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Abstract  

Background and Review of Literature: Since the enactment of the Patient Self-Determination 

Act in 1990, advance directive completion rates remain low.  Although interventions to increase 

readiness and completion of advance directives (ADs) have been studied, it is unclear which are 

most effective. Past research has established the importance of AD completion while an 

individual is well and more likely to make sound decisions.     

Purpose: The purpose of this project was to implement an evidence-based program to increase 

readiness for AD completion in adults during an hour-long, group-based discussion.    

Methods: Members of a local community center were invited to attend an hour-long program to 

learn about ADs and documenting end-of-life wishes.  The Conversation Project was the 
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program chosen to guide the hour-long meeting.  A pre and post-test were used to measure the 

difference in readiness to complete an AD before and after the program.  A dependent t-test was 

used to determine whether there was a significant difference in readiness between the pre and 

post-test.    

Results: There was a significant difference between participants’ readiness scores before and 

after the intervention, suggesting that individuals who participated in the intervention were 

significantly more ready to complete an AD (p = 0.0497).  

Interpretation and Discussion: This project evaluated the efficacy of a community-based 

intervention focused on increasing adults’ readiness for AD completion.  A positive association 

between the intervention and readiness to complete an AD was observed.  These findings 

reinforce previous research efforts that support community-based interventions to increase AD 

completion.     

Conclusion: End-of-life decisions should be considered just as pertinent as any other decision an 

individual will make in their lifetime.  Implementing an AD program in the community is 

important, as it is more likely that individuals are in a position to make end-of-life decisions.  

The findings from this capstone project suggest that an hour-long, group-based discussion can 

result in increased readiness for AD completion.  

  

Keywords: advance directives, community engagement, group discussion, lack of 

knowledge   

  

  

  

  

Increasing Readiness to Complete an Advance Directive in the Community  

In 1990, the federal Patient Self-Determination Act (PSDA) was created in an attempt to 

promote patient autonomy by requiring that all hospitals, nursing homes, and other healthcare 

facilities provide written information regarding advance directives (ADs) (Spoelhof & Elliott, 

2012).  Despite this, AD completion rates over the last two decades have remained low (Spoelhof 

& Elliott, 2012).  It was concluded in a study completed by McLennan, Boddy, Daly, and 
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Chenoweth (2015), that lack of knowledge seemed to be the largest barrier to AD completion, 

with some participants denying knowledge of their existence.      

Background  

An advance directive is a legal written statement of a person’s wishes, goals, and values 

regarding medical treatment, and can include a living will and durable power of attorney 

(Spoelhof & Elliott, 2012).  A durable power of attorney is appointed by an individual to make 

health care related decision in the event that they are unable to do so themselves.  A living will 

describes the type and extent of medical treatment an individual would want in certain 

circumstances.  These documents allow patients to guide medical decision making when they are 

incapable of doing so themselves.  Research suggests that AD completion is associated with a 

reduction in hospitalization at the end-of-life, increased utilization of hospice services, increased 

likelihood that clinicians and families understand and comply with a patient’s wishes, decreased 

intensive treatments at the end-of-life, and increased likelihood that a patient will die in their 

preferred setting (Detering & Silveira, 2017).    

Arguably individuals, families, and providers are all major stakeholders in the completion 

of advance directives, as they will all likely participate in the decision-making process at the 

endof-life.  In fact, one study found that family members who participated in the advance care 

planning process reported less symptoms of post-traumatic stress, anxiety, and depression after 

their loved one had died (Rao, Anderson, Lin, & Laux, 2014).  Family involvement is vital in the 

AD process, however it is also important that these conversations take place before an individual 

becomes seriously ill, as it may be harder for them to make sound decisions based on their values 

(Bomba, 2017).  Because it is impossible to know if and when an individual may become ill, all 

adults should consider completing an advance directive, regardless of health status.   
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Although the benefits of ADs have been established, a recent community health 

assessment (CHA) completed by the Douglas County Health Department found that only 31.9% 

of metro area citizens have completed an advance directive (2015).  The CHA also found that 

individuals who were white, of a higher socioeconomic status, and aged 65 and older were more 

likely to complete an AD (Douglas County Health Department, 2015).  CHA data highlights the 

need for increased education in the community about the importance and relevance of ADs.  In a 

study completed by Hamayoshi (2014), education was found to significantly increase AD 

completion, and promote positive attitudes towards ADs.    

 The target population of this capstone project was community-dwelling adults residing in 

a Midwest suburban setting.  Important stakeholders included: community members, their 

families, and their healthcare providers.  Ideally, there should be some level of involvement from 

all aforementioned parties in the AD completion process.  

Problem Statement  

  Advance directives are important documents that are pertinent to all adults with and 

without illness, yet completion rates remain overwhelmingly low (Spoelhof & Elliott, 2012).  

There are multiple barriers to AD completion, with the largest barrier seeming to be lack of 

knowledge (Spoelhof & Elliott, 2012).  This may be due to the relative absence of education in 

the community regarding this topic.    

Purpose Statement  

 The purpose of this project was to implement an evidence-based program to increase readiness 

for AD completion in adults during an hour-long, group-based discussion.  The clinical question 

guiding this project was: In community-dwelling adults, does an hour-long interactive group 

discussion increase readiness for AD completion?  
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Outcomes  

  The intended outcome of this project was to increase participants’ readiness for AD 

completion by the end of the hour-long group-based discussion.   

Review of the Literature  

  Review of literature was completed using CINAHL and PubMed (see Appendix A). 

Search terms used were: community members, outpatients, advance directives, lack of 

knowledge, and group discussion.  Inclusion criteria included publication from the year 2012 to 

present, articles written in the English language, outpatient samples, and participants aged 18 

years and older.  Exclusion criteria included publication before 2012, inpatient samples, and 

participants younger than 18 years old.  Although the main focus of this review was how to 

improve readiness for AD completion rates in the United States (U.S.), studies completed outside 

of the U.S. that fit the inclusion criteria were accepted in an attempt to explore cultural 

influences.  The search yielded 312 articles, five of which were chosen for review (See Appendix 

B).  These five articles used adult participants from the community to study barriers, motivations, 

and perceptions of advance directives, as well as interventions to increase readiness for AD 

completion.  Of these five articles, one was a post-stratified, weighted survey; three were cross-

sectional descriptive studies; and one was a controlled trial without randomization.  The articles 

that were excluded from review did not directly correlate with the identified PICO question.    

Patient Related Factors  

  Understanding patient’s attitudes and beliefs towards ADs is vital towards improving 

readiness for completion.  Major factors impeding AD completion include lack of education and 

feelings of irrelevancy (Spoelhof & Elliott, 2012).  Individual characteristics that may influence 
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AD completion are important to understand.  Information on this will help guide the intervention 

used to increase readiness for AD completion.     

Individual characteristics.  Rao et al. (2014) found that advance directive completion 

was more common among women, Caucasians, married individuals, those with a college or 

postgraduate degree, and individuals with both a chronic disease and routine source of 

healthcare.  The same study found that Hispanics are much less likely to have an AD when 

compared to Caucasians and African Americans (Rao et al., 2014).  These findings are consistent 

with similar studies, and suggest that future efforts towards increasing readiness for AD 

completion should take into account race and ethnicity, as well as educational level to enhance 

communication (Douglas County Health Department, 2015; Spoelhof & Elliott, 2012).  

Perceptions of relevancy.  In a study conducted by McLennan et al. (2015), 26 

individuals were interviewed about ADs.  The interview focused on motivations, barriers, and 

suggestions for AD engagement.  Some participants expressed beliefs that they are irrelevant for 

younger people, with one individual stating that “…just being too young…” deterred him from 

completing an AD (McLennan et al., 2015, p.532).  Houben, Spruit, Groenen, Wouters, and 

Janssen (2014), also found that more often than not, individuals tend to be unaware of the 

relevancy of ADs, and believe that their care provider will initiate AD discussions as needed.     

Education and health literacy.  A cross-sectional, descriptive correlational study 

completed by Kim and Choi (2014) found that lay people reported lack of information on 

available health care options as a major barrier to completing ADs.  They also found that of the 

187 participants they studied, only 52.4% of participants had knowledge of the possibility of 

brain damage after CPR, and less than half knew that CPR requires intubation (Kim & Choi, 

2014).  The benefits of ADs are lost if individuals do not understand the potential complications 
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of life-sustaining interventions.  The authors of this study recommend that providers evaluate 

their patients’ understanding of life-sustaining treatments, and educate them on the purpose, 

risks, and prognosis associated with each treatment (Kim & Choi, 2014).  

Interventions   

  Although interventions to increase readiness and completion of ADs have been studied, it 

is unclear which are most effective.  The importance of AD completion while an individual is 

well and more likely to make sound decisions has been established.  Research has shown that 

community-based education not only increases the rate of AD completion, but also ensures that 

patient care is more likely to be consistent with patient wishes (Spoelhof & Elliott, 2012).  It can 

be concluded, then, that the community would be an ideal setting to facilitate AD education.  

Multiple studies have sought to identify a means in which to achieve this with varying degrees of 

success.      

  Community-based program.  In a study completed by Bomba and Orem (2015), the 

efficacy of the Community Conversations on Compassionate Care (CCCC) program was studied 

in community-dwelling adults.  The program follows the Transtheoretical Model of Change 

Theory in an attempt to engage a larger audience.  There are specific interventions for each 

change stage, all of which are meant to guide an individual towards AD completion.  This 

specific study yielded significant results (p=0.01) when comparing the rate of AD completion 

before and after the intervention.  The lack of robust research on this program is a limitation, but 

the overall design is well structured and can be easily translated into practice.  According to 

Bomba and Orem (2015), community engagement is paramount to fostering readiness for AD 

discussions.    
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  Respecting Choices is another evidence-based model that focuses on improving AD 

completion and implementation in the community (Spoelhof & Elliott, 2012).  The Respecting 

Choices program is similar to the CCCC program in that it encourages the use of trained 

nonphysician facilitators and utilizes stage-specific interventions that are consistent with the 

patient’s age and health status (Spoelhof & Elliott, 2012).  According to Spoelhof and Elliott 

(2012), this program demonstrates an increase in AD completion rates, but requires further 

dissemination and validation through continued research.     

  Multi- and single-session interventions.  It has long been debated whether singlesession 

interventions are as effective as multi-session interventions when it comes to improving AD 

completion.  Single-session interventions are not only time and cost effective when compared to 

multi-session interventions, they are also likely to be a more attractive option to potential 

participants.  There is literature that suggests multi-sessions are important to the success of an 

intervention, but this conclusion is based upon between-study comparisons that cannot explain 

causation (Bravo et al., 2016).  In fact, a controlled trial completed by Bravo et al. (2016) found 

no significant difference in the variables measured between a multi- and single-session group 

after attending an AD workshop.  These findings are important because they suggest single-

session interventions are just as effective as multi-session interventions for the purpose of 

increasing readiness for AD completion.   

  Family involvement.   After completing a qualitative, cross-sectional survey, McLennan 

et al. (2015) found that family tended to be a driving factor behind advance directive completion.  

This was partially due to the fact that participants did not want their loved ones to bear the 

burden of making end-of-life decisions (McLennan et al., 2015).  Research has found that health 

care proxies are more accurate in predicting a patient’s wishes when compared to physicians 
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(Spoelhof & Elliott, 2012).  This finding highlights the need for designation of a reliable proxy 

that understands the expectations of the role.  Furthermore, until a shared database is available to 

all healthcare facilities, proxies are the best chance for providers to get AD paperwork when a 

patient transfers between care settings.    

Summary of Findings   

   Lack of education and perceptions of irrelevancy are major barriers to AD completion.  

The fact is, many Americans experience a death that is much different from what they would 

want (Centers for Disease Control and Prevention [CDC], 2012).  This is the very reason the 

CDC has recognized the lack of AD completion as a public health problem, and also why they 

have identified community education as one of their top priorities (2012).  It has been well 

established that advance directive completion, or lack thereof, is an important issue that is 

pertinent to all adults.  Multiple studies have been completed on how best to address this issue, 

but a standard of care has not been developed when it comes to community engagement on ADs.  

This project utilized the review of literature by implementing a community-based, single-session 

intervention that encourages family involvement in an attempt to increase participants’ readiness 

for AD completion.    

Theoretical Framework  

The Stetler Model of Evidence-Based Practice, originally the Stetler-Marram model, 

focuses on guiding the implementation of EBP into everyday patient care (Melnyk & 

FineoutOverholt, 2015).  Relying on the critical thinking skills of the provider, it is known as a 

practitioner-oriented model (Melnyk & Fineout-Overholt, 2015).    
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  The five phases of the Stetler model are as follows: preparation, validation, comparative 

evaluation/decision making, translation/application, and evaluation (Melnyk & Fineout-Overholt, 

2015).  The preparation phase involves identifying a priority need and defining the scope of the 

project.  This includes searching for relevant evidence to address the priority need.  This was 

accomplished by researching the background of ADs and how they are currently utilized within 

our society.  In the validation phase, evidence is collected and critiqued with the intention of 

utilizing the findings.  This was done with a comprehensive review of the literature.  The 

comparative evaluation, or decision-making phase, consists of choosing applicable findings after 

comparing the body of evidence to a set of utilization criteria.  Once useable evidence is agreed 

upon, the translation/application phase occurs.  In this phase, findings are converted into the type 

of change to be made.  This involved implementing the program at the community center.  

Lastly, the evaluation phase, which is a vital element to any model, is used to determine whether 

goals of the project were met.  This was accomplished by analyzing the data and determining if 

findings were significant.      

The terms external and internal evidence are unique to the Stetler model.  External 

evidence can be defined as findings obtained from research, the consensus opinion, or experience 

of recognized experts and credible program evaluations in the literature (Melnyk & 

FineoutOverholt, 2015).  Internal evidence can be derived from systematically and locally 

obtained facts or information.  This can include data from local performance, planning, quality, 

outcome, and evaluation activity, as well as data obtained from EBP models to assess current 

practice and measure progress (Melnyk & Fineout-Overholt, 2015).  One of the goals of this 

capstone project was to establish internal evidence for the purpose of promoting community-

based AD programs.    
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 Decisions regarding ADs may change with age or deterioration of health, which are 

factors that the practitioner must consider along the health/illness continuum.  According to 

Melnyk and Fineout-Overholt (2015), the Stetler model is fluid in nature; an ideal feature to 

guide a variable concept.  Because of the ever-changing nature of health and decisions regarding 

care, the Stetler model was a practical framework to guide this capstone project.    

Organizational Assessment  

This evidence-based project was completed at a local community center that offers 

multiple resources to the surrounding community, including daily lunches to seniors for a 

nominal donation.  According to the assistant director of the community center, informational 

classes are regularly held after lunch for the seniors.  This same representative was receptive to 

hosting an educational program on advance directives to the community.  He stated that multiple 

seniors had previously requested that the center facilitate AD classes, indicating readiness for 

change.  The seniors at this particular community center are predominantly Caucasian and 

female, which may facilitate the success of the program as these characteristics are known to 

increase the likelihood of AD completion (Rao et al., 2014).  Potential barriers include poor 

health literacy and sensory deficits.  No risks, beyond those experienced in everyday life, could 

be associated with participation in this program.      

Methodology  

The goal of this capstone project was to implement an evidence-based program, the 

Conversation Project (2017), to increase readiness for AD completion in the community.  The 

project followed a descriptive quality improvement design.  Quantitative data was collected 

using a pre and post-intervention questionnaire that was administered to community-dwelling 
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adults who attended the program.  The data collection tool chosen to evaluate the efficacy of the 

program was the validated four-item Advance Care Planning Engagement Survey.  This tool has 

been studied specifically for its ability to determine the efficacy of an AD program (Sudore et al.,  

2016).  The success of this program was measured by the difference in readiness to complete an 

AD as determined by the ACP Engagement Survey.      

Setting  

The community center is located in a suburban setting in a Midwestern state, and is 

nestled in a predominantly middle-class neighborhood where 56% of households had an adjusted 

gross income of $50,000 or less in 2014 (Internal Revenue Service, 2015).  Some of the 

responsibilities of the facility include: providing opportunities for social activities, education, and 

social development for youths and adults; organizing community and special events for 

education, socializing, and celebration; and referring community members to appropriate 

resources.  Another important responsibility of the community center is to provide a meeting 

space for individuals and groups to meet and learn.  Upon request, a letter of approval was 

received from administration to conduct this project at their facility.  

Sampling  

Participants consisted of a convenience sample of community-dwelling adults who 

routinely engage in activities at the community center.  According to the community center’s 

assistant director, the majority of these individuals are retired, and are estimated to be between  

65 and 85 years old.  Eleven individuals participated in this project.  All participants were 

English speaking.  Individuals who already had an AD in place were not excluded, as it is 
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recommended that these documents be reviewed and updated periodically (Bomba & Orem, 

2015).  

Implementation Procedures  

Potential participants were notified of this project through flyers provided by the 

Conversation Project and by word-of-mouth.  The community center posted information about 

the meeting on their activity calendar as well.  A one-hour time slot was requested for this 

program.     

The meeting began with introductions and a brief overview of what would be 

accomplished during the hour-long session.  Participants were asked to complete the Advance 

Care Planning Engagement Survey before the educational portion of the meeting began.  After 

the surveys were collected, the speaker briefly discussed the background of the Conversation 

Project; the evidence-based program chosen to guide the meeting.    

The Conversation Project is a public campaign that provides resources to help engage the 

community in end-of-life discussions (2017).  Since it was first created in 2010, the Conversation  

Project has collaborated with both the Institute for Healthcare Improvement and the American  

Academy of Family Physicians (2017).  It is supported by the Schwartz Center for 

Compassionate Healthcare as well as the Cummings Foundation (2017).  The Conversation 

Project offers multiple resources free of charge for program facilitators, including a conversation 

starter kit that is essentially a packet for individuals to fill out.  The packet consists of 

thoughtprovoking questions, examples, and tips about how to approach end-of-life decisions and 

discussions.  This, along with other resources provided by the Conversation Project, were used to 

guide the first half-hour of the meeting.  
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Participants were first asked to watch a five-minute video provided by the Conversation 

Project titled ABC World News with Diane Sawyer: The Conversation Project (2017).  This 

video briefly discussed why the Conversation Project was first started, and why it is important 

that individuals discuss their end-of-life wishes.  The following thirty minutes were used to 

facilitate completion of parts I and II of the conversation starter kit.  Part I: What Matters to Me 

and Part II: Who, What, Where, When both took approximately 15 minutes to complete, with 

five minutes allotted to thinking time, partner share, and full group report.  Before moving on, 

participants were encouraged to share any comments or questions regarding the exercise.  

After the conversation starter kit was completed, participants were asked to complete the 

Advance Care Planning Engagement Survey once again.  Because it was beyond the scope of this 

capstone project to determine the capacity of participants, the Nebraska Advance Directive form 

provided by the National Hospice and Palliative Care Organization was offered to participants to 

be completed at a later time; preferably in the presence of a family member and a licensed 

healthcare provider.  This concluded the hour-long meeting.  Feedback was welcomed by the 

facilitator and given to the Conversation Project for evaluation purposes.    

  

Measurement Instrument(s)  

The four-item Advance Care Planning Engagement Survey was adapted from a validated 

82-item questionnaire that was originally created to detect change in response to an AD 

intervention (Sudore et al., 2016).  The survey uses a five-point Likert scale to measure the 

behavior change construct of readiness, with a response of 1 indicating that the participant is not 

ready to complete an AD, and a response of 5 indicating that the participant is in fact ready to 

complete an AD (Sudore et al., 2016).  The original 82-item survey, although found to have 
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robust psychometric properties, took a mean time of 49 minutes to complete (Sudore et al., 

2016).  Sudore et al. (2016) studied progressively shorter versions of the survey in an attempt to 

provide flexibility to researchers and quality improvement experts.  The study found the fouritem 

survey to have high internal consistency and construct validity with a Cronbach’s alpha of 0.86 

(p < 0.001) for English speakers, and a Pearson correlation coefficient of 0.85 (p < 0.001) when 

compared to the 82-item survey (2016).  This survey was administered to participants before and 

after the intervention to measure the effectiveness of the program in terms of increasing readiness 

for AD completion.  Permission to use this tool was granted by the developers.  

Data Collection Procedures   

Pre-intervention.  Two copies of the four-item Advance Care Planning Engagement 

Survey were distributed to participants before the intervention.  To maintain anonymity, each 

participant was given two surveys that were marked with the same number.  This allowed the pre 

and post-test answers to be compared.  Participants were asked to complete only one survey 

before the intervention and to circle a number on a Likert scale from 1 to 5 indicating their level 

of readiness to complete an AD.  They were given 5 to 10 minutes to mark their responses.  The 

completed surveys were collected prior to the start of the intervention.    

Post-intervention.  Once the intervention was complete, participants were asked to 

complete the four-item Advance Care Planning Engagement Survey once again.  They were 

given 5 to 10 minutes to complete the post-intervention survey.  Once all surveys were collected, 

the data collection process was complete.     
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Ethical Considerations/Protection of Human Subjects  

  Institutional Review Board (IRB) approval was obtained prior to initiating the project.  

CITI training was completed by the primary investigator.  No personal identifying information 

was collected during the execution of this project.  All data collected was in paper format, and 

was entered into a password protected computer.  Any paper documents collected for the purpose 

of this project will be kept in a secure location by the primary investigator, and shredded after 

three years.  The risks associated with the voluntary participation in this project were minimal, 

therefore informed consent was not documented, but instead was assumed upon the completion 

of the pre and post-test.  Information regarding the research and waiver of informed consent was 

provided to participants both verbally and in writing prior to the project’s implementation (See 

Appendix I).  No conflict of interest was identified.  The primary investigator of this project had 

no personal or professional relationship with the community center at which the project took 

place.  This project was subjected to an exempt level of review by an IRB as it utilized 

anonymous surveys for data collection.     

  

  

Data Analysis   

  Quantitative data was collected from the pre and post-test questionnaires.  Readiness 

scores were calculated by summing the four items on each individual questionnaire, and ranged 

from 4 to 20.  The mean score for both the pre and post-test were calculated and analyzed in 

Microsoft Excel with assistance from a statistician using a dependent t-test.  This test was used to 

evaluate whether there was a significant difference between participants’ readiness scores before 
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and after the intervention.  Differences were considered significant if p < 0.05.  Only completed 

surveys were included in the analysis.  

Results  

  Eleven individuals participated in the intervention.  Two participants were excluded due 

to incompletion of one or both surveys, leaving 9 survey pairs for analysis.  There was a 

significant difference between participants’ readiness scores before (M=14.67, SD=7.16) and 

after (M=18, SD=3.16) the intervention, suggesting that individuals who participated in the 

intervention were significantly readier to complete an AD (t(8)= -2.30, p = 0.0497).   

Discussion  

This project evaluated the efficacy of a community-based intervention focused on 

increasing adults’ readiness for AD completion.  A positive association between the intervention 

and readiness to complete an AD was observed.  These findings support previous research efforts 

to utilize community-based interventions to increase AD completion (Bomba & Orem, 2015).    

 Beyond increasing readiness for AD completion, multiple opportunities surfaced during 

the hour-long meeting to address confusion surrounding the AD completion process.  Multiple 

participant stated that they believed a lawyer needed to be present to complete an AD, and it was 

a general consensus that most participants did not know ADs should be periodically updated.  

One participant stated that she had already completed an AD, but after attending the program had 

realized she had done it incorrectly.    

Holding a group-based discussion not only allowed participants to identify their own 

confusion about ADs, but it also allowed them to openly discuss their feelings and beliefs 

regarding ADs in a safe environment.  For example, a husband and wife realized during the 
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program that they held conflicting opinions on who they would want present at the end-of-life.  

Participants were encouraged to take notes during the discussion portion of the program for 

future reference.      

Limitations  

  Limitations included a small and homogenous sample.  Participants could be identified as 

Caucasian and English-speaking, which may affect the application of results to a culturally 

diverse population.  Sensory impairments of participants, including vision and hearing loss, was 

another limitation of this study.  Multiple participants complained of having one or both sensory 

impairments; it is unknown whether this may have affected survey answers.  It may be helpful to 

have a smaller speaker to participant ratio in the future.  The short time frame in which the pre 

and post-tests were administered may also have affected the reliability and validity of the results.         

Plan for Sustainability  

  The facility in which this project took place frequently invites undergraduate nursing 

students to present educational material to community seniors.  This precedent provided an ideal 

situation for sustaining this project within the community.  Baccalaureate nursing students are 

frequently assigned to plan and present educational material to the community.  This project will 

be offered as a resource to a local college for students to use as a guide for implementing an AD 

program in the community.  Materials were also provided to the assistant director of the 

community center for the purpose of hosting future Conversation Project meetings.    

Implications for Practice  

  This project focused on increasing readiness for AD completion and raising awareness of 

the benefits of early end-of-life discussions.  Research shows that these discussions are not 
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taking place as often as they should (CDC, 2012).  Starting end-of-life discussions in the 

community is beneficial in that it may increase the likelihood of adult patients continuing the 

conversation with their health care providers, subsequently leading to the completion of an 

advanced directive or a provider order for life-sustaining treatment.  

Conclusion  

End-of-life decisions should be considered just as pertinent as any other decision an 

individual will make in their lifetime.  ADs can keep family members from bearing the brunt of 

making decisions for their loved ones when they are incapable of doing so themselves.   

Implementing an AD program in the community is important, as it is more likely that individuals 

are in a position to make end-of-life decisions.  The findings from this capstone project suggest 

that an hour-long, group-based discussion can result in increased readiness for AD completion.  

By completing this project, it is hoped that more attention will be given to the importance of 

advance directives and preserving patient autonomy.           

  

  

References  

Bomba, P. (2017). Supporting the patient voice: Building the foundation of shared decision  

 making. Journal of the American Society on Aging, 41(1), 21-30.   

Bomba, P., & Orem, K. (2015). Lessons learned from New York’s community approach to  

 advance care planning and MOLST. Annals of Palliative Medicine, 4(1), 10-21.  



INCREASING READINESS TO COMPLETE AD IN THE COMMUNITY  22  

  

Bravo, G., Trottier, L., Arcand, M., Dubois, M., Guay, M., Boire-Lavigne, A., & Hottin, P.  

 (2016). Promoting advance directives for health care and research through a single- or  

 multisession intervention: Does it affect completion rates and content? Journal of the  

  American Geriatrics Society, 64(10), e81-e83. doi:10.1111/jgs.14327  

Centers for Disease Control. (2012). Healthy aging: Information for consumers and  

 professionals. Retrieved from https://www.cdc.gov/aging/advancecareplanning/  

 professionals.htm  

The Conversation Project. (2017). About us. Retrieved from http://theconversationproject.org  

Detering, K., Silveira, M. (2017). Advance care planning and advance directives. Retrieved from  

 https://www.uptodate.com/contents/advance-care-planning-and-advance-directives  

  #H90042096  

Douglas County Health Department. (2015). Executive report: 2015 community health needs  

 assessment. Retrieved from http://www.douglascohealth.org/content/sites/douglas  

 /2015_PRC_CHNA_Report_-_Omaha_Metro_Area_Douglas_Sarpy_Cass__Pottawatta  

 ttamie_Counties.pdf  

Hamayoshi, M. (2014). Effects of an education program to promote advance directive  

 completion in local residents. General Medicine, 15(2), 91-99. http://doi.org/10.  

  14442/general.15.91  

Houben, C., Spruit, M., Groenen, M., Wouters, E., & Janssen, D. (2014). Efficacy of advance  

 care planning: A systematic review and meta-analysis. Jamda, 15(7), 477-489.  



INCREASING READINESS TO COMPLETE AD IN THE COMMUNITY  23  

  

Internal Revenue Service. (2015). SOI tax stats – individual income tax statistics – 2015 ZIP  

 code data (SOI). Retrieved from https://www.irs.gov/statistics/soi-tax-stats-individual 

 income-tax-statistics-2015-zip-code-data-soi  

Kim, S. H., & Choi, J. (2014). Understanding of life-sustaining treatment in patients with chronic  

 illness and their willingness to complete advance directives. Journal of Hospice &  

 Palliative Nursing, 16(4), 217-223.  

McLennan, V. E., Boddy, J., Daly, M., & Chenoweth, L. (2015). Relinquishing or taking  

 control? Community perspectives on barriers and opportunities in advance care   planning. 

Australian Health Review, 39(5), 528-532. doi:http://dx.doi.org/10.  

  1071/AH14152  

Melnyk, B. M. & Fineout-Overholt, E. (2015). Evidence-based practice in nursing & healthcare:  

  A guide to practice (3rd ed.). Philadelphia: Wolters Kluwer.  

Rao, J., Anderson, L., Lin, F., & Laux, J. (2014). Completion of advance directives among U.S.  

 consumers. American Journal of Preventative Medicine, 46(1), 65-70.  

Spoelhof, G. D., & Elliott, B. (2012). Implementing advanced directives in office practice.  

  American Family Physician, 85(5), 461-466.  

Stetler, C. B. (2001). Updating the Stetler model of research utilization to facilitate evidence 

 based practice. Nursing Outlook, 49(1), 272-279.  

Sudore, R., Heyland, D., Barnes, D., Howard, M., Fassbender, K., Robinson, C., Boscardin, J., &  

 You, J. (2016). Measuring advance care planning: Optimizing the advance care planning  

 engagement survey. Journal of Pain and Symptom Management, 53(4), 669-681.  

  



INCREASING READINESS TO COMPLETE AD IN THE COMMUNITY  24  

  

  

  

  

  

  

  

  

  

  

  

  

  

  



INCREASING READINESS TO COMPLETE AD IN THE COMMUNITY  25  

  

Appendix A: Literature Search Trail  

 



INCREASING READINESS TO COMPLETE AD IN THE COMMUNITY  26  

  

Appendix B: Review of Literature Matrix  

  
  

Bravo, G., Trottier, L., Arcand, 
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through a single- or 
multisession intervention: Does 
it affect completion rates and 
content? Journal Of The 
American Geriatrics Society, 
64(10), e81-e83.  
doi:10.1111/jgs.14327  
  

  
Level III: evidence  obtained 

from well-designed 

controlled trials without 

randomization, 

quasiexperimental  

There were 95 adults in 
the experimental group, 
and 39 participants in 
the control group; mean 
age 77; 54% male.  
  
Completed in the 

community.  

The purpose of this study 
was to examine the 
difference in ACP 
completion between multi 
and single-session 
interventions.   
  
Systematic reviews from 

earlier trials suggested 

that multi-session 

interventions are 

necessary to increase the 

rate of AD completion.  

These results, however, 

were based upon 

between-study 

comparisons.    

This was a controlled trial 
without randomization.  
The multi-session group, or 
experimental group, was 
visited by a trained 
facilitator on two separate 
occasions, while he 
singlesession group, or 
control group, participated 
in a single-session 
intervention on ADs.  
  
Both groups completed a 
booklet designed to record 
wishes.  
  
Fisher exact test was used 

to compare completed 

booklets.  

There was not a significant 

difference on any of the 

variables measured between 

the two groups.  The wishes 

expressed within the 

booklets did not differ 

significantly between groups.  

These findings suggest that 

single-session interventions 

may be just as effective as 

multi-session interventions.  

The major implication is that 

if singlesession interventions 

are sufficient to educate 

adults on AD completion.    

Multi-session 
interventions on 
ACP is costly and 
time consuming.  If 
single-session 
interventions are 
truly just as  
successful, this 
would be an 
appealing option 
for my capstone.  
  

  

Bomba, P., & Orem, K. (2015).   
Lessons learned from New 
York’s community approach to 
advance care planning and 
MOLST. Annals of Palliative 
Medicine, 4(1), 10-21.  
  
Level VI: evidence from a single 
descriptive or qualitative study    
   

Stratified sample 
consisted of community-
dwelling adults aged 18 
years and older.   
  
There was a total of  
7,964 respondents in 

2009 and 2010 that were 

studied for statistical 

purposes.   

The purpose of this study 
was to determine the  
efficacy of the  
Community  
Conversations on 

Compassionate Care 

program.  

Data was gathered from a 

Health Styles Survey, a mail 

panel survey designed to 

be representative of the 

U.S. population, between 

the years of 2002 to 2014.  

This data was used to 

compare to the sample of 

participants who 

completed the CCCC 

program.  

The improvement in AD 

completion after the CCCC 

workshop was statistically 

significant at (P=0.01).  

These findings 
support my  
decision to use a 

community-based 

program to 

increase the rate 

of AD completion.  
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Douglas County Health  
Department. (2015). Executive 
report: 2015   community 
health needs assessment. 
Retrieved   
from http://www.douglas   
cohealth.org/content/sites 
/douglas/2015_PRC_CHNA  
_Report_-_Omaha_  
Metro_Area_ Douglas _Sarpy_  
Cass__ Pottawattattamie  
_Counties.pdf  
  

  
Level VI: evidence from a single 

descriptive or qualitative study  

Survey was conducted in 
the “Metro Area”, which 
consists of: Douglas, 
Sarpy, Cass, and 
Pottawattamie counties.  
  
A stratified random 
sample of 2,622 
residents age 18 and 
older was used.  
  

  

The purpose of this 
community health 
assessment was to 1) 
improve residents’ health 
status, increase their life 
spans, and elevate their  
overall quality of life, 2) 

reduce the health 

disparities among 

residents, and 3) increase 

accessibility to preventive 

services for all community 

residents.  

The survey instrument was 
based upon the CDC’s  
Behavioral Risk Factor  
Surveillance System 
(BRFSS), as well as other 
various public health 
surveys that address gaps 
in indicator data related to 
health promotion and 
disease promotion 
objectives.  
  
Telephone interviews were 
conducted to collect data.  
  
The maximum error rate 

was ±1.8% at a 95 percent 

confidence interval.  

Approximately 31.9% of 
Metro Area adults have 
completed an AD, compared 
to 29.2% in 2011.  This 
increase is considered 
statistically significant.  There 
is a large portion of this 
population who have not 
completed an AD.  
  
Younger residents, 
lowincome residents, Blacks, 
and Hispanics are less likely 
to have completed an AD.  
  
Individuals aged 65 and older 

were more likely to have 

completed an AD.  

This study suggest 
that adults aged 
65 and older may 
be more willing to 
discuss advance 
directives.  It is 
also interesting to  
see that this 

assessment 

showed men and 

women to be very 

similar in terms of 

AD completion.  

This is contrary to 

other research.  

Rao, J., Anderson, L., Lin, F., & 
Laux, J. (2014). Completion of 
advance directives among U.S. 
consumers. American Journal of 
Preventative Medicine, 46(1), 
65-70.  
  

  
Level VI: evidence from a single 

descriptive or qualitative study  

Stratified sample 
consisted of community-
dwelling adults aged 18 
years and older.   
  
There was a total of 

7,946 respondents.   

The purpose of this study 

was to describe U.S. adults 

who did and did not have 

an AD, and examine 

factors associated to their 

completion.  

Post-stratified and 
weighted survey.  
  
Data was gathered from a 
2010 HealthStyles Survey, a 
mail panel survey designed 
to be representative of the 
U.S.  
population.  
  
Log regressions were used 

to identify predictors 

related to AD completion.  

Advance directive completion 
was more  
common among women,  
Caucasians, married 
individuals, those with a 
college or post-graduate 
degree, and individuals with a 
chronic disease and routine 
healthcare.  They also found 
that Hispanics are  
much less likely to have an  
AD when compared to  

These findings 
suggest that  
future efforts 

towards increasing 

AD completion 

should take into 

account race and 

ethnicity, as well 

as educational 

level to enhance 

communication.  

  

Kim, S. H., & Choi, J. (2014). 
Understanding of lifesustaining 
treatment in patients with 
chronic illness and their 
willingness to complete 
advance directives. Journal of 
Hospice & Palliative Nursing, 
16(4), 217-223.  
  
Level VI: evidence from a single 
descriptive or qualitative study    
  

Approximately 187 
participants were 
studied, all of whom had 
some form of chronic 
illness.  
The sample was drawn 
from ambulatory 
departments of family 
medicine, internal 
medicine, neurosurgery, 
and neurology at two 
general hospitals in 
South Korea.    
  
Inclusion criteria: age 40 

years and older, 

diagnosis of chronic 

disease but no problem 

with communication 

and completion of a 

questionnaire.    

The study sought to 

explore the degree of 

understanding of 

lifesustaining treatments 

in chronically ill Korean 

patients.  

The study used a 13-item 

questionnaire in order to 

measure the participants’ 

understanding of 

lifesustaining treatment, 

and included procedures, 

complications, and 

prognosis of in-hospital 

cardiopulmonary 

resuscitation and 

mechanical ventilation.  

Findings indicated that only 
52.4% of participants had 
knowledge of the possibility 
of brain damage after CPR, 
and less than half knew that 
CPR requires intubation.  It is 
important to note that 55.6% 
of participants reported that 
their knowledge of CPR came 
from television, while only 
3.7% stated that their 
knowledge of CPR came from 
a healthcare provider.  
  
The authors of this study 

recommend that providers 

evaluate their patients’ 

understanding of 

lifesustaining treatments, and 

educate them on the 

purpose, risks, and prognosis 

for each.  

This study 

supports my 

decision to 

determine 

participants 

understanding of 

ADs and 

lifesupporting 

measures prior to 

initiating an 

educational 

session.    
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CDC. (2012). Healthy aging:  
Information for consumers  
and professionals. Retrieved  
from  https://www.cdc.gov 
/aging/advancecareplanning  
/professionals.htm  
  
Level VII: evidence from the 
opinion of authorities and/or 
reports of expert committees  
  

  

The sample and setting 
surrounds the topic of 
aging adults in the U.S.   
  

The purpose is to describe 
the challenges and 
opportunities associated 
with helping older 
Americans and their 
families understand the 
role of ACP.  
  
Although most  
Americans wish to die at 

home with family present, 

this is typically not the 

case.  

Information is provided by 

the CDC to educate 

consumers and 

professionals on healthy 

aging.  

Americans are now much  
more likely to die at a later 
age and most often from a 
chronic disease.    
  
The experience of death for 
many Americans is much 
different than what they 
would want.    
  
Top priorities related to 

endof-life: identify a chronic 

disease point person within 

the state health department 

to coordinate end-of-life 

activities; collect, analyze, 

and share end-of-life data 

through state surveys; 

incorporate end-of-life care 

into state comprehensive 

cancer control plans; educate 

the public about hospice and 

palliative care availability; 

and educate the public about 

the importance of ADs and 

health care proxies.  

The CDC has 
recognized the 
lack of AD 
completion as a 
public health 
problem.  
Community 
education has 
been identified as 
one of their top  
priorities.  This 
applies to my 
capstone because  
it gives credibility 

to my project.     

Spoelhof, G. D., & Elliott, B. 
(2012). Implementing advanced 
directives in office practice.  
 American  
Family Physician, 85(5), 461466.  
  

  
Level VII: evidence from the 
opinion of authorities and/or  
reports of expert committees  
  

  

The sample and setting 
surrounds the topic of 
advance directives.   
  

This article discusses 1) 
the definition and concept 
of advance directives, 2) 
the barriers to completion 
and implementation of 
ADs, and 3) the authors’ 
recommendations to 
improve completion and 
implementation of ADs.  
  

Data collection and terms 

had appropriate references 

attached. Inclusion and 

exclusion of information 

was not stated. Several 

articles were reviewed in 

order to retract the specific 

data.   

Provider-related barriers 
associated with advance 
directive completion include 
discomfort with the topic, 
lack of institutional support, 
lack of reimbursement, lack 
of time, and waiting for the 
patient to initiate the 
conversation.   
  
 Patient-related barriers 
include fear of burdening 
family and friends, healthy 
literacy, lack of interest or 
knowledge, social isolation 
resulting in lack of reliable 
proxy, spiritual and cultural 
traditions, and waiting for the 
physician to initiate the 
conversation.  
  
Interactive interventions that 

allow participants to ask 

questions from a 

knowledgeable person, were 

shown to be more effective 

than didactic interventions, 

which provide education in 

the form of a program, 

clinical encounter, or mailing.  

This article 

supports my 

decision to 

provide a 

groupbased 

interactive session 

to adults on 

advanced 

directives.  
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Appendix I: Informed Consent (Cont.)  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

Table 1   
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Timeline  

Task  November  December  January  February  March  April  

Recruitment of 

eligible 

participants  

  

X  

  

X  

        

Pre-test;  

Intervention;  

Post-test  

    X        

Organization 

of data; 

Analysis of 

outcomes  

    X  X  X    

Dissemination 

of results   

        X  X  

  

  

  

  

  

  

  

  

  

  

    

  

  

  

  

Table 2  

t-Test: Paired Two Samples for Means  
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   Variable 1  Variable 2  

Mean  14.66666667  18  

Variance  51.25  10  

Observations  9  9  

Pearson Correlation  0.938667972    

Hypothesized Mean Difference  0    

df  8    

t Stat  -2.309401077    

P(T<=t) one-tail  0.024867782    

t Critical one-tail  1.859548038    

P(T<=t) two-tail  0.049735563    

t Critical two-tail   2.306004135      

   

  

  

  

  

  

  


