completed Protection of Human Research 

Subjects online training prior to project implementation. Participant confidentiality was assured 

by coding the participants using individual identification numbers. The list of participants and 

their identifying numbers were kept in locked filing cabinets in a locked office, only accessible 

to the DNP project leader. All electronic files containing identifiable information were kept on a 

password-protected computer to prevent access by unauthorized users and only the DNP project 

leader had access to the password. After 3 years, the electronic data will be deleted. 

Results 

 Data was obtained via convenience sampling and stored in an Excel workbook in a 

password protected computer. Upon completion of implementation, the data was cleaned, de-

identified and input into SPSS (IBM Corp, 2021) for analysis. There was no missing data prior to 

statistical analysis. Implementation  

Demographic Data 

Demographic data was analyzed using frequency tables and tested for normal distribution 

by calculating skewness and kurtosis. This convenience sample of 16 white, non-Hispanic older 

adults ranged in age from 71 to 105 years (M = 86.2, SD = 8.3), with the majority having a 

primary diagnosis of ambulatory dysfunction (50%, n = 8) and an average of 5 medical 

comorbidities. Half were female (n = 5). See Table 1. 

Table 1 
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Demographic Data 

Cluster Sub-category n % 

Age (mean)  86.2  
Gender    

 Male 8 50 

 Female 8 50 

Race    

 White 16 100 

Ethnicity    

 Non-Hispanic 16 100 

Primary 

Diagnosis    

 

Ambulatory 

Dysfunction 8 50 

 Joint Replacement 3 18.8 

 Stroke 2 12.5 

 Syncope 3 18.8 

 

Implementation Data 

 The amount of time it took to implement the point-of-care tool with each resident was 

recorded and analyzed. The total time to implement the point-of-care tool ranged from 5 to 60 

minutes (M = 17.5, SD = 15.2). However, the data for three residents were outliers at 36, 43, and 

60 minutes, skewing the data. With the outlying data omitted from the analysis, the time to 

implement the POC tool ranged from 5 – 15 minutes, with an average time of 11 minutes (SD = 

3.5). Extra time was needed with these residents due to visual or hearing impairments. 

 Completion of advance directive components (ADC) was noted as being either complete 

or incomplete. This includes completion of a POLST, medical decision maker, and Living Will. 

The total number of components completed (out of 3) was collected as numeric data. Finally, 

completion of all three components was noted if obtained. Complete data for the baseline and 

post-implementation point-of-care tool variables is found in Table 2. Data for the total advance 
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directive components met the assumptions for a dependent samples t-test. There was a 

statistically significant increase in post-implementation advanced directive scores (M = 2.5, SD 

= .73) compared to baseline scores (M = 2.0, SD = .63), t(15) = 3.16, p = .006, d = .79, 95% CI 

.16, .84). 

Table 2 

 

Advanced Directive Components (ADC) Descriptives 

 

  POLST 

 

%(n) 

Medical 

Decision Maker 

%(n) 

Living Will  

 

%(n) 

Total ADC 

 

M(SD) 

Baseline incomplete 0 18.8%(3) 81.3%(13) 2(.63) 

complete 100%(16) 81.3%(13) 18.8%(3) 

Post-

Implementation 

incomplete 0 12.5%(2) 37.5%(6) 2.5(.73) 

complete 100%(16) 87.5%(14) 62.5%(100 

 

Discussion 

 All of the original objectives for this DNP project were met and the results exceeded 

expectations. Over the three-month intervention phase the DNP project leader met with 

89%(n=25) of the 28 eligible residents. Of those 25, only 16 chose to participate and met all 

requirements throughout the intervention. Over the three-month intervention phase, 87.5% 

(n=14) of participating residents completed at least 50% of the advance directive one week after 

intervention. Over the three-month intervention phase 62.5% (n=10) of participating residents 

fully completed the provided advance directive. 

 There was a statistically significant incrase in post-implementation advance directive 

scores (M = 2.5, SD = .73) compared to baseline scores (M = 2.0, SD = 6.3; t(15) = 3.16, p = 

.006, d = .79, 95% CI .16, .84). The large effect size indicates clinical significance in supporting 

the use of nurse-led point-of-care tools to increase advance directive completion in the setting of 
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this QI project. This strongly suggests future use of this point-of-care tool in order to aid advance 

care planning discussions to continue to improve advance directive completion with older adults 

Significance to Advanced Practice Nursing 

This project increased the number of older adults at Messiah Lifeways with advance 

directives. The dissemination of statistically significant data should provide guidance for other 

long-term care health facilities in improving advance care discussions with their patients. The 

results of this project will be significant to advance practice nurses, as the results show that 

point-of-care tools can improve advance care planning discussions between providers and their 

older adult patients. 

 Increasing advance care planning discussions can decrease futile medical care in the 

future and provide older adults with the chance to state their wishes to their providers and loved 

ones. Advance practice nurses have a responsibility to honor patient wishes. When an advance 

care directive is in place, honoring patients’ wishes is straightforward. Having an advance care 

directive can relieve the pressure on families having to make decisions for their dying loved 

ones.  

Lastly, the impact on the patients’ families should be recognized and discussed. 

Discussions about end-of-life care are difficult for families. How does an adult child talk about 

end-of-life wishes with their mother or father? The purpose of the conversation guide and 

advance care planning booklet is to make advance care planning as simple as possible. Once a 

patient can no longer make medical decisions on their own, having advance care planning in 

place provides a significant amount of relief for caregivers and family members. Caregivers and 

family will know they will be following their loved one’s wishes. 
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Conclusion 

Many older adults do not have an advance directive in place. Providers are unsure of how 

to discuss end-of-life wishes with their patients, especially in the skilled nursing setting. Long-

term care patients, in particular, need to have advance directives in place, as they have multiple 

comorbidities. Research shows that point-of-care tools provide guidance for providers, increases 

advance care planning discussions, and increases completion of advance directives. With the 

implementation of a point-of-care tool, there was a statistically significant increase in completion 

of advance directives. The PREPARE conversation guide and advance directive were easy to use 

and can be accessed by anyone for implementation. The improvement in advance care planning 

discussion seen in this DNP project shows that the use of point-of-care tools can change the 

workflow of providers in the outpatient setting to include advance care planning in their daily 

workflow.



 25 

References 

 Administration for Community Living. (2021). 2020 Profile of Older Americans. U.S. Department 

of Health and Human Services. 

https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2020Pr

ofileOlderAmericans.Final_.pdf 

Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and Human Decision 

Processes, 50, 179–211. 

American Nurses Association. (2021). Nursing: Scope of and standards of practice (4th ed.). 

American Nurses Association, Inc. 

Carter, H. E., Winch, S., Barnett, A. G., Parker, M., Gallois, C., Willmott, L., White, B. P., Patton, 

M. A., Burridge, L., Salkield, G., Close, E., Callaway, L., & Graves, N. (2017). Incidence, 

duration and cost of futile treatment in end-of-life hospital admissions to three 

Australian public-sector tertiary hospitals: A retrospective multicentre cohort study. BMJ 

Open, 7(10), e017661. https://doi.org/10.1136/bmjopen-2017-017661 

Dang, D., Dearholt, S., Bissett, K., Ascenzi, J., & Whalen, M. (2022). Johns Hopkins evidence-

based practice for nurses and healthcare professionals: Model and guidelines (4th ed.). 

Sigma Theta Tau International. 

Duncan, I., Ahmed, T., Dove, H., & Maxwell, T. L. (2019). Medicare cost at end of life. The 

American Journal of Hospice & Palliative Care, 36(8), 705–710. 

https://doi.org/10.1177/1049909119836204 

Fahner, J. C., Beunders, A. J. M., van der Heide, A., Rietjens, J. A. C., Vanderschuren, M. M., van 

Delden, J. J. M., & Kars, M. C. (2019). Interventions guiding advance care planning 



 26 

conversations: A systematic review. Journal of the American Medical Directors 

Association, 20(3), 227–248. https://doi.org/10.1016/j.jamda.2018.09.014 

Freytag, J., Street, R. L., Barnes, D. E., Shi, Y., Volow, A. M., Shim, J. K., Alexander, S. C., & 

Sudore, R. L. (2020). Empowering older adults to discuss advance care planning during 

clinical visits: The PREPARE randomized trial. Journal of the American Geriatrics Society, 

68(6), 1210–1217. https://doi.org/10.1111/jgs.16405 

Gabbard, J., Pajewski, N. M., Callahan, K. E., Dharod, A., Foley, K. L., Ferris, K., Moses, A., 

Willard, J., & Williamson, J. D. (2021). Effectiveness of a nurse-led multidisciplinary 

intervention vs usual care on advance care planning for vulnerable older adults in an 

accountable care organization. JAMA Internal Medicine, 181(3), 1–9. 

https://doi.org/10.1001/jamainternmed.2020.5950 

Graham, I. D., Logan, J., Harrison, M. B., Straus, S. E., Tetroe, J., Caswell, W., & Robinson, N. 

(2006). Lost in knowledge translation: Time for a map? Journal of Continuing Education 

in the Health Professions, 26(1), 13–24. https://doi.org/10.1002/chp.47 

Hafid, A., Howard, M., Guenter, D., Elston, D., Fikree, S., Gallagher, E., Winemaker, S., & Waters, 

H. (2021). Advance care planning conversations in primary care: A quality improvement 

project using the Serious Illness Care Program. BMC Palliative Care, 20(1), 122. 

https://doi.org/10.1186/s12904-021-00817-z 

Hickman, S. E., Unroe, K. T., Ersek, M. T., Buente, B., Nazir, A., & Sachs, G. A. (2016). An Interim 

Analysis of an Advance Care Planning Intervention in the Nursing Home Setting. Journal 

of the American Geriatrics Society, 64(11), 2385–2392. 

https://doi.org/10.1111/jgs.14463 



 27 

Howard, M., Bernard, C., Klein, D., Elston, D., Tan, A., Slaven, M., Barwich, D., You, J. J., & 

Heyland, D. K. (2018). Barriers to and enablers of advance care planning with patients in 

primary care: Survey of health care providers. Canadian Family Physician, 64(4), e190–

e198. 

Huber, M. T., Highland, J. D., Krishnamoorthi, V. R., & Tang, J. W.-Y. (2018). Utilizing the 

electronic health record to improve advance care planning: A systematic review. 

American Journal of Hospice and Palliative Medicine®, 35(3), 532–541. 

https://doi.org/10.1177/1049909117715217 

IBM Corp. (2021). SPSS Statistics for Macintosh (Version 28.0). 

Louisiana Health Care Quality Forum. (2022). POLST: Portable medical orders for seriously ill or 

frail individuals. National POLST. https://polst.org/ 

Messiah Lifeways Senior Living Community Needs Assessment. (2020). Messiah Lifeways. 

Monchis, M., Martin, C., & DiDiodato, G. (2020). Evaluation of a program using a physician 

assistant and an electronic patient-provider communication tool to facilitate discussions 

about goals of care in older adults in hospital: A pilot study. Canadian Medical 

Association Journal, 8(3), E577–E584. https://doi.org/10.9778/cmajo.20200022 

Myers, J., Cosby, R., Gzik, D., Harle, I., Harrold, D., Incardona, N., & Walton, T. (2018). Provider 

tools for advance care planning and goals of care discussions: A systematic review. 

American Journal of Hospice and Palliative Medicine®, 35(8), 1123–1132. 

https://doi.org/10.1177/1049909118760303 



 28 

National Institute on Aging. (2022). Advance care planning: Health care directives. National 

Institute on Aging. https://www.nia.nih.gov/health/advance-care-planning-health-care-

directives 

Office for Civil Rights. (2015, September 10). HIPAA for Professionals [Text]. HHS.Gov. 

https://www.hhs.gov/hipaa/for-professionals/index.html 

Overbeek, A., Korfage, I. J., Jabbarian, L. J., Billekens, P., Hammes, B. J., Polinder, S., Severijnen, 

J., Swart, S. J., Witkamp, F., van der Heide, A., & Rietjens, J. A. C. (2018). Advance care 

planning in frail older adults: A cluster randomized controlled trial. Journal of the 

American Geriatrics Society, 66(6), 1089–1095. https://doi.org/10.1111/jgs.15333 

PREPARE. (2022). PREPARE For Your Care. https://prepareforyourcare.org/en/welcome 

Respecting Choices. (2022). Person Centered Care | Advance Care Planning | Shared Decision 

Making. Respecting Choices: Person Centered Care. https://respectingchoices.org/ 

Ryan, R. E., Connolly, M., Bradford, N. K., Henderson, S., Herbert, A., Schonfeld, L., Young, J., 

Bothroyd, J. I., & Henderson, A. (2022). Interventions for interpersonal communication 

about end of life care between health practitioners and affected people. Cochrane 

Database of Systematic Reviews, 2022(7). 

https://doi.org/10.1002/14651858.cd013116.pub2 

Sudore, R. L., Boscardin, J., Feuz, M. A., McMahan, R. D., Katen, M. T., & Barnes, D. E. (2017). 

Effect of the PREPARE website vs an easy-to-read advance directive on advance Care 

planning documentation and engagement among veterans. JAMA Internal Medicine, 

177(8), 1102–1109. https://doi.org/10.1001/jamainternmed.2017.1607 



 29 

Sudore, R. L., Schillinger, D., Katen, M. T., Shi, Y., Boscardin, W. J., Osua, S., & Barnes, D. E. 

(2018). Engaging diverse English- and Spanish-speaking older adults in advance care 

planning. JAMA Internal Medicine, 178(12), 1616–1625. 

https://doi.org/10.1001/jamainternmed.2018.4657 

Sudore, R. L., Stewart, A. L., Knight, S. J., McMahan, R. D., Feuz, M., Miao, Y., & Barnes, D. E. 

(2013). Development and Validation of a Questionnaire to Detect Behavior Change in 

Multiple Advance Care Planning Behaviors. PLoS ONE, 8(9), e72465. 

https://doi.org/10.1371/journal.pone.0072465 

University of Washington Department of Bioethics & Humanities. (2018). Futility. UW Medicine. 

https://depts.washington.edu/bhdept/ethics-medicine/bioethics-topics/detail/65 

U.S. Census Bureau. (2021). U.S. Census Bureau QuickFacts: Cumberland County, Pennsylvania. 

U.S. Census Bureau Quick Facts. 

https://www.census.gov/quickfacts/cumberlandcountypennsylvania 

 

 

 

 

 

 

 

 

 

 



 30 

Appendix A 

SWOT Analysis 

Strengths 

 

• Requires completion of POLST form 

upon admission 

• Long-term and short-term patients 

averaging age 65 and up 

• Social workers and case managers 

available to residents during regular 

business hours 

• Admissions to facility allow for more 

face-to-face time with patients 

• Support from department of nursing 

 

Weaknesses 

 

• Poor staffing ratios: only one provider 

per section of the facility leaving little 

to know time for ACP discussions 

• Providers don’t view ACP as priority 

during visits 

• Nursing staff not trained in ACP 

discussions 

• Mostly paper charting 

Opportunities 

 

• Opportunity for more residents to 

complete advance directives 

• Education for nursing staff and 

providers about advance directives 

beyond POLST form 

• Potential for conversation guide to be 

used beyond time frame of the DNP 

project 

Threats 

 

• Ongoing material and training fees 

• COVID-19 outbreaks among residents 

• Lack support from on-call provider 

• Higher intake of residents with 

dementia 
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Appendix B 

 

Fishbone Diagram 
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Appendix C 

 

PRISMA Diagram 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records identified from:  
CINAHL – 672 (276) 
Medline – 1,088 (310) 
PubMed – 1,285 (419) 
Cochrane Database - 36 

Databases (n = 2,208) 
Registers (n = 0) 

Records removed before 
screening: 

Duplicate records removed  
(n = 263 ) 
Records marked as ineligible 
by automation tools (n = 
2,034) 

(Academic Journals,English 
language, age 65+) 

Records removed for other 
reasons (n = 0 ) 

Records screened 
(n =264)  

Reports sought for retrieval 
(n =33) 

Reports not retrieved* 
(n = 0) 

 

Reports assessed for eligibility 
(n = 33) 

Reports excluded: 
Not generalizable (n = 7) 
Non-research  (n =4) 
Poor Quality  (n = 8) 
Small sample size (n = 2) 
Study protocol (n = 1) 
 

Records identified from: 
Websites (n = 17,000) 
Organisations (n =0 ) 
Citation searching (n =0 ) 

etc. 

Reports assessed for eligibility 
(n = 1 ) Reports excluded: 0 

Reason 1 (n = ) 
Reason 2 (n = ) 
Reason 3 (n = ) 
etc. 

Studies included in review 
(n = 12 ) 
Reports of included studies 
(n = 12) 
*** 

Identification of studies via databases and registers Identification of studies via other methods 
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Reports sought for retrieval 
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Appendix D 

Individual Evidence Summary Tool  

 
Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

1 Fahner et al. 

(2019) 

Journal of the 

American 

Medical 

Directors 

Association 

 

System

atic 

Revie

w 

To evaluate the 

content, 

rationale, and 

empirical 

evidence on the 

effect of ACP 

interventions 

based on 

conversation 

guides; 

Searched 

MEDLINE, 

Embase, 

PsycINFO, and 

CINAHL 

21 RCT’s, 3 

non-

randomized 

controlled 

trials, 13 

observational 

studies, 22 

mixed-

methods 

studies, 13 

qualitative 

studies; 

Majority of 

studies 

focused on 

ages 65+ or 

with terminal 

illness 

 

Exact 

scripted 

conversatio

n guides 

with or 

without 

scripted 

questions; 

information 

booklets 

for 

patients; 

face to face 

conversatio

ns 

outpatient 

over the 

phone 

No instruments 

used in this 

systematic 

review 

Significant evidence of 

increased quality of 

communication, 

discussions with 

surrogates, discussions 

with clinicians 

Phases of the guides: 

preparation, initiation, 

exploration, and action 

Strengths: 

compares one 

intervention type; 

reports common 

themes and 

examples form 

conversation 

guides; exhaustive 

literature search 

 

Limitations: 

review did not 

include any 

interventions from 

gray literature, 

websites, or 

handbooks 

Level 

III 

Quality 

A 

2 Freytag et al. 

(2020) 

Journal of the 

American 

Geriatrics 

Society 

 

RCT The purpose was 

to compare the 

PREPARE 

website an easy 

to ready advance 

directive (AD) 

when compared 

to another AD in 

order to increase 

discussion of 

ACP with older 

393 

participants 

(216 in 

control 

group) were 

randomly 

selected from  

7 different 

primary care 

clinics in San 

The 

PREPARE 

guide and 

AD provide 

videos and 

instructions 

for 

participants 

and their 

families to 

easily 

Participation 

was measured 

by number of 

times 

participants 

spoke (in turn) 

during their 

follow-up ACP 

discussion visit 

with their PCP; 

the visits were 

Participants in the 

intervention group (mean 

[SD] = 10.5 [16.84]) 

showed significantly (p = 

.03) more measurable 

signs of active 

engagement in ACP 

discussions (i.e. asking 

questions, utterances, etc.) 

than those in the control 

group (mean [SD] = 6.61 

Strengths: 

Previous studies 

that measured 

participation in 

ACP discussions 

did so by self-

reported 

impression of 

involvement and 

participation of 

the process. This 

Level I 

Quality 

A 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

adults and their 

primary care 

providers;  

Participants were 

randomly 

selected and put 

into to two 

participants 

blocks based on 

health literacy  

Francisco, 

CA; 

Inclusion 

criteria: must 

have 2 or 

more chronic 

illnesses, and 

have been 

seen twice by 

PCP in the 

past year in 

addition to a 

visit to the 

ER/hospitaliz

ation 

Exclusion: 

cognitive or 

hearing 

impairment, 

lack of access 

to phone 

identify 

wishes for 

end of life 

care; 

participants 

in control 

and 

interventio

n group 

followed 

up with 

their PCP 

to have 

ACP 

discussions 

analyzed using 

audio 

recordings 

[13.44]. Participants who 

were more actively 

involved in discussion 

were also 15 % more 

likely to have their wishes 

documented in the EHR 

(p<.001) 

randomized 

control trial is 

different as 

participation in 

discussions were 

identified by 

measurable 

outcomes using 

audio recordings. 

Limitations: 

Reanalyzes data 

and shares 

participants from 

other research 

studies using the 

same intervention 

3 Gabbard et 

al. (2021) 

JAMA 

Internal 

Medicine 

RCT To determine 

effectiveness of a 

nurse navigator-

led ACP 

pathway with 

EHR interface 

improves the 

occurrence of the 

ACP discussions 

and 

documentation in 

the EHR 

249 patients 

(146 in the 

intervention 

group) who 

are 65 years 

and older 

with multiple 

comorbidities 

or frailty 

from 8 

primary care 

practices in 

North 

Carolina 

Nurse 

navigators 

were 

trained 

using 

respecting 

choices to 

review 

protocol 

and 

telephone 

version of 

EHR 

documentat

Instrument 

Quality of care 

survey was 

going to be 

used initially to 

score quality of 

ACP 

discussions, but 

they were 

unable to due to 

auto population 

of 

documentation 

into the 

All results are statistically 

significant (p <.001) 

With nurse navigator – 

increased documentation 

of ACP, named surrogate 

decision maker, advance 

directive/living 

will/power of attorney, 

medical scope of 

treatment form, use of 

advanced care planning 

billing codes 

Strengths: Large 

sample size and 

pragmatic design, 

attached 

supplement of 

ACP pathway, 

EHR integration 

Limitations: 

participants 

recruited from a 

single health 

system, system 

already had nurse 

Level I 

Quality 

B 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

 

 

ion and 

engage 

them in a 

nurse 

navigator-

led ACP 

documentat

ion process   

providers notes; 

no validity or 

reliability were 

discussed 

navigators in 

place 

4 Hafid et al. 

(2021) 

BMC 

Palliative 

Care 

Qualit

y 

Improv

ement 

Project  

Explore the 

perceptions of 

providers in an 

interprofessional 

academic family 

practice 

regarding 

implementing 

ACP into routine 

care using an 

adapted SICP; 

quality 

improvement 

project collecting 

both qualitative 

and quantitative 

data 

Two primary 

care clinics 

with 36 

primary care 

providers 

included in 

the study;  

Ontario, 

Canada  

 

Training 

session 

consisting 

of group-

based 

discussions 

and 

simulated 

conversatio

ns using 

Serious 

Illness Care 

Guide 

(SICG) 

Likert scale 

survey of 

participant’s 

self-assessment 

of skill pre- and 

Post- training.  

NoMAD survey 

– Cronbach’s 

alpha = 0.89 

with good 

validity 

exhibited 

 

The use of SIGC 

significantly improved (p 

< 0.001) provider’s 

perceived ability to have 

ACP discussions with 

patients  

Barriers identified were 

physician perspective and 

discomfort of ACP 

discussions, physician 

schedules, and difficulty 

identifying appropriate 

patients for ACP 

discussions.  Suggestions 

included having ACP 

discussions over multiple 

visits, increasing 

collaboration between 

providers and allied 

health professionals, more 

training, and resources to 

normalize ACP 

discussions. 

  

Strengths: Clearly 

identified point-of 

care tool used 

(SICG) 

Identified gaps in 

research and areas 

for future research 

Limitations: not in 

the United States 

Reflective of only 

one health 

organization 

Does not measure 

frequency of ACP 

discussions 

 

Level V 

Quality 

B 

5 Hickman et 

al. (2016) 

Qualit

y 

Improv

To implement 

nurse-lead ACP 

intervention that 

Convenience 

sampling of 

nursing home 

OPTIMIST

IC RN’s 

were 

No instruments 

used 

69% of residents made 

changes to their care 

preferences based on ACP 

Data only 

represents initial 

phase of 

Level V 

Quality 

B 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

Journal of the 

American 

Geriatrics 

Society 

ement 

Project 

allows all 

nursing home 

residents access 

to OPTIMISTIC 

advance care 

planning 

discussions 

residents in 

19 nursing 

homes in 

urban and 

suburban 

Indiana; 

Residents 

must have 

been in 

nursing home 

for >100 

days; reached 

a total of 

2,709 nursing 

home 

residents 

trained to 

have 

advance 

care 

planning 

discussions 

using 

Respecting 

Choices. 

Nursing 

home 

residents 

were 

approached 

by nurses 

for ACP 

discussions 

discussions with nurse (no 

p-value noted) 

84% of residents filled out 

an advance directive 

because of the 

intervention. (no p-value 

noted) 

This project shows 

effectiveness of nurse-led 

advance care planning 

discussions and its effect 

on advance care decisions 

 

 

implementation, 

and the project is 

continuously 

evolving to better 

improve 

intervention and 

evolve as needed; 

No measurable 

goal set for ACP 

in this setting 

6 Huber et al. 

(2018) 

American 

Journal of 

Hospice & 

Palliative 

Medicine 

System

atic 

Revie

w 

Describe the 

EHR 

components of 

ACP 

interventions, 

identify 

populations in 

which the 

interventions 

were 

implemented, 

and assess the 

efficacy of the 

interventions in 

these 

populations. 

7 databases were 

searched using 

Inclusion 

criteria: 

include an 

EHR 

component of 

ACP and 

implemented 

intervention 

Excluded: 

those that 

reported only 

concepts and 

planning 

were 

excluded 16 

articles met 

the criteria: 1 

RCT trial, 3 

Electronic 

navigators; 

Automated 

prompts; 

ACP 

documentat

ion 

templates 

linked to 

orders 

No instruments 

were used in 

this systematic 

review 

With EHR tools, there 

was improvement of one 

or more ACP outcomes in 

all studies used in the 

systematic review.  The 

ACP outcomes most often 

seen with use of EHR tool 

were changing of code 

status and completion of 

advance directives. 

Strengths: 

exhaustive 

literatures search; 

well documented 

search strategies 

Limitations: 

unable to 

quantitatively 

synthesize the 

study effects due 

to the wide 

heterogeneity in 

the included types 

of interventions, 

study designs, and 

reported results; 

not all in 

outpatient setting; 

Level 

III  

Quality 

A 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

MeSH headings 

and key words 

related to the 

documentation 

of ACP (words 

not listed) 

nonrandomiz

ed control 

trials, 3 pre-

post analysis, 

2 historical 

control 

studies, 5 

descriptive 

analyses 

breakdown of 

different 

populations not 

reported 

7 Monchis et 

al. (2020) 

Canadian 

Medical 

Association 

Journal 

Nonra

ndomi

zed 

pilot 

study 

Participants 

selected from 
Royal Victoria 

Regional Health 

Centre  

Inclusion 

criteria: Age 

79+, been in 

hospital for at 

least 24 hours 

but less than 48 

hours, Code 

status not 

documented or 

documented as 

wanting full 

medical 

interventions.  

Excluded those 

who received 

diagnosis of life-

limiting illness 

during stay; aim 

was to evaluate 

an e-tool used by 

37 acute care 

geriatric 

(aged 79 or 

older);  

339-bed acute 

care 

community 

hospital 

located in 

Barrie, 

Ontario; 

86.5% of 

participants 

live in the 

community 

The PA 

would 

contact 

patients 

eligible for 

pilot study 

daily to 

obtain 

consent for 

ACP 

discussion; 

an e-tool 

was used to 

aid PA in 

discussions

; the PA 

then 

reviewed 

patient 

orders after 

ACP 

discussion 

E-tool – 

contents were 

derived from 

validated 

instruments or 

prognostic 

scoring tools; 

no 

psychometrics 

included 

Patients that were 

exposed to e-tool 

intervention were more 

likely to consent to less 

aggressive treatments; 

38.2% less participants 

agreed to aggressive 

treatment when compared 

to control group (no p-

value noted) 

Strengths: 

Developed e-tool 

based on other 

statically valid 

and reliable tools 

Limitations: pilot 

study; acute care 

setting not 

primary care; e-

tool only available 

in English; e-tool 

needs tested for 

its own reliability 

and validity; not 

in the United 

States 

Level II 

Quality 

B 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

PA’s to facilitate 

ACP discussions 

8 Myers et al. 

(2018) 

American 

Journal of 

Hospice & 

Palliative 

Medicine 

 

System

atic 

review 

To provide 

evidence 

regarding tools 

and/or practices 

available for use 

by health-care 

providers to 

effectively 

facilitate 

advance care 

planning 

conversations 

and/or goals of 

care discussions. 

Sources: 

MEDLINE, 

EMBASE, and 

the proceedings 

of the 

International 

Advance Care 

Planning 

Conference and 

the American 

Society of 

Clinical 

Oncology 

Palliative Care 

Symposium. 

49 studies 

were 

reviewed and 

retained; 

combination 

of systematic 

reviews, 

RCTs, 

qualitative 

and 

quantitative 

studies  

Inclusion 

criteria: 

English 

language, 

patients with 

chronic 

illnesses, 

health care 

provider 

tools, 

minimum 

study size of 

30 and could 

not include 

case studies 

or editorials 

(Myers et al., 

2018) 

 

Many 

different 

interventio

ns were 

measured 

for 

initiating, 

facilitating, 

and 

documentin

g ACP 

discussions 

No instruments 

were used in the 

systematic 

review 

The ACP tool most often 

encountered was the 

Respecting Choices tool 

which “showed increased 

advance directive 

completion, increased 

appointment of a 

surrogate, more 

involvement in EOL 

decisions, increased 

consistency between 

patient wishes and 

medical interventions 

undertaken at increased 

patient and surrogate 

satisfaction with care 

received, increased ACP 

knowledge, fewer 

symptoms of anxiety and 

depression in family 

members of decedents, 

decreased decisional 

conflict, and increased 

consistency between 

wishes of patients and 

their surrogates” (Myers 

et al., 2018). 

Strengths: wide 

variety of studies 

included among 

different health 

populations; 

majority of 

populations 

studied were ages 

65+ 

Limitations: Did 

not share 

statistical 

evidence from 

studies included 

in review; did not 

specify limitations  

Level 

III 

Quality 

B 

9 (Overbeek et 

al., 2018) 

RCT Purpose is to 

identify if an 

201 Assisted 

living 

Interventio

n was 

13- Item Patient 

Activation 

PAM score did not differ 

between intervention and 

Strengths: 

intervention 

Level I 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

Journal of the 

American 

Geriatric 

Society 

older adult’s 

ability to manage 

medical care 

decisions 

improves with 

ACP discussions 

or not 

 

Secondary 

outcome: 

documentation 

of care 

preferences, 

appointing of 

surrogate 

decision maker, 

and use of 

medical care 

residents and 

surrounding 

older adults 

receiving at 

home care in 

Europe (100 

in 

intervention 

group) 

Inclusion 

Criteria: aged 

75 and older, 

frail (Tillburg 

Frailty Index 

score of 5 and 

above), and 

capable of 

making 

medical 

decisions 

Exclusion 

offering 

participants 

ACP 

guides and 

conversatio

ns using 

the 

Respecting 

Choices 

materials 

and tools 

Measurement 

(PAM) 

(Cronbach α = 

0.81) with 5-

point Likert 

scale measures 

“individuals’ 

knowledge, 

skills, and 

confidence to 

manage their 

health and 

healthcare” 

(Overbeek et 

al., 2018, p. 

1091) 

Used this 

instrument to 

calculate a 

theoretical 

scoring range of 

0-100  

control group at baseline 

or after 12 months. 

However significantly 

more older adults 

completed an advance 

directive in the 

intervention group (n=78) 

versus the control group 

(n=34) (p<.001) after the 

12-month follow-up. And 

71 of participants in the 

intervention group had an 

appointed decision maker 

in writing after 12 months 

compared to only 23 in 

the control group (p<.001) 

showed to 

ineffective for 

primary outcome, 

but significantly 

effective for 

secondary 

outcomes which 

ultimately has the 

greater impact for 

those who 

participated; RCT 

with adequate 

sample size 

Limitations: 

Takes place in 

Europe, but does 

not say where 

specifically 

Quality 

A 

10 Ryan et al. 

(2022) 

Cochrane 

Database of 

systematic 

reviews 

System

atic 

Revie

w 

“To assess the 

effects of 

interventions 

designed to 

improve verbal 

interpersonal 

communication 

about end-of-life 

care between 

health 

practitioners and 

people affected 

8 RCT’s 

mostly from 

the United 

States; all but 

1 study had 

mean age of 

60+ 

Patients of 

any age were 

included and 

all 

interventions 

Communic

ation 

interventio

ns 

examples: 

prompts 

and guides 

for 

patients, 

web-based 

collaborati

ve tool, 

No instruments 

used in this 

systematic 

review 

There was no statistically 

significant evidence that 

one intervention was 

more effective than the 

others.  However all, 

studies assessed the 

interventions to improve 

effectiveness of ACP 

discussions when 

compared to usual care. 

Strengths: All 

studies included 

were Level I 

evidence 

Limitations: 

Studies included 

has low evidence 

ratings; not all 

studies included 

in the systematic 

review took place 

Level I 

Quality 

B 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

by end-of-life 

care” (Ryan et al. 

2022, p. 1); 

searched 

CENTRAL, 

MEDLINE, 

Embase, 

PsycINFO, and 

CINAHL 

databases 

requiring 

communicati

on were 

included; 

focus was 

also 

maintained 

on care in the 

last 12 

months of life 

nurse led 

EOL 

discussions

; family 

meetings 

in the United 

States 

11 Sudore et al. 

(2017) 

RCT To compare ACP 

discussion 

outcomes from 

easy-to-read 

ACP guide alone 

as compared 

with ACP guide 

combined with 

PREPARE 

website 

414 veterans 

(92% power); 

mean age 

71.1; 9% 

women; 43% 

non-white; 

collected 

from 

women’s 

geriatrics, and 

internal 

medicine VA 

offices in San 

Francisco, 

CA; of the 

414, 

205 were 

randomized 

into 

intervention 

group 

 

Control 

group: 

easy-to-

read ACP 

guide 

Interventio

n: easy to 

read ACP 

guide and 

use of 

PREPARE 

website 

Patient-reported 

ACP 

engagement 

survey (no 

psychometrics 

included) 

ACP documentation rates: 

6 months prior to 

intervention: 0.8% 

After 9 months: (p = 0.04) 

ACP + PREPARE – 37% 

ACP only – 27% 

 

Self-reported ACP 

engagement was 

significantly higher (p < 

.001) in the ACP + 

PREPARE arm 

Strengths: 

Randomized, with 

adequate sample 

size; ethnically 

diverse 

participants 

 

Limitations: 

majority of 

participants are 

male, and 

measurements 

relied on self-

reports by 

participants 

Level I 

Quality 

B 

 

12 Sudore et al. 

(2018) 

RCT To compare the 

PREPARE easy-

to-read advance 

Convenience 

sampling of 

older adult 

Patients 

reviewed 

PREPARE’

ACP 

engagement 

Survey - 

Overall, new 

documentation of advance 

care planning was higher 

Strengths: large 

sample in 

randomized 

Level 1 

Quality 

B 
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Article # Author, 

Publication 

Source, & Date  

(alphabetical 

order) 

Evidenc

e Type 

& 

Specific 

Researc

h Design 

Purpose  

& Methods 

Sample Type, 

Size, Setting 

Intervention Instruments 

(include 

psychometrics) 

Results/Findings & 

Recommendations for practice 

Strengths/ 

Limitations 

Evidence 

Level & 

Quality 

Rating 

care planning 

tool (in English 

and Spanish) 

with standard 

advance care 

directives in 

regard to 

increasing 

advance care 

planning 

discussion and 

improving 

patient 

engagement   

patients 

within 4 

primary care 

clinics in San 

Francisco, 

CA 

(n=986) 

s advance 

care 

planning 

discussion 

guide and 

online tool. 

Control: 

(given a 

generic 

advance 

care 

planning 

guide) 

Cronbach 

Alpha - 0.94 

(0.91–0.96)  

(Sudore et al., 

2013) 

in the intervention than 

the control group 

[43%/33.1% (p<.001)] 

after 15 months. 

Behavior change scores 

were significantly higher 

(p<.001) in the 

intervention group (97.5 

%) compared to the 

control (87.3%). Action 

scores were significantly 

higher (p<.001) in the 

intervention group 

(94.8%) vs the control 

group (78.4%) 

controlled trial; 

Low attrition rate; 

in-depth statistical 

analysis of data 

Limitations: 

participants were 

all recruited from 

same health 

system, possibly 

limiting 

generalizability; 

Cronbach alpha 

was not noted in 

report (had to find 

elsewhere) 

*Modified from JHEBP (2022), Appendix G. Refer to page 316-318 for detail
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Appendix E 

Theoretical Model 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(Ajzen, 1991)
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Appendix F 

Translation Model 

 

 

 

 

(Graham et al., 2006) 
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Appendix G 

Conversation Guide 
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Appendix H 

PREPARE Advance Directive 
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Appendix I 

Process Map 
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Appendix J 

Project Budget 

Project Expenses 

Salaries/Wages*  

 Monthly Total 

• Registered Nurse  Hours donated by Project Leader $ 0 

Total Salary Costs $ 0 $ 0 

Startup Costs 

 Monthly Total 

• Copies of script $ 1.36 per page  $ 6.80 for 5 

• Copies of guide $ 7.59 per booklet $ 569.10 for 75 

• Shipping costs $ 0 – available for pick up $ 0 

Total Startup Costs $ 8.95 $ 575.90 

Capital Costs 

 Monthly Total 

Hardware $ 0 $ 0 

Equipment $ 0 $ 0 

Other $ 0 $ 0 

Total Capital Costs $ 0 $ 0 

Operational Costs 

 Monthly Total 

• Electricity $ 24/7 facility $ 0 

• Heat $ 24/7 facility $ 0 

• Water $ 24/7 facility $ 0 

• Patient insurance bill $ Medicare waves coinsurance for 

ACP 

$ 0 

Total Project Expenses $ 0 $ 575.90 

Program Revenue 

 Monthly Total 

• Predicted Medicare 

reimbursement 

$ 50 per patient  $ 2,500 

Total Project Revenue $ 50 $ 2,500 

Less Expenses $ $ 575.90 

Total Project Benefit/Loss $ $ 1924.1 
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Appendix K 

GANNT Chart 
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