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Abstract 

Background and Review of Literature:  Advance directives (AD) are documents that offer 

patients a way to avoid unwanted care in the event of a serious illness or incapacity.  Studies 

demonstrate the care patients receive at the end-of-life is not often consistent with their 

preferences, as a result of suboptimal communication between the patient and provider as well as 

documentation of health care proxies and treatment preferences (Isaac & Curtis, 2016).  The lack 

of a current formal protocol used by primary care providers regarding ADs, particularly towards 

the young adult patient population, resulting in insufficient discussions of patients’ wishes 

regarding end-of-life healthcare decisions is troubling (Stuart, Volandes, & Moulton, 2017). 

 

Purpose:  The purpose of this capstone project was to answer the clinical question, “How does 

the implementation of an advance directive/advance care planning protocol in a primary care 

office impact the completion rates of advance directives?” 

 

Methods:  This capstone project implemented an evidence-based practice intervention regarding 

advance care planning (ACP) in a primary care clinic.  The project followed a descriptive quality 

process improvement design.  The significance of the project outcome was determined by a 

hypothesis test based off of quantitative data collected prior to and after the implementation of 

the capstone intervention. 

 

Results:  Twenty-seven of the thirty-four pre-intervention patients, or approximately 79%, did 

not have any form of an AD and would have been appropriate candidates for the capstone 

intervention.  Post-intervention data resulted in a total of twenty-eight patient chart audits.  

Fifteen or approximately 54% of the post-intervention population did not have any form of an 

AD.  Out of the fifteen patients that did not have an AD, fourteen individuals were deemed 

appropriate candidates for the capstone intervention.  After receiving information regarding 

ACP, two individuals opted to promptly schedule an appointment for ACP, eleven reported they 

would be scheduling an appointment at a later date, and one individual declined AD education 

and ACP options.  A hypothesis test was conducted to determine the effect of the capstone 

interventions and concluded the findings were statistically significant. 

 

Conclusion:  A significantly higher proportion of patients were interested in ACP due to the 

effect of the capstone intervention as compared to the proportion that could be expected to be 

interested due to chance alone.  This capstone project successfully evaluated the efficacy of an 

AD protocol in the primary care setting in relation to patients’ readiness for ACP and ultimately 

AD completion. 

 

Keywords: advance care planning, advance directive, primary care provider, end-of-life  

planning, living will, power of attorney 
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Advance Directive Protocol in the Primary Care Setting 

In 1990, Congress passed the Patient Self-Determination Act (PSDA) in an attempt to 

promote patient autonomy by requiring health-care institutions and providers to provide 

information regarding advance directives (AD) and the right to accept or deny treatment to all 

patients (Miller, 2017).  More specifically, facilities and/or providers receiving Medicare and 

Medicaid reimbursement are required by the PSDA to: (1) inform patients of their rights under 

state law to make decisions concerning their medical care; (2) periodically inquire as to whether 

a patient executed an AD and document the patient's wishes regarding their medical care; (3) not 

discriminate against persons who have executed an AD; (4) ensure that legally valid ADs and 

documented medical care wishes are implemented to the extent permitted by state law; and (5) 

provide educational programs for staff, patients, and the community on ethical issues concerning 

patient self-determination and ADs (Congressional Research Service, 1990).  Advance care 

planning (ACP) is appropriate for all adults, both young and old, yet has not been implemented 

equitably in the primary care setting due to a lack in process, which ultimately contributes to 

healthcare disparities (Yadav et al., 2017). 

Background 

Advance directives are documents that offer patients a way to avoid unwanted care in the 

event of a serious illness or incapacity.  Specifically, an AD is a formal legal document 

completed by an individual and authorized by state law to be invoked if the patient is unable to 

make their own decisions due to an incapacitated health state (Yadav et al., 2017).  A durable 

power of attorney for health care is an individual designated by the patient to serve as a surrogate 

or proxy under circumstances when the patient is unable to make healthcare decisions.  A living 
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will is a written statement specifying preferences regarding the use of life-sustaining therapies 

and other medical treatments in the event of incapacity or terminal illness (Yadav et al., 2017). 

         In the United States, demographic trends document a growing aging population alongside 

the increasing prevalence of chronic disease amongst individuals 44 years and older (Rao, 

Anderson, Lin, & Laux, 2014).  Evidence revealed social and cultural environments, individual 

beliefs of the healthcare provider, individual preferences, and family dynamics altogether 

contribute to the preparation of ADs (del Pozo Puente et al., 2014).  In a study conducted by Rao 

et al. (2014), only 26.3% of the 7,946 respondents aged 18 years and older had an AD in some 

form or another. 

According to Beddows (2017), 58 million people die around the world each year, 60% 

due to chronic diseases.  The magnitude of this fact is demonstrated when considering each death 

involves at least five other people in caregiving and grieving.  By 2030 there will be 

approximately 74 million deaths per year and 17% of the world will be aged 60 years and over 

(Beddows, 2017).  Numerous studies have documented the care patients receive at the end-of-life 

is not often consistent with their preferences, as a result of suboptimal communication between 

the patient and provider as well as documentation of health care proxies and treatment 

preferences (Isaac & Curtis, 2016).  As chronic conditions contribute to poorer health outcomes, 

morbidity and mortality rates are increasing which only stresses the importance of ACP to be 

facilitated at an earlier time than currently practiced. 

Advance care planning can prevent unnecessary suffering at the end of life, support an 

individual’s decisions and preferences, reduce unnecessary expensive treatment, and ultimately 

change the view of the public regarding end-of-life.  Considering the substantial impact on 

patient care and cost, Medicare implemented reimbursement to healthcare providers who discuss 
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ACP with their patients.  As of January 1, 2016, Medicare reimburses providers $86 for an initial 

30-minute outpatient consultation on ACP and $80 for an initial inpatient consultation.  

Additionally, Medicare will pay up to $75 for any supplementary 30 minutes consultations in 

either setting (Zeitoun, 2015).  Therefore, the amount of time allotted for typical visits does not 

often leave room for these important discussions. 

Population and Stakeholders 

The goal of healthcare is to provide comprehensive and holistic care to individuals in 

order to reach the best health state and quality of life while avoiding undesired disparities.  The 

process of ACP is completed when patients and clinicians work together to achieve fully 

informed consent regarding patients’ healthcare desires through shared decision-making (Stuart, 

Volandes, & Moulton, 2017).  Improving the practice model for ACP will ultimately affect the 

stakeholders of the healthcare system and the targeted population being the primary care 

providers and patients at a local internal medicine office in the Midwest.  Prolonging life for the 

individual that does not desire to do so only incurs costs for the patient, their family, the health 

care system, and society as a whole (Sonenberg & Sepulveda-Pacsi, 2018). 

Problem Statement 

Primary care providers have the opportunity to form rapport with patients over the years 

due to the unique and well-established patient-provider relationship.  The problem is the lack of 

current formal protocol used by primary care providers regarding ADs, particularly towards the 

young adult patient population, resulting in insufficient discussions of patients’ wishes regarding 

end-of-life healthcare decisions (Stuart, Volandes, & Moulton, 2017). 
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Purpose Statement 

     The purpose of this capstone project was to answer the clinical question, “How does the 

implementation of an advance directive/advance care planning protocol in a primary care office 

impact the completion rates of advance directives?” 

Outcome 

Research has highlighted obstacles interfering with AD completion including: poor 

provider knowledge regarding prognostic skills and communication related to end-of-life care, 

limited provider training in end-of-life counseling and care, limited availability to coordinated 

care models, and overall patient lack of knowledge and understanding related to ACP and end-

of-life options (Sonenberg & Sepulveda-Pacsi, 2018).  Practitioners are in the position to 

facilitate ACP for patients in the primary care office by way of providing opportunities for 

education and discussion regarding end-of-life healthcare options.  Ultimately, both the patient 

and provider hold a role in the completion of an AD.  By working in a proactive way rather than 

reactive, disparities and unnecessary healthcare expenditures will be decreased by giving the 

patient autonomy over their end-of-life decisions and ultimately increasing their overall quality 

of life. 

Implementation of a formal ACP protocol at the primary care clinic was proposed for the 

purpose of improving overall ACP occurrence which was hypothesized to increase the 

completion of AD.  The first step in ACP is overcoming the barrier of restriction to time by 

scheduling an appointment specifically for discussing ADs.  To evaluate the success of the 

protocol in relation to scheduled ACP appointments, quantitative data was collected via a chart 

audit before and after the implementation of the project intervention.  A hypothesis test for 



ADVANCE DIRECTIVE PROTOCOL                                                          11 

 

 

proportions was conducted to determine the significance of the project intervention in relation to 

scheduled ACP appointments. 

Review of Literature 

The aim of the literature review was to identify and critically synthesize, analyze, and 

interpret the literature to be readily adopted and applied in the primary care setting regarding the 

implementation of an ACP protocol, later impacting the completion rates of ADs for the adult 

patient.  Studies were screened, graded for quality, and analyzed independently; those reporting 

the barriers and facilitators to engagement in ACP and ADs were included.  A comprehensive 

search of the literature was performed to determine evidence related to effective interventions 

aimed to answer the determined research-based project question, “How does the implementation 

of an advance directive/advance care planning protocol in a primary care office impact the 

completion rates of advance directives?” 

Search Strategy 

The database sources examined included Cumulative Index of Nursing and Allied Health 

Literature (CINAHL), Academic Search Elite, MEDLINE, Cochrane Central Register of 

Controlled Trials, Cochrane database of systematic reviews, Health Source – Consumer Editions, 

eBook Collection, EBSCOhost, ProQuest Nursing & Allied Health Source, and Cochrane 

Clinical Answers.  Databases were searched using a comprehensive search engine, narrowing 

literature by applicable key words and phrases.  Included key phrases found in the literature title 

and text included: advance care planning, advance directive, primary care provider, patient 

attitudes, end-of-life planning, and living will.  Search results included systematic reviews, meta-

analyses, qualitative studies, and quantitative studies. 
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Generated articles were further narrowed by applying specific requirements including 

peer-reviewed, research based, and the date of publication after 2013.  Literature was reviewed 

independently confirming the study population involving the adult population in the United 

States, with the primary care provider as a substantial variable.  References excluded were those 

addressing ADs for patients in the long-term care setting, disease specific populations, palliative 

or hospice-based setting, non-measurable outcomes, and recommendations for further research.  

Five articles were selected for data extraction (see Appendix A). 

Literature Search Trail.  A literature search trail was created as a guide to recreate a 

comprehensive, yet specific list of resources concerning the capstone project (see Appendix B).  

The PICOT components were distinguished in order to identify appropriate synonyms that could 

be used to reconstruct the literature search and include: primary care, general practice advance* 

directive, advance* care planning, model, tool, protocol, intervention, completion, engagement, 

success, and effect.  Using a stepwise approach, five comprehensive searches yielded 22 articles 

(see Appendix C), all which were appropriate resources for the practice change of implementing 

an AD/ACP protocol in a primary care setting. 

To further examine the appropriateness of the articles produced by the literature search 

trail, ten articles ranging from level I to IV were selected for further examination (see Appendix 

D).  Diverse content was provided by both qualitative and quantitative research including: focus 

group study, pilot study, cross-sectional analytical study, cross-section survey, systematic 

literature review, expert opinion, randomized control intervention, and retrospective review.  

Topics of the research varied from health professionals’ experiences in implementing ACP to 

Medicare payment/reimbursement. 
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Synthesis of Evidence 

Strong evidence regarding barriers to the completion of AD included the lack of skills to 

deal with patients’ vague healthcare related requests, difficulties with defining the right moment, 

and debate of who should initiate ACP.  Facilitators include healthcare providers accumulated 

skills, ability to foresee a decline in health status, skills to respond to a patient's initiation of 

ACP, and a longstanding patient-provider relationship (De Vleminck et al., 2013).  Nearly three-

quarters or 71% of AD were completed one year or more before death, whereas AD completion 

within three months before death was associated with the younger patient population.  

Interestingly, minority populations, those with lower education, expected death, and the recent 

completion of an AD were associated with electing aggressive care (Enguiganos & Ailshire, 

2017).  Furthermore, Leder et al. (2015) discovered that conditions under which ADs were meant 

to apply were stated in broad terms and often presented as prewritten blocks of text.  Per 

relatives’ report, the majority were aware of the patient’s wishes even though the format was 

predetermined.  Assessing the strength of healthcare directive documents during acute situations 

revealed relatives favored the AD and found it to be more useful than healthcare providers 

leading the plan of care (Leder et al., 2015).  Although intended to help protect patient privacy, 

legal formalities such as requiring the directive to be signed by two witnesses or be notarized, act 

as a barrier for vulnerable individuals in the execution and render ADs less clinically useful 

(Yadav et al., 2017). 

The proportion of Americans with an AD has not significantly changed in the past five to 

ten years, with approximately one in three U.S. adults having completed any type of living will 

or establishing a durable medical power of attorney (Yadav et al., 2017).  Common 

characteristics of those who prepared an AD include females, persons aged around 50 years, a 



ADVANCE DIRECTIVE PROTOCOL                                                          14 

 

 

high level of education, lifestyles outside of living with a partner, and living in a household with 

children (del Pozo Puente et al., 2014).  Moreover, ACP was often more prevalent in those who 

took chronic medications, frequently visited the specialist, and have had a long-term relationship 

with their family provider.  Interestingly, having a relative or close friend who has completed an 

AD positively influenced patients’ favor towards discussing end-of-life goals with healthcare 

providers (del Pozo Puente et al., 2014). 

General practice physicians and nurse practitioners can easily engage themselves in ACP 

with patients, yet the incidence of actual occurrence remains low.  Strong evidence was found in 

regards to primary care providers’ attitudes surrounding barriers and facilitating factors 

associated with ACP.  Providers have reported the belief that the patient should in fact initiate 

the discussion of ACP, which is ultimately a barrier to the completion of ADs.  On the contrary, 

providers have the skills and ability to facilitate patients’ desires to discuss AD in the primary 

care setting (De Vleminck et al., 2013).  Studies show that patients believed it was the provider’s 

responsibility to initiate health care planning, suggesting a gap in practice.  This difference has 

been pointed out in previous studies and may explain why ACP consultations were often initiated 

when end-of-life decisions needed to be made (De Vleminck et al., 2013). 

Timing was negatively associated with electing aggressive care, with odds reduced by 

0.05% for each month before death the AD was completed (Enguiganos & Ailshire, 2017).  

Electing aggressive care was significantly higher in minority populations as compared with 

whites.  In the same way, individuals with less than a high school education were associated with 

greater odds of electing aggressive care while having an expected death reduced the odds by 

52% (Enguiganos & Ailshire, 2017).  In comparison, Del Pozo Puente et al. (2014) analyzed the 

factors influencing the decision to prepare ADs, discovering a predominance of women (64.2%) 
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among those studied, with a mean age of 53.3 years.  Higher rates of preparing and completing 

an AD was associated with secondary or higher education, a single lifestyle, higher than average 

number of specialist visits, family history of having a living will, and with lower levels of social 

interaction (del Pozo Puente et al., 2014). 

The initiation of ACP in primary care may be improved by targeting the healthcare 

providers’ skills, attitudes, and beliefs (De Vleminck et al., 2013).  Open discussions with a 

primary care provider occurring early in the disease trajectory were found to be beneficial and 

were highly associated with completing AD before death.  In the same way, earlier conversations 

and documentation in medical records provide clinicians with documented knowledge of the 

patients’ values driving their care preferences (Enguiganos & Ailshire, 2017).  In order to 

support patients’ health care decisions, improved AD formats should be developed and the 

implementation must be incorporated into the training and continuing education for all healthcare 

providers (Leder et al., 2015). 

Advance care planning policies and interventions should not only be directed to 

populations with low prevalence rates of completion, but also those at high risk for poor end-of-

life care outcomes (Yadav et al., 2017).  Several factors ranging from socio-demographic 

situations to health or functional status, affect the decision to formalize an AD.  Considering the 

literature, more research is needed to identify the most appropriate strategies to train healthcare 

professionals in a way of increase dissemination at a social level regarding the content and 

purpose of ACP.  By initiating the end-of-life conversation, patients may experience better 

satisfaction simply from being informed of the purpose and strength the legal document can hold 

in addition to the avoidance of unwanted medical treatment (del Pozo Puente et al., 2014). 
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Strengths and Limitations.  Findings provided by De Vleminck et al. (2013) added to 

the knowledge of including studies on ACP discussions, yet findings were not generalizable to 

all countries and health care systems.  The qualitative research and observational studies only 

examined the barriers and facilitators reported by general practitioners, disregarding the patients’ 

perspective.  Data collected at one point alone may lead to possible misinterpretation of data, for 

it was not uncommon for patients to change their care preferences and subsequently their 

directive over the course of an illness or disease progression (Enguiganos & Ailshire, 2017).  

Leder et al. (2015) prepared qualitative and quantitative procedures with detailed wording of the 

clause, making it available for the inquiries.  Though the inquiries were potentially limiting, they 

were conducted in a way of gathering and documenting opinions of patients and providers in the 

acute care setting.  Due to an insensitive search strategy, Yadav et al. (2017) potentially 

disregarded relevant data although the prevalence of AD among populations with various 

demographic was collected in a retrospective manner.  Lastly, the compromised location and 1-

year timeframe in which data was collected by del Pozo Puente et al. (2014) limited the study 

results to a single health district, hindering generalization of the results to other populations. 

A major strength found in the review of literature was the availability of studies 

addressing multiple dynamics associated with, not only the prevalence of ADs, but also the 

barriers.  A limitation was that the literature search did not provide a generalizable peer-reviewed 

study that would be suitable for the direct application to the capstone project.  Interestingly, most 

resources found mentioned more information on the provider and relatives’ opinion regarding 

ADs rather than the patients’ outlook, satisfaction, and completion rate. 
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Summary of Findings 

 In summary, not only does an AD benefit the individual, research has shown the 

significant impact associated with ACP.  Strong evidence was found for the crucial role health 

care providers’ play in the initiation of ACP and completion of ADs for adult patients.  These 

findings justified the need for the initiation of a formal protocol in the primary care setting in 

order to improve patient satisfaction, quality of life, and health care organization expenses. 

Theoretical Framework 

The Iowa Model of Research-Based Practice to Promote Quality Care (see Figure 1) was 

developed by a team of nurses from the University of Iowa Hospitals and Clinics (UIHC) and 

College of Nursing in the early 1990s intended to guide clinicians in evaluating and 

incorporating research findings into patient care.  The idea for the Iowa model stemmed from a 

theory developed in 1983 known as Roger’s Diffusion of Innovations (Buckwalter et al., 2017).  

As research developed alongside clinical practice, it became clear that using the best evidence to 

guide clinical decisions positively affected patient outcomes.  The Iowa model was recently 

revised in 2012 to incorporate the use of multiple levels of evidence and reflect the expansion of 

evidence-based practice into the infusion of practice change (Buckwalter et al., 2017).  

Furthermore, the Iowa model has been recognized for its applicability in a variety of settings to 

address day-to-day clinical issues and promote quality of care (Fencl & Matthews, 2017). 

The Iowa model framework begins with identifying a practice question or trigger.  The 

practice question for this project was: “How does the implementation of an advance 

directive/advance care planning protocol in a primary care office impact the completion rate of 

advance directives in a 30-day time period?”  The next step involved the nurse or team 

determining whether the problem at hand was a priority for the organization, department, or even 
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individual provider.  An assessment of the community would help determine the significance and 

overall priority of the practice problem. 

Higher priority may be given to topics that address high-volume or high-cost situations 

(Dang et al., 2015).  In relation to prioritization and effect on stakeholders, it was hypothesized 

that the implementation of the capstone project would increase organizational profit as well as 

benefit the patient and provider.  With a commitment from stakeholders to address the practice 

question, a plan was developed, implemented, and evaluated in regards to practice change.  The 

final steps involved in the Iowa model framework include piloting a practice change, evaluating 

the pilot, evaluating practice changes, and dissemination of results (Dang et al., 2015).  Although 

these are essentially final steps, the model was built in a way that incorporates a feedback loop 

that allows for constant evaluation and modification of implementing evidence-based research 

into practice (Buckwalter et al., 2017). 

The Iowa Model of Research-Based Practice to Promote Quality Care is user driven and 

differs from other frameworks by way of linking practice changes within the system.  The newly 

revised model is able to capture advances in translational research in addition to patient 

engagement.  As a point of care clinician asking a practice question and seeking a systematic 

answer, this framework was appropriate for the capstone project. 

Organizational Assessment 

Founded in 1982 as the first health care system in the Midwest, the organization in which 

the project was implemented is now a leading regional integrated health care delivery system.  

Since the beginning, the Midwest health care system has stayed true to their mission: “Improving 

the health of our communities by the way we care, educate, and innovate.”  Committed to 

providing the best care possible, the organization follows core values encompassing: patient-
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centered care, respect and dignity to all, continuing to strive for excellence, teamwork, and 

dedication to serving the community.  The Midwest health system services the regional network 

of healthcare providers, educators, and support services in the community through three 

hospitals, 21 health clinic locations, a nursing and allied health college, and a medical supply 

distributorship. 

         The particular clinic used from the Midwest health system was the largest, private, not-

for-profit, multi-specialty group practice in Nebraska.  As evidenced by the accreditation from 

the National Committee for Quality Assurance (NCQA), the Midwest physicians Family and 

Internal Medicine clinics strive to improve healthcare quality by working with employers, 

policymakers, physicians, nurse practitioners, patients, and health plans.  The NCQA is an 

association that represents organizations committed to functioning in a way of making care better 

through the use of evidence-based practices (National Committee for Quality Assurance, 2018). 

         In 2017, an initiative incorporating the Nebraska Emergency Treatment Order (NETO) 

into practice was implemented by six Nebraska health care groups, one of which was the clinical 

site where the capstone project was executed.  The overall goal of the NETO is to help 

individuals spell out their end-of-life wishes in a way of making patients retain their voice 

throughout the lifespan (Anderson, 2017).  The three-month pilot study involved guidance from 

the developers of NETO alongside provider education regarding the document itself, 

conversation tactics, and suggested implementation into practice. 

         Facilitators and barriers to the change in practice became evident as the NETO pilot trial 

was conducted at the Midwest Internal Medicine clinic.  The healthcare providers selected to 

participate in the pilot study appreciated the provided NETO documents and educational 

material.  Unfortunately, the necessary time to discuss the components of an AD is not 
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automatically scheduled for patients without established ADs.  Advance care planning is not 

feasible within the pre-scheduled 15 to 20-minute appointment that was allotted based on the 

patient’s chief complaint alone.  Some resistance against using a standardized form was seen, 

whereas some providers favored the materials in order to start an ACP conversation. 

Advance care planning can be facilitated by multiple disciplines such as health coaches 

or registered nurses, yet these professionals were not involved in the original NETO initiative.  

Considering that the clinic in which the capstone project was implemented has taken an initiative 

to change the process of ACP for the patients, the risk of unintended consequences is minimal.  

Formulating a protocol or recommendation to facilitate ACP will require assistance from 

multiple departments.  In order to avoid resistance and encourage cooperation, education 

regarding the capstone project was provided to the nurse practitioner, medical assistant, and 

registered nurse involved in the project prior to implementation. 

Methodology 

         The goal of this capstone project was to implement an evidence-based practice 

intervention regarding ACP in a primary care clinic.  The project followed a descriptive quality 

process improvement design.  The significance of the project outcome was determined by a 

hypothesis test based off of quantitative data collected prior to and after the implementation of 

the capstone intervention. 

Setting 

The Internal Medicine clinic was located in the northwest region of a large metropolitan 

city in Nebraska.  According to the Douglas County Health Department 2015 community health 

needs assessment, only 31.9% of Metro area adults have a completed AD or living will in place 

(Professional Research Consultants & Inc., 2015).  Although there has been a 2.7% increase in 
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the completion of ADs from 2011 to 2015, there was still great room for improvement across the 

Metro area.  Further examination of the 2015 demographics of the population with completed 

ADs reveal 16.3% age from 18 to 39, 35.1% age from 40 to 64, and 64.2% age 65 or greater 

(Professional Research Consultants & Inc., 2015). 

         The clinic was staffed with nine physicians that are board certified in Internal Medicine 

as well as three nurse practitioners.  The internists specialize in caring for adolescents and adults 

by providing a variety of services to include: check-ups and annual exams, evaluations and 

treatment of acute and chronic illnesses, health screenings, laboratory tests, smoking cessation, 

disease prevention, and women’s health.  Written support for the use of the Internal Medicine 

clinic as the setting for the capstone project was obtained from the Director of Patient 

Operations. 

Sample 

         The dynamic population of a primary care office consists of many interrelated 

stakeholders including patients, office managers, medical assistants, nursing assistants, registered 

nurses, physician assistants, nurse practitioners, physicians, and corporate departments.  

Although all components ultimately have an effect on implementing an AD practice change, a 

single provider has the position to make an authoritative decision to change the way ACP is 

incorporated into routine practice.  Ultimately, both the patient and provider play a crucial role in 

ACP and the completion of an AD document.  Providers in the primary care setting have the 

opportunity to form rapport with patients over the years due to the unique and well-established 

patient-provider relationship. 

         The sample population was collected from patients seeking medical care from a nurse 

practitioner.  The population of interest encompassed patients of the Internal Medicine clinic 
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regardless of socioeconomic characteristics including sex, education level, income level, marital 

status, occupation, and religion.  In addition, a My Accessible Real-Time Trusted Interpreter 

(MARTTI) was available to facilitate communication between all non-English speaking patients 

and the healthcare team.  Participants were of legal adult age (19 years) in the state of Nebraska 

and had mental capacity or were accompanied by a legal guardian. 

The reason for seeking medical care at the clinic was considered.  Qualifying individuals 

included any patient presenting to the clinic for an annual examination, check-up regarding 

chronic conditions, hospital follow-up, or any non-emergent medical condition.  Individuals with 

an established AD were included in the sample if they have a desire to make modifications to 

their living will and/or medical power of attorney.  Patients were excluded from the sample 

population if they were mentally incapacitated without a legal guardian present, already have an 

established AD and did not desire modifications, or were being seen in office due to an emergent 

medical condition. 

Implementation Procedures 

         Advance care planning is a process that supports adults at any age or stage of health in 

understanding and sharing their personal values, life goals, and preferences regarding future 

medical care and end-of-life healthcare preferences (Detering & Silveira, 2018).  Prospective 

studies and randomized trials have shown ACP has significantly improved rates of AD 

completion, increased the likelihood that clinicians and families understand and comply with a 

patient’s wishes, and ultimately increase the likelihood that a patient will die in their preferred 

place (Detering & Silveira, 2018).  Ultimately, the first step in ACP is overcoming the barrier of 

restriction to time by scheduling an appointment specifically for discussing fatal health 

situations, individualized patient conditions, and components of an ADs.  The purpose of the 
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project intervention was to incorporate the already established tools and resources into a 

protocol, in order to facilitate an opportunity for ACP for patients and their provider. 

         An office visit was initially scheduled when the patient contacts the office receptionist 

and provides the reason why they are seeking medical attention.  This was often documented as 

the “chief complaint.”  The reason for the visit helped determine potential participants of the 

intervention, as discussed in the sample population inclusion and exclusion criteria.  The patient 

checked in with the office receptionist, confirmed personal/contact information, and insurance 

coverage. 

         Prior to the patient being seen by a provider, the nursing staff assisted the patient to the 

examination room to complete the check-in process.  An ad hoc patient check-in document was 

used to guide staff in addressing patient information regarding the chief complaint, medical 

history, social history, immunizations, and medications.  In addition, the check-in document 

addressed patients’ ADs.  An image of the check-in document portion regarding ADs is attached 

for visualization (see Figure 2).  The nursing staff was required to ask, “Do you have a living 

will, power of attorney, or advance directive?”  If the patient had any of these documents, they 

were asked if the documents are already entered in the electronic medical record (EMR) or if 

they had brought it with them to the hospital/clinic to be scanned into their EMR.  If they had an 

AD that is not already on file, the patient was instructed to provide a copy.  Alternative options 

to document as the patients’ responses included: no, unable to obtain/patient’s condition, and 

patient is a minor.  The clinic has an established method in place to identify and document if 

patients have an AD, yet the results do not auto-populate a required intervention in the EMR if 

the patient is without a living will, power of attorney, or advance directive. 
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         Education was provided to the nurse practitioner in agreeance to participate in the project 

prior to the protocol implementation.  Materials reviewed by the nurse practitioner included the 

NETO provider’s guide (see Appendix E) and the NETO patient brochure (see Appendix F).  

Written permission for the use of these documents was not necessary, for the materials had 

already been made available in the office setting.  In addition, education was provided to the 

nursing staff involved in the patient check-in process.  The nursing staff, nurses and medical 

assistants, were briefed on project participant selection based off of the established inclusion and 

exclusion criteria. 

         Timeline.  The capstone project components including pre-intervention data collection, 

intervention implementation, and post-intervention data collection was completed in a three-

month period of time.  After IRB approval, staff education was provided in the first month in 

addition to the collection of pre-intervention data for qualifying patients by the primary 

investigator.  The intervention was implemented throughout the second month and concluded in 

the third month once the post-intervention sample size had reached at least 20 patients. 

Intervention.  The protocol was only implemented for patients that met the qualifying 

criteria.  There was no intervention necessary for the patient with an AD in the EMR that did not 

wish to update the document.  If the patient had an AD that was not scanned into the EMR, the 

nursing staff instructed the patient to provide a copy.  Once the check-in process was complete, 

the nursing staff notified the provider if the patient was an appropriate candidate and answered 

“no” to the question “Do you have a living will, power of attorney, or advance directive?” 

         The nurse practitioner provided education to the patient on the importance of ACP during 

the office visit by briefly explaining the components of an AD and provided the NETO patient 

brochure (Appendix F).  Lastly, the provider encouraged the patient to make an appointment 
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specifically for ACP.  The purpose of scheduling a separate 30-minute appointment was to allow 

the patient to have an adequate amount of time to review the NETO brochure and for an 

appropriate amount of time to be allotted for ACP.  In order to facilitate the desire to schedule an 

ACP appointment, patients were directed to the receptionist at the end of the office visit. 

Data Collection Procedure 

         To evaluate the success of the protocol in relation to scheduled ACP appointments for the 

patients without an AD, data was collected before and after the implementation of the project 

intervention.  A tool was created to document patient responses when asked “Do you have a 

living will, power of attorney, or advance directive?” (see Appendix G).  In order to trend the 

initial response from check-in to completion of an AD, the patient’s financial institution 

number/medical record number (FIN/MRN) number was included on the audit tool. 

         Pre-intervention.  Data was collected via a chart audit using the created tool.  Patient 

responses regarding the AD portion of the check-in process were documented in order to 

determine the prevalence of an AD and scheduled ACP appointment without an intervention.  

The pre-intervention data was collected for a three-day time period.       

         Post-intervention.  The ACP protocol, or intervention, was then implemented in the 

primary care office after the pre-intervention data was collected.  At that time, data from 

qualifying patients was documented using the audit tool. 

Ethical Considerations 

         In order to ensure compliance of ethical standards, Institutional Review Board (IRB) 

approval was obtained prior to data collection and initiation of this project.  The Collaborative 

Institutional Training Initiative (CITI) program regarding social behavioral research investigators 

and key personnel was completed by the primary investigator, project mentor, and clinical 
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partner.  The risks associated with the participation in this project were minimal, therefore 

informed consent was not obtained. 

         Integrity of Data.  No personal identifying information was shared during the execution 

of this project.  Patient FIN/MRN were documented on the data collection tool when follow-up 

investigation was necessary to retrieve intervention outcomes.  All data collected was in paper 

format until entered into an Excel software document on a password protected computer.  No 

patient identifying information was recorded as part of the Excel document.  All paper 

documents collected for the purpose of this project were preserved in a secure location by the 

primary investigator.  Once data collection and analysis was complete, the primary investigator 

shredded all paper documents used for data collection in a HIPAA approved manner. 

         Conflict of Interest.  The primary investigator had no personal or professional 

relationships with the facility at which the project was conducted.  Investigators were not given 

an incentive to participate in the development and implementation of the project. 

Data Analysis 

The project was discussed in detail with the capstone statistician in order to determine the 

best method for analyzing the data.  Quantitative data was recorded pre and post-intervention on 

the audit tool.  The goal sample size for the pre and post-intervention groups were approximately 

20 participants in each group.  This sample size was selected by the primary investigator and 

statistician, for the magnitude of the data was more easily determined significant if p < 0.05.  The 

data was then entered into an Excel document in an orderly and organized fashion.  The 

comprehensive Excel document containing the project data was provided to the capstone 

statistician.  Considering the data was not analyzed for the same sample pre and post 

intervention, a hypothesis test for proportions was conducted by the capstone statistician using a 
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Statistical Package for Social Sciences (SPSS) software to determine the significance of the 

project. 

Results 

 Pre-intervention data was collected over a three-day timeframe and resulted in a total of 

thirty-four patient chart audits.  Although all the patients were appropriate to participate in ACP 

or would have benefitted from having an AD, zero of the pre-intervention patients had an AD in 

the EMR or brought a copy to the office.  Five individuals stated they in fact have an AD at 

home and were therefore instructed to bring a copy to the office.  Due to the condition of the 

patient at the time of check-in to the appointment, the status of ADs was unable to be obtained 

for two patients.  Twenty-seven of the thirty-four pre-intervention patients, or approximately 

79%, did not have any form of an AD and would have been appropriate candidates for the 

capstone intervention. 

Post-intervention data was collected over a three-day timeframe and resulted in a total of 

twenty-eight patient chart audits.  Three patients had an up-to-date AD that was already scanned 

into the EMR.  After completing the check-in process, ten patients reported they had an AD that 

was not currently a part of their EMRs.  Therefore, the nursing staff instructed these patients to 

provide a copy to the office in ordered to be scanned into their medical records.  Fifteen or 

approximately 54% of the post-intervention population did not have any form of an AD.  Out of 

the fifteen patients that did not have an AD, fourteen individuals were deemed appropriate 

candidates with only 1 individual being removed from the study intervention due to plans of 

relocation out of state in the near future.  After receiving information regarding ACP, two 

individuals opted to promptly schedule an appointment for ACP, eleven reported they would be 

scheduling an appointment at a later date, and one individual declined AD education and ACP 
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options.  In order to determine if the capstone intervention had an effect, a hypothesis test was 

conducted and concluded x2 = 8.6429, df = 1, and p-value = 0.003283. 

Discussion 

The project evaluated the efficacy of an AD protocol in the primary care setting in 

relation to patients’ readiness for ACP and ultimately AD completion.  As shown in Table 1, the 

results suggest that a significantly higher proportion of patients were interested in ACP due to 

the effect of the intervention (x2 =  8.624, p < .05) as compared to the proportion that could be 

expected to be interested due to chance alone. 

Table 1. Post Intervention Results of Advance Directive Protocol 

 

 Beyond increasing readiness for ACP and AD completion, opportunities became 

available to address confusion regarding the components of AD and the overall completion 

process.  Multiple participants believed that the AD document had to be completed by an 

attorney or were unaware that the documents could be updated as often as desired.  It became 

relevant that there was confusion regarding the difference between legal and medical directives. 
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 In regards to initiation of the intervention, the nurse practitioner was very aware of the 

components of an AD and the importance of addressing the needs routinely with the patients.  

There was observed inconsistency with the nursing staff regarding how thorough the check-in 

document components were reviewed with the patient.  For example, when completing chart 

audits, it was found that some patients' responses were documented as “patient is a minor” 

although the patient was of the legal adult age.  Moreover, if the patient was established in the 

office, the previous answer to the AD question auto populated which did not require the staff to 

re-address.  Due to this alone, patients and staff are not required to discuss AD at every office 

visit.  Lastly, the office had no method of tracking, documenting, and following-up with patients 

that informed they had an AD at home but were instructed to provide a copy to the office.  A 

closed loop process for ADs would provide benefit for the patients and providers of the primary 

care office by way of following up with those individuals who suggested interest in ACP and/or 

updated the AD documents in the EMR. 

Limitations 

 Limitations to the study included a small time period for data collection and interaction 

with the population which may have limited the diversity of study results.  All participants were 

English speaking with a strong majority of the participants being Caucasian, which may affect 

the application of the results to a culturally diverse population.  Inconsistency amongst nursing 

assistant staff was observed, as the nurse practitioner and/or primary investigator were not 

involved in the initial patient check-in process, which may have affected the pre-intervention 

data. 
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Plan for Sustainability 

As previously discussed, research has determined the importance of ADs yet the 

implementation of ACP into practice lacks structure.  This project was created to act as a pilot 

study for future research and to serve as a foundation for a potential change in practice.  In order 

to encourage continuance of the project and the intervention itself, a summary of this project was 

presented to the office manager, nurse practitioners, and physicians of the office in which the 

project was conducted.  Project and subsequent materials were condensed into a brief poster 

board presentation to serve as an educational resource for the purpose of encouraging providers 

to include ACP as part of a routine healthcare service. 

Implications for Practice 

As chronic conditions contribute to poorer health outcomes, morbidity and mortality rates 

are increasing which only stresses the importance of ACP to be facilitated at an earlier time than 

currently practiced (Hubbell, 2017).  Often times, ADs and/or ACP are addressed at the time of 

admission to the hospital or when the patient is experiencing a fatal change in status.  Both 

situations are suboptimal times for “planning” due to the acuity of illness alongside other acute 

factors altering the patient's ability to participate in the conversation or make decisions with a 

sound mind.  At the end-of-life, making these difficult decisions is stressful and not always 

appropriate to do when critically ill. 

         Practitioners in the primary care setting have the opportunity to facilitate ACP by way of 

providing opportunities for education and discussion on care options and ADs (Hubbell, 2017).  

Advance care planning discussions occurring early in the disease trajectory are found to be 

beneficial, particularly as studies have found that open discussion with a primary care provider is 

highly associated with completing an AD before death (Enguiganos & Ailshire, 2017).  In the 
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same way, earlier conversations and documentation in medical records provide clinicians with 

documented knowledge of the patients’ values driving their care preferences (Enguiganos & 

Ailshire, 2017). 

Conclusion 

An AD is a legal document that has the ability to prevent unnecessary suffering at the end 

of life, to support an individual’s decisions and preferences, and to reduce unnecessary expensive 

treatment.  As previously mentioned, literature has shown the significant role ACP has on 

completion rates of ADs, yet has not been implemented equitably in the primary care setting 

(Yadav et al., 2017).  The purpose of the project intervention was to incorporate the already 

established tools and resources into routine practice, in order to overcome the barrier of 

restriction to time by facilitating an opportunity for ACP for patients and their provider.  In 

conclusion, a significantly higher proportion of patients were interested in ACP due to the effect 

of the capstone intervention as compared to the proportion that could be expected to be interested 

due to chance alone.  This capstone project successfully evaluated the efficacy of an AD protocol 

in the primary care setting in relation to patients’ readiness for ACP and ultimately AD 

completion. 
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Appendix A: Review of Literature Matrix (Cont.) 

 



ADVANCE DIRECTIVE PROTOCOL                                                          37 

 

 

Appendix A: Review of Literature Matrix (Cont.) 

 



ADVANCE DIRECTIVE PROTOCOL                                                          38 

 

 

Appendix A: Review of Literature Matrix (Cont.) 

 



ADVANCE DIRECTIVE PROTOCOL                                                          39 

 

 

Appendix B: Literature Search Trail 
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Appendix C: Literature Search Results 
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Appendix F: NETO Patient Brochure 
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Appendix F: NETO Patient Brochure (Cont.) 
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Appendix G: Audit Tool 
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Figure 1: Iowa Model of Research-Based Practice to Promote Quality Care 
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Figure 2: Outpatient Check-in Document 

 

  


