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Abstract 

Advance care planning is the guideline recommended process which encourages adults to 

analyze values, identify goals, and articulate preferences for future medical care in order to 

protect autonomy in the event of future medically associated incapacity. Unfortunately, many 

patients report never having participated in advance care planning due to numerous patient, 

provider, and systemic barriers. The purpose of this evidence-based practice project was to 

determine if pre-wellness visit multimodal education utilizing multi-media decision aids and 

group medical visits increased advance care planning among Medicare patients within a primary 

care setting.  The intervention was evaluated using a randomized controlled trial.  The project 

was facilitated in a primary care clinic located in Kansas City, Missouri with a sample of 22 

Medicare patients.  Medical record documentation of advanced care planning at the Medicare 

annual wellness visit was the primary study outcome.  Changes in patient knowledge, self-

efficacy, and readiness to engage in advance care planning were secondary outcomes.  No 

increase in documentation of advance care planning was noted following the intervention.  

Improvements in patient knowledge, self-efficacy, and readiness to engage in advance care 

planning were identified among all participants with statistically significant improvements in 

patient knowledge noted in the intervention arm participants.  As society faces a rapidly aging 

population, identifying effective and ineffective methods of increasing advance care planning 

participation is vital to improving quality of care at the end-of life, safeguarding patient 

autonomy, and potentially reducing healthcare costs by preventing the delivery of undesired care.  

Keywords: advance care planning, education, Medicare, primary care 
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Multimodal Intervention to Increase Advance Care Planning in Primary Care Medicare Patients 

Healthcare providers have an obligation to uphold the ethical principle of autonomy 

while providing care throughout the life and death of a patient (American Nurses Association, 

2001; Institute of Medicine, 2014). Yet, up to 75% of patients lose decision making capacity at 

the end-of-life (EOL), and this creates a tremendous challenge to providing care that respects 

patients’ values and preferences if these are not made known in advance (Green & Levi, 2009).  

Researchers have revealed the unfortunate phenomenon that when patients do not express their 

preferences for care prior to an incapacitating illness, many patients do not receive their desired 

treatment at the EOL, that is, patient autonomy is violated (Anderson, Kools, & Lyndon, 2013; 

The SUPPORT Principal Investigators, 1995; Tobler et al., 2012).  Advance care planning 

(ACP), the process which supports and encourages adults to contemplate values, identify goals, 

and articulate preferences for future medical care in advance of incapacitating illness (Appendix 

A; Sudore, Lum, et al., 2017), is frequently acknowledged as a process that will reduce these 

violations of autonomy and improve quality of care at the EOL (Bernacki, Block, & American 

College of Physicians High Value Care Task Force, 2014; Institute of Medicine, 2014).  

Significance with Economic, Policy, Health System 

Recognizing the benefits of improving healthcare quality and patient satisfaction, authors 

of numerous practice guidelines advocate for the facilitation of ACP to occur with all patients 

and identify that this process should ideally be initiated during periods of relative wellness for 

the patient (Conroy, Fade, Fraser, Schiff, & Guideline Development Group, 2009; Michigan 

Quality Improvement Consortium, 2016; Mitty, 2012).   Hoping to stimulate routine ACP in 

practice, the Centers for Medicare and Medicaid Services (CMS) began reimbursing health care 

providers for time spent facilitating ACP for the first time in 2016 (Tuller, 2016).  
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Local Issue 

Failing to facilitate ACP may not only lead to the delivery of undesired care at the EOL 

(Institute of Medicine, 2014; Klugman & Usatine, 2013; Teno et al., 2013), but some speculate 

this consequence may also contribute to unnecessary healthcare spending (Garrido, Balboni, 

Maciejewski, Bao, & Prigerson, 2015; Institute of Medicine, 2014).  In support of this argument, 

researchers show that when ACP is facilitated, patients frequently prefer to avoid less intense 

medical treatments at the EOL (El-Jawahri et al., 2016).  Patients opt instead for earlier 

engagement in hospice services and express a preference to die at home instead of in the  

expensive hospital setting (Institute of Medicine, 2014).  If one assumes Missouri resident EOL 

preferences mirror data from the published body of evidence, fulfillment of these preferences are 

not seen in Missouri where chronically ill Medicare recipients are more likely to experience 

high-cost ICU admissions at the EOL (16.4% vs. 15.6%) and are more likely to die in the 

hospital (23.1% vs 22.8%) compared to residents of most other U.S. states (The Dartmouth Atlas 

of Health Care, 2014). In Missouri decedents over age 60, payments for those dying in hospice 

are 21.7% of those dying in the hospital ($56,936 vs. $262,805 respectively; Missouri Hospice 

and Palliative Care Association, 2013).  Therefore, health care providers have both an ethical and 

economic motivation to ensure patient preferred care is being delivered at the EOL in Missouri. 

Diversity Considerations 

Advance care planning and EOL decision making must be an individually tailored 

process, as desired outcomes and goals will often vary depending upon a patient’s cultural 

background (Johnstone & Kanitsaki, 2009).  For example, protecting patient autonomy, a driving 

force behind ACP, is not as valued in some ethnic groups (e.g. Chinese, Italian, Greek) and in 

fact may be considered burdensome and isolating for those who prefer family determination over 
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individual sovereignty (Johnstone & Kanitsaki, 2009).  This does not mean ACP should be 

avoided.  It simply means one must broaden acceptable outcomes beyond the outcomes 

healthcare providers have historically pursued, that is, isolated advance directive (AD) 

completion (Johnstone & Kanitsaki, 2009).  Unfortunately, ACP is less common among ethnic 

minorities and patients with low health literacy (Sudore et al., 2014).  Regarding this evidence-

based project, the participant demographics were not anticipated to be diverse in terms of race 

and ethnicity, but expected to range in education level and age.  Regardless, the PREPARE 

website, an educational tool used in the intervention, has been developed and validated in 

diverse, elderly populations including those with low health literacy (Sudore et al., 2014).  

Therefore, this student investigator (SI) was confident the intervention could accommodate the 

unique health needs and preferences of a potentially diverse sample. 

Problem and Purpose 

Problem Statement 

The problem is that despite substantial evidential support for facilitated ACP, the 

literature indicates that the majority of patients report having never engaged with their providers 

in this process (Glaudemans, Moll van Charante, & Willems, 2015; H. D. Lum, Sudore, & 

Bekelman, 2015).  Primary care providers often face time constraints that prohibit 

comprehensive and inevitably complex conversations with patients on the topic of future medical 

decision making (Epstein et al., 2013; Institute of Medicine, 2014).  Thus, the SI perceived an 

opportunity for pre-visit and decision aid supported education strategies to overcome this barrier.  

Intended Improvement with Purpose 

The aging U.S. population and anticipated doubling (90 to 180 million) of adults living 

with serious illness over the next 25 years (Hallowell, 2014) underline the importance of 
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improving ACP participation rates sooner rather than later. The primary purpose of this 

evidence-based practice project was to determine if pre-wellness visit multimodal education 

utilizing multi-media decision aids (MDA)s and group medical visits increased advance care 

planning among Medicare patients within a primary care setting.  Secondary purposes were to 

increase patient knowledge of, readiness to engage in, and self-efficacy to engage in the ACP 

process in consideration of the theoretical framework (Appendix B; Sudore et al., 2014, adapted) 

guiding this project.   

Facilitators and Barriers 

Facilitators to project implementation included the SI’s passion for his EBP project 

topic.  Additionally, the SI had tremendous faculty support including that of a professor who not 

only served as an advisor to the SI’s EBP project, but is a provider and stakeholder at the  

intervention site.  There is realistic potential for project sustainability as the intervention design 

was minimally intrusive to the workflow of the intervention site.  Additionally, revised future 

versions of the project that seek patient reimbursement from the group education sessions (Lum 

et al., 2016) could potentially provide financial benefits to the intervention site, while 

simultaneously improving patient outcomes and fulfilling providers’ ethical obligations to 

protect patient autonomy.  While the proposed budget (Appendix C) and economic benefit were 

not confirmed following project implementation, the simplicity of the intervention allows for 

sustainability beyond the completion of the student project. 

The SI perceived a potential barrier to project implementation would be the recruitment 

of a voluntary sample.  Obtaining licensing rights to use the PREPARE website was also 

anticipated to pose a barrier to implementation.  A third anticipated barrier was organizational 

buy-in.  The intervention required organizational support from the project site and necessitated 
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active participation among site providers un-affiliated with the University of Missouri-Kansas 

City (UMKC).  These stakeholders needed to be convinced of the value of the intervention which 

was accomplished in accordance with Kotter and Cohen’s organizational change model that 

guided this EBP project (Appelbaum, Habashy, Malo, & Shafiq, 2012). 

Review of the Evidence 

PICOTS 

In Medicare patients encountered for wellness visits (P) in primary care settings (S), does 

providing a multimodal pre-visit education intervention that utilizes ACP multimedia decision 

aids (I) versus use of a blank advance directive alone (C) improve the likelihood of further ACP 

participation by patients (O) over a 3-month period (T)? 

Search Strategies  

 The SI conducted an extensive review of studies that examined the use of MDAs in ACP 

by searching MEDLINE, EMBASE, CINAHL, PsychINFO, the Cochrane Library, and National 

Guideline Clearinghouse databases, as well as grey literature through Google Scholar.  A 

systematic application of search terms was applied using Boolean methodology with the 

truncated and exploded forms of key terms including “advance care planning”, “advance 

directive”, “living will”, “end of life”, “decision support techniques”, “decision aids”, 

“instruments”, “intervention”, “multimedia”, “computer or internet or web or website or digital 

or video or online.”  The SI also conducted a hand-search of reference lists and publications of 

key informants which contributed to the body of examined studies.   

The SI screened identified studies by titles, abstracts, and full text review to select 

English-language studies conducted in outpatient settings of any sample size and of any design.  

Inclusion criteria necessitated that interventions be targeted upon the patient and not just patient 
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families.  Studies focused on inpatient settings, patients with existing decreased cognitive 

capacity, pediatric patients, mental health ADs, decision aids targeting current EOL decisions, 

patients already under palliative or hospice services, and interventions using decision aids that 

were not multimedia in format were excluded.  Systematic reviews including at least one study 

that used a MDA were included.  Advance care planning practice guidelines, although being 

more general in nature, were included regardless of inclusion and exclusion criteria. 

 Of the 28 articles reviewed for synthesis of MDA evidence (Appendix D), four were 

clinical practice guidelines, four were systematic reviews, one was a technical brief, eight were 

randomized controlled trials, seven were quantitative quasi-experimental pre/post design, one 

was a qualitative descriptive pre-post design, one was a quantitative prospective cohort design, 

and two used a mixed method design.  Referencing Melnyk’s hierarchy of evidence (Appendix 

E; Melnyk & Overholt, 2015, adapted) and downgrading levels of select studies for lower 

quality, five studies were level I evidence, nine studies were level II evidence, seven studies were 

level III evidence, six studies were level IV evidence, and one study was level VI evidence. 

Synthesis of Evidence 

Following review and analysis of the 28 identified articles, the SI identified several 

themes supporting the problem, intervention, and outcome measures for the project.  First of all, 

as support for their studies, researchers frequently highlighted the documented and anticipated 

benefits of ACP (Butler, Ratner, McCreedy, Shippee, & Kane, 2014; Green et al., 2015; Jain et 

al., 2015; Van Scoy et al., 2016), sometimes contrasting these benefits to the existing barriers to 

current ACP practices (Deep, Hunter, Murphy, & Volandes, 2010; El-Jawahri et al., 2010; Green 

& Levi, 2009; Murphy, Sweeney, & Chiriboga, 2000; Van Scoy et al., 2016; Volandes et al., 

2012).  Second, researchers, through various outcome measures, demonstrated how diverse 
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formats and content of MDAs can potentially overcome barriers to ACP facilitation, as 

encouraged by clinical guidelines (Conroy et al., 2009; Michigan Quality Improvement 

Consortium, 2016; Mitty, 2012; Schrijvers & Cherny, 2014).  Finally, researchers demonstrated 

that as a paradigm shift is occurring in healthcare’s understanding of ACP, the flexibility of 

MDAs make them valuable tools in incorporating ACP into routine clinical practice (Epstein et 

al., 2013; Green & Levi, 2009; Sudore et al., 2014). 

Benefits, barriers, and under-utilization of ACP 

 Nearly all the reviewed studies and guideline authors (n=27; 96%) discussed or cited to 

varying degrees the benefits and/or challenges associated with ACP that motivated their 

research.  Researchers of MDAs frequently highlight the benefits of ACP to patients, families, 

and providers (El-Jawahri et al., 2010; Green et al., 2015), noting that ACP helps to ensure 

patients later receive treatments that are concordant with their values and goals and that decision 

aids, especially MDAs, can play a vital role in clarifying these preferences (Epstein et al., 2013; 

Green et al., 2015).  Researchers discussed that failure to participate in ACP can lead patients to 

receive medical treatment they do not desire, experience a delay in hospice referral, and incur 

unnecessary medical costs (Green et al., 2015; Ostherr, Killoran, Shegog, & Bruera, 2016).  

Additionally, families of patients not participating in ACP may feel greater burdens and 

subsequent regret during bereavement, while providers caring for these patients may endure 

ethical conflicts when deciding to continue or withhold treatment (Butler et al., 2014; Green et 

al., 2015; Jain et al., 2015; Ostherr et al., 2016). 

 Yet, ACP participation, often discussed in the context of AD completion rates, remains 

strikingly low, with some studies showing only 15-35% of U.S. adults having completed an AD 

(Hossler, Levi, Simmons, & Green, 2011).  Advance care planning is often being deferred until 
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major changes in health occur (Vogel et al., 2013), but even among those with life threatening or 

terminal illness, only 50%  of patients have completed an AD (Butler et al., 2014; Matsui, 2010).  

While numerous barriers contribute to the perpetual low uptake of ACP (Conroy et al., 2009), 

lack of patient knowledge regarding the content of ACP (Deep et al., 2010; Epstein et al., 2013; 

Green & Levi, 2009) and competing systemic demands on providers (Conroy et al., 2009) are 

major contributors to the ongoing problem.   Providers frequently feel time constrained and 

unable to comprehensively address this complex topic (Epstein et al., 2013; Tung et al., 2011), 

even with new reimbursement policies (Tuller, 2016).   

Evaluation of Multimedia Decision Aids 

With hope of overcoming these barriers and improving ACP participation, researchers 

utilized and evaluated 11 unique MDAs in the 20 individual intervention articles reviewed for 

this project.  The MDAs exist in several different formats including video (Epstein et al., 2013; 

Volandes et al., 2012), web-based (Sudore et al., 2014; Vogel et al., 2013), and CD-ROM 

programs (Murphy et al., 2000).  Content covered by the MDAs varied depending upon the 

capabilities of the medium but addressed a range of topics recommended by clinical guidelines 

including but not limited to: designating a surrogate decision maker, communicating preferences 

to a designated decision maker, consideration of values, goals of care preferences including CPR, 

and preferences regarding symptom management (Conroy et al., 2009; Michigan Quality 

Improvement Consortium, 2016; Mitty, 2012; Schrijvers & Cherny, 2014).  Researchers 

evaluated a range of outcomes to determine MDA effectiveness including AD completion 

rate/ACP participation after use, changes in participant knowledge, patient satisfaction, and 

influence on EOL preferences or goals of care. 

Authors of two systematic reviews (Jain et al., 2015; Patel, Sinuff, & Cook, 2004) 
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suggested with low quality evidence that AD completion rates could be improved through 

educational interventions, with the former study specifically providing support for the use of 

video decision aids and the latter addressing educational interventions more broadly.  Patel and 

colleagues (2004) identified that AD interventions, when paired with direct counseling, tended to 

be more effective at increasing AD completion rates.  A multimodal education approach was 

successful in several circumstances (Ho, Thiel, Rubin, & Singer, 2000; Lum et al., 2016) and 

consistent with experts recommendations that MDAs are best used not in isolation but as 

supplements to improve the quality of conversations between patients and providers (Butler et 

al., 2014; El-Jawahri et al., 2010, 2016).   

While three studies (Epstein et al., 2013; Sudore et al., 2014; Vogel et al., 2013) failed to 

show any increase in formally documented ADs following MDA use, the evolving paradigm of 

ACP embraces a broader range of ACP behaviors, including conversations between patients, 

providers, and families as desirable endpoint measures (El-Jawahri et al., 2010; Epstein et al., 

2013; Jain et al., 2015; Sudore et al., 2014).  Lum and colleagues (2016) demonstrated in a 

feasibility study that group medical visits with educational supplementation from MDAs (videos 

from the PREPARE website) increased ACP conversations from 19% to 41%.  Two other studies 

(El-Jawahri et al., 2016; Matsui, 2010) demonstrated a statistically significant increase in future 

ACP conversations between patients and providers/families following MDA use, and one study 

(Sudore et al., 2014) demonstrated a significant increase in future ACP engagement following 

use of the PREPARE website.  

In addition to increased AD completion/ACP participation, integrating MDAs into the 

ACP process appears to produce many secondary benefits to patients and providers.  Two 

separate systematic reviews (Austin, Mohottige, Sudore, Smith, & Hanson, 2015; Jain et al., 
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2015) identified the marked effect decision aids can have on improving patient knowledge, with 

moderate quality evidence supporting the effects of video decision aids in particular.  This 

knowledge increase is not only quantitative (El-Jawahri et al., 2016; Green et al., 2015; Sudore et 

al., 2014; Van Scoy et al., 2016), but also qualitative as evidenced by patients articulating that 

video use afforded a richer understanding of disease states, thereby allowing viewers to more 

accurately apply their personal values to decision making situations (Deep et al., 2010). 

When evaluated, nearly every study (92%, n=12) demonstrated participants experienced 

high levels of satisfaction and acceptability when using MDAs, regardless of format (El-Jawahri 

et al., 2016; Green et al., 2015; Matsui, 2010; Sudore et al., 2014).  Relevant to this EBP project 

with a Medicare patient sample, the majority (63%) of these intervention studies consisted of 

samples with a mean age of ≥ 65, indicating appropriateness of MDA use in this population.  In 

particular, the PREPARE website, the MDA for this intervention, was designed for and 

demonstrated to be acceptable for use in the geriatric population (Sudore et al., 2014).   

As for other outcomes, users of MDAs often modified their EOL preferences and goals of 

care toward comfort measures as opposed to aggressive interventions (Deep et al., 2010; El-

Jawahri et al., 2010, 2016; Volandes et al., 2012).  While doing so, these participants also 

exhibited low levels of uncertainty with their treatment decisions, implying low decisional 

conflict compared to participants not using MDAs (El-Jawahri et al., 2010; Van Scoy et al., 

2016; Vogel et al., 2013).  Relatedly, users of MDAs demonstrated stability of expressed 

preference of care over time (Volandes et al., 2009) without experiencing decreased hope or 

increased anxiety (Green et al., 2015).  Given that ACP requires behavior change and action 

from the patient, Sudore and colleagues (2014) examined the impact of the PREPARE website 

on numerous process measures of behavior change and noted a statistically significant decrease 
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in the percentage of participants in the pre-contemplation stage of various ACP behaviors after 

one week of use, indicating a transition to higher levels of behavior change. 

Decision aid use in a shifting ACP paradigm 

 In their discussion, researchers of numerous studies (n=19) reflected explicitly or 

implicitly upon the healthcare system’s failed approaches to ADs in the past.  This discussion 

was frequently followed with an elaboration upon the growing understanding of the complex 

decision making associated with ACP and manner in which the evaluated aids can serve as vital 

tools in the evolving ACP paradigm (El-Jawahri et al., 2010, 2016; Sudore et al., 2014).  The 

former approach that sought the simple completion of an AD as an isolated event (Brown, Beck, 

Boles, & Barrett, 1999; Murphy et al., 2000; Siegert, Clipp, Mulhausen, & Kochersberger, 

1996), is being replaced by a more comprehensive, but complex approach that encourages 

personal values assessments, goals of care considerations for general and specific disease states, 

and promotes detailed conversations between patients, families, and providers in addition to 

simple written directives (El-Jawahri et al., 2010; Epstein et al., 2013; Jain et al., 2015; Lum et 

al., 2015; Sudore et al., 2014; Volandes et al., 2012, 2016).  The shifting paradigm of ACP 

reflects the healthcare system’s evolved appreciation of the challenges and importance of making 

advanced healthcare decisions.  However, this complexity illuminates the difficulties faced by 

providers to comprehensively facilitate ACP in a time constrained office visit and suggests a 

need and opportunity for pre-visit education to improve the quality of future ACP conversations 

by empowering patients with knowledge and conceptual understanding of ACP components (El-

Jawahri et al., 2010, 2016; Volandes et al., 2009) prior to meeting with their provider. 

Theory 

 Engagement in ACP is voluntary and consists of a number of actions on the part of the 
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patient, as previously discussed (Sudore et al., 2014).  Authors of the Transtheoretical Model 

(TTM) posited that patients proceed through a series of stages before engaging in different 

behaviors and actions (Prochaska & DiClemente, 1982).  Considering this theory, Sudore and 

colleagues (Appendix B; 2014, adapted) created a theoretical framework combining Social 

Cognitive Theory, the Interpersonal Communication Competence Model, and Behavior Change 

theory, upon which they based the development of the PREPARE website.  Not only was 

Behavior Change Theory of TTM integrated into the educational components of the website, but 

Sudore and colleagues (2014) evaluated behavior outcomes in the context of behavior change 

stages and demonstrated that patients using PREPARE moved from stages of pre-contemplation 

to higher levels of contemplation, planning, action, or maintenance in nearly every major action 

measure one week after use.  The SI applied the planned intervention approach of group medical 

visits and MDAs in the EBP project to Sudore’s (2014) framework (Appendix B). 

Methods 

IRB Approval, Site Approval, Ethical Issues, Funding  

The project site did not facilitate its own Institutional Review Board (IRB), and therefore 

UMKC served as the primary IRB.  As this project involved human subjects research, the SI 

sought and received expedited IRB approval (Appendix F) on September 27, 2018 in order to 

protect the participants as well as the integrity of the research.  Participation in this project was 

anticipated to pose minimal risk to patients, but informed consent (Appendix G) was obtained in 

support of the ethical principle of autonomy (Terry, 2014).  This consent was obtained by mail 

and included appropriate SI and IRB contact information.  Aside from the SI having a vested 

interested in the completion of this project for his academic degree, the SI declared no conflicts 

of interest.  All subjects who fit within the inclusion and exclusion criteria, regardless of race, 
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ethnicity, sex, gender, sexuality, economic status, etc., were included in this study in support of 

the principle of justice (Terry, 2014).  All efforts were made to protect patient privacy and 

confidentiality in the collection, assimilation, and distribution of data in accordance with HIPPA 

requirements (Terry, 2014).  Patients were assigned a research code as a substitute for personal 

identifying information.  A master code list was kept on a password protected encrypted thumb 

drive stored in a fire-proof dial locked safe.  This project was self-funded by the SI. 

Setting & Participants  

The project site is located in Kansas City, Missouri on the northern edge of the 

metropolitan area.  It is recognized as a Level III Patient Centered Medical Center Home and is 

served by two physicians and four nurse practitioners.  As described in the participant flow 

diagram (Appendix H), participant recruitment began with the SI identifying all patients 

scheduled for Medicare annual wellness visits (AWVs) in the six months following the start date 

of the intervention.  Inclusion criteria incorporated all English-speaking patients insured by 

Medicare who were scheduled for AWVs in the proceeding months.  Medicare patients at AWVs 

were targeted because the known reimbursement rate for ACP that could be used to show project 

sustainability, and also because the patient cost sharing exemption for ACP facilitated at AWVs 

(Medicare Learning Network, 2016).  A clinic provider could exclude patients from an invitation 

to participate if the provider felt it may not be appropriate or in the best interest of the patient, for 

example, the provider knew the patient to have cognitive impairments that would preclude 

participation in a group medical visit.  Patients who had previously participated in ACP were not 

excluded as the evidence encourages ACP to be an iterative process, not a single event in time 

(Conroy et al., 2009).  Recruitment was conducted by the SI mailing a letter to potential 

participants that discussed the importance of ACP and the clinic’s continuing efforts to improve 
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quality, evidence based care.  This letter incorporated a brief description of the project and a call 

for participation.  Informed consent, written at the eighth grade reading level, was included with 

this letter and a pre-addressed and stamped return envelope was included for convenience.  

Therefore, this was a voluntary convenience sample of Medicare patients.  At the project site, 

each of the four scheduled providers sees approximately three patients for Medicare AWVs per 

day.  Over the course of six months, the SI anticipated a recruitment base of N=1440 patients 

with a goal sample size of at least n=98. 

EBP Intervention  

While the evidence strongly supports the capabilities of MDAs to overcome barriers of 

patient knowledge and provider time constraints, there is a paucity of evidence describing how 

and when to best facilitate patient use of MDAs.  Therefore, the SI performed a secondary search 

of the literature to identify potential approaches in real world practice that would get MDAs in 

the hands of users in an effective manner.  A study by Tung et al. (2011) used a mailed (non-

MDA) education approach focused on “just-in-time” education that produced significant 

increases in AD completion and supported methods used in an already reviewed study (Brown et 

al., 1999).  Furthermore, considering the evidence promoting the pairing of education with direct 

counseling, the SI had to consider the best methods of accomplishing the latter piece cost-

effectively and was swayed by the outcomes and discussion by Lum et al. (2016) regarding the 

positive potential of billable group medical visits. Therefore, the originally designed intervention 

of this project was multimodal and consisted of the following: mailed pre-visit ACP education, 

referral to an MDA (the PREPARE website), and inviting patients to participate in ACP 

discussions in group medical visits. 

As described in the project timeline (Appendix I), the project proposal was planned to be 
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submitted to UMKC faculty in July 2017. Following IRB approval, the SI intended to assemble 

recruitment packets including: a letter of information on the importance of ACP in 

comprehensive care which served as a call for participants, an informed consent document, a pre-

survey, and a pre-addressed and stamped return envelope (Appendix J).  The SI planned to 

initiate mailing recruitment packets to potential participants in the second week of August.  Prior 

to initiation, it was estimated that approximately 1440 patients would serve as the pool for 

recruitment with approximately 1000 packets to be sent following application of inclusion and 

exclusion criteria.  The SI planned to review the clinic schedule every two weeks in order to send 

additional recruitment packets as patients schedule wellness visits. 

As consents were returned, the SI planned to assign patients with 1:1 random allocation 

to either intervention or control arms using a randomization sequence generated by Microsoft 

Excel (2016).  Starting September 1st, the SI intended to mail patients allocated to the 

intervention arm a packet of educational information including a blank AD, a pamphlet of 

recommended ACP steps from the PREPARE website, and referral to the PREPARE website 

with account creation details (Appendix K).  Additionally, these patients were to be invited to 

attend a two-hour long group medical visit on the topic of ACP, with discussion content guided 

by The Conversation Project Starter Kit (Appendix K; The Conversation Project & The Institute 

for Healthcare Improvement, 2017).  The visit was to be led by the SI but could be facilitated by 

a billing provider if reimbursement was sought from participants.  The group visit was to 

incorporate videos from the PREPARE website to enhance learning in accordance with the 

evidence.  A modified version of The Engaging in Advance Care Planning Talks (ENACT) 

Group Visit Invention Manual (selected sections located in Appendix K; Lum, 2017), was to 

serve as a guide for the group medical visit implementation process.  Group medical visits were 
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to be scheduled every other week for six months starting on September 19th.  Educational 

mailings were to target patients one month prior to their scheduled wellness visit, with patients 

being encouraged to attend a group visit 2-3 weeks prior to their scheduled AWV. The SI 

planned to make patients aware of possible Medicare co-pay requirements for group visit 

participation in the informed consent, invitation to participate in the group medical visit, as well 

as the privacy consent to be signed in office prior to the group visit. 

For patients allocated to the control arm, the SI intended to mail a packet of information 

including general information about ACP as well as a blank AD in accordance with current 

standards of care at the project site (Appendix K).  An overview of this project is summarized in 

a detailed Logic Model (Appendix L). 

Change Process and EBP Model  

The Model for Evidence-Based Practice Change (Larrabee, 2004) served as the EBP 

model for this project.  This model has guided many successful nurse-led research utilization 

projects (Larrabee, 2004) and its simple, six step sequential structure appeared to seamlessly fit 

with a project that sought to improve ACP participation, an area of needed change in 

practice.  Kotter and Cohen’s Model of Change (Appelbaum et al., 2012) served as the 

organizational change model for this project.  This is regarded as straight forward and user-

friendly model and continues to be a recommended change model nearly twenty years after its 

development (Appelbaum et al., 2012).  Creating a sense of urgency, the first step in Kotter and 

Cohen’s Model of Change (Appelbaum et al., 2012) was an appropriate starting point for an EBP 

project focused on improving ACP given the increasing emphasis placed on improving ACP by 

influential organizations such as the Institute of Medicine (Institute of Medicine, 2014).  The 

increasing calls for improving ACP facilitation (Institute of Medicine, 2014), combined with new 
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reimbursement policy (Tuller, 2016), and the simplicity of this intervention led the SI to predict a 

high likelihood of process sustainability after this project was completed. 

Study Design  

The proposed ACP project was implemented as a randomized controlled trial.  Pre- data 

were obtained by conducting a retrospective chart review for all study participants. The SI 

looked for the presence of ACP participation at previous patient visits to serve as a comparison 

for post-intervention ACP documentation.  Pre-data for secondary outcomes (knowledge of 

ACP, readiness to engage in ACP, and self-efficacy to engage in ACP) were derived from the 

pre-intervention survey mailed in the recruitment packet (Appendix J).  Post-data for primary 

outcomes (documentation of ACP) were obtained from chart review.  Post-data for secondary 

outcomes were obtained from a survey mailed to patients several weeks after their wellness visit. 

Validity  

Internal validity was anticipated to be strengthened by using standardized instruments 

throughout the length of the study, through the utilization of proper data collection and analysis 

with the help of REDcap and SPSS tools, and by the application of validated theories to guide 

project development and implementation.  However, it was believed extraneous factors could 

weaken the validity of the study including an anticipated attrition of data collected due to the 

mailing method as seen in a similar study (Tung et al., 2011).  Pre-testing that revealed important 

concepts of ACP was considered to potentially affect post-testing results and could weaken the 

internal validity of the design.  History could have also posed a threat to internal validity if a 

public discourse regarding ACP were to transpire during the course of the intervention as 

occurred in 2009 (Piemonte & Hermer, 2013).  The SI perceived a potential threat to external 

validity would be the lack of generalizability due to an unrepresentative sample.  There was 
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concern that sample demographics in this EBP would not accurately represent national Medicare 

demographics in light of the high percentage of rural population served by the intervention site. 

Outcomes to be Measured  

The primary outcome measure was documentation of ACP during the patient’s 

subsequent wellness exam, identified by chart review.  Positive results were manifested by the 

new placement of an AD or documentation of ACP discussion by the provider in the record.  In 

consideration of the theoretical model guiding this project (Appendix B), assessed secondary 

outcomes included: change in patient knowledge of ACP, readiness to engage in ACP, and self-

efficacy to engage in ACP. 

Measurement Instruments  

The primary outcome was assessed without instrumentation, and consisted of the SI 

reviewing the medical record for the presence of an AD, as indicated on an information bar 

located in the patient’s electronic health record.  The wellness visit progress note was also 

reviewed for the presence of ACP documentation in the form of documented discussion 

regarding ADs, goals of care, surrogate decision makers, or related ACP actions previously 

described.  Surveys were used to assess secondary outcomes in time frames previously 

described.  Patient knowledge, self-efficacy, and readiness to engage in ACP were assessed using 

questions from the open access Advance Care Planning Engagement Survey (Appendix M; 

Sudore et al., 2013).  The six knowledge measures from this survey have a Cronbach’s alpha of 

0.84 and intra-class correlations of 0.70 (Appendix M; Sudore et al., 2013).  The nine self-

efficacy and readiness measures have a Cronbach’s alpha of 0.89 (Appendix M; Sudore, 

Heyland, et al., 2017).  In addition, participants were surveyed with a face-valid question 

assessing ACP action behaviors by inquiring if the participant spoke with their provider, family, 
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or friends regarding any of the content covered in the intervention over the previous three 

months in order to identify any ACP participation that was potentially not documented in the 

medical record.  Surveys were mailed in time frames previously described, completed voluntarily 

by participants without observation, and returned using supplied pre-stamped envelopes.  The 

Advance Care Planning Survey is published in the public domain, free of all copyright, and 

therefore permission for use was not required (Sudore et al., 2013).  A license to use PREPARE 

was granted by The Regents of the University of California (Appendix N). 

Quality of Data  

Three studies (Lum et al., 2016; Sudore et al., 2014; Tung et al., 2011) served as 

references for the development of this intervention and were utilized for data comparison to the 

pre/post data produced from this study.  As two of these studies were pilot studies with a small 

sample size (Lum et al., 2016; Sudore et al., 2014), effect size was determined using the Tung et 

al. (2011) study (n=720) to guide the desired sample size for this EBP.  The SI inserted 

proportional data from the study by Tung and colleagues (2011) into a calculator (Faul, 

Erdfelder, Buchner, & Lang, 2009), set a power of 80% and alpha=.05 to produce a 

recommended sample size of 98 participants, 49 in each group.  The SI anticipated achievement 

of this sample size as recruitment was anticipated to be from a population N=1440.   

Analysis Plan  

The primary outcome (presence of ACP documentation in the patient’s chart) was 

dichotomous nominal data and was to be analyzed with either Fisher’s exact test or χ2 pending 

final sample size, with significance determined using an alpha=.05.  The SI intended to discuss 

effect size in the form of a calculated odds ratio.  Secondary outcomes were to be measured 

using a five point Likert scale, and therefore differences in pre/post data were to be calculated 
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using Wilcoxon signed rank test.  The SI intended to capture data with the assistance of REDcap 

and to utilize SPSS software in performing statistical analysis (Appendices O and P).   

Results 

Setting & Participants 

 The intervention period of this EBP project facilitated at The project site occurred for five 

months between October 2017 and February 2018.   A total of 22 participants consented for the 

study from a recruitment base of 202 patients (Appendix Q1).  Fourteen participants were lost to 

follow-up, with only eight participants providing complete data consisting of both pre and post-

surveys. Ten participants were randomly allocated to the control arm, while 12 were allocated to 

the intervention arm.  Fifty percent of the participants in each group were female. There were no 

statistically significant participant demographic and characteristic differences between arms in 

regards to sex, race, education level, relationship, and health status. The majority of participants 

(81%) were between the ages of 60 and 79. All participants who identified a race listed “white 

non-Hispanic.” Seventy-seven percent of participants were either married or with a partner and 

listed their health as “good” or better.  There was a relatively even distribution of participant 

education level ranging from high school graduate to postgraduate degree.  Regarding the eight 

participants with complete data on whom secondary outcomes were analyzed, there were no 

significant differences in demographics (Appendix Q2). 

Intervention Course 

Following revisions to the protocol based on IRB and intervention site recommendations 

the initiation of patient recruitment did not begin until IRB approval was granted on September, 

28th 2017.  With the goal of supplying patients with intervention materials two weeks prior to 

their AWVs, the first wave of participant recruitment packets was sent on October 6th to 23 
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patients scheduled for AWVs between November 1-14th.  Subsequently, the first batch of 

education packets were sent October 27th with simultaneous mailing of the next wave of 

recruitment packets.  This bi-weekly pattern of mailing was repeated until January 26th, 2018.  In 

between mailing weeks, the SI reviewed the patient schedule for newly scheduled AWVs and 

mailed recruitment packets accordingly.  A total of 202 recruitment packets were sent.  As the 

clinic stakeholders elected not to pursue reimbursement options related to group medical visits, 

these were modified into SI led visits the SI termed group education sessions (GES)s.  The first 

GES was offered October 31, 2017.  No participants elected to participate in these bi-weekly 

sessions until December 12, 2017, which had one participant.  A second participant attended a 

GES on January 16th.  Only two participants attended the optional GESs.  The mailing of post-

surveys, intended to occur two weeks after the participants’ AWVs, was delayed following 

recognition by the SI of low intervention participation and the subsequent preference to modify 

the survey so that reasons for low participation could potentially be identified.  Following IRB 

approval of the revised post-survey, these were mailed January 26th and the final post-surveys 

mailed February 16th following the AWV of the last participant.  The SI allowed until February 

28th for the surveys to be returned before data collection was closed.  A total of eight participants 

completed the post-surveys.  Data entry and analysis occurred between February 13th-March 21st.  

Outcome Data 

 Among all participants, 15 of the 22 reported they had completed an AD prior to the 

intervention (Appendix Q3).  However, only five of these participants had an AD documented in 

the electronic health record (EHR) prior to the AWV.  There was no difference between arms 

(P= .781).  Following the intervention, there was no change in the number of participants with 

ADs documented in the EHR.  Therefore, there was no need for statistical analysis of the primary 
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outcome.  Two participants, one in each arm, did have ACP addressed at their wellness visits, but 

each of them had already completed an AD previously and therefore did not contribute to an 

improvement in the primary outcome measure.   

 Among participants with complete data, six participants stated they had completed an AD 

but only three had this documented in their EHR (Appendix Q4).  There was no increase in non-

traditional ACP behaviors, that is, communicating with family, friends, or doctors about ACP, in 

either arm.  Participants in both arms indicated an increasing trend in knowledge of ACP, 

readiness to engage in ACP, and self-efficacy to engage in ACP, although these increases were 

not noted to be statistically significant (Appendix Q5).  Participants in the intervention arm did 

show a statistically significant improvement in knowledge of what makes someone a good 

medical decision maker (p=.03) as well as in knowledge regarding the amount of flexibility a 

person can give their medical decision maker (p=.04).  While only two of the 12 intervention arm 

patients elected to participate in the GESs, these sessions were held in high regard with 

participants either “agreeing” or “strongly agreeing” with all assessed outcomes including 

usefulness of the session as well as recommending such sessions to others (Appendix Q6). 

 Aside from the obvious paucity of post-survey data which limited the power of secondary 

outcome analysis, missing data included information on race for three participants and 

relationship status for one participant.  Additionally, of the 15 participants that indicated they had 

discussed ACP information with in the last three months, three did not clarify with whom these 

discussions occurred. 

Discussion 

Successes 

 An important success of this study was that the participants in the intervention group 
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were shown to have significantly increased knowledge on two topics related to ACP.  A second 

success was that participants in both arms demonstrated an increase in ACP knowledge, 

readiness to engage in ACP, and self-efficacy to engage in ACP, perhaps indicating the 

importance of supplying any educational material on ACP to patients.  An additional success was 

the high regard GES participants held of the sessions themselves.  Of the two participants in 

these sessions, one participant had a revision to his AD documented after his AWV, while the 

other participant expressed an imminent intent to create an AD for the first time.  

Study Strengths 

 The stakeholders of the intervention site were highly supportive of this EBP as it 

coincided with concurrent clinic efforts to improve ACP rates during their participation in the 

Comprehensive Primary Care Plus national medical home model.  Success for the study was also 

promoted by the geographic location of the clinic that was situated within minutes of a major 

interstate in the Kansas City metropolitan area.  Clinic leadership was readily accessible for 

communication and was accommodating to project needs such as providing a computer to access 

EHRs as well as providing space for GESs.  Office staff was equally supportive of the 

intervention and would process study related mail and phone calls within the clinic so as to help 

maintain HIPPA compliance.  While the GESs were successful in terms of outcomes, this must 

be considered in the context of low attendance among all intervention arm participants (17%).  

Results Comparison 

 While this EBP demonstrated two significant results and even more positive trends, there 

were far fewer statistically significant findings in comparison to the studies on which this EBP 

was based.  However, several important differences between the interventions must also be 

noted.  The most direct comparisons with this EBP could be made with the study by Tung et al. 
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(2011) as this was also a multimodal intervention that used pre-visit mailed education.  Notably, 

the latter study had significantly more participants (574 vs 22; Tung et al., 2011).  The study by 

Tung et al. (2011) demonstrated that 21.6% of intervention group participants completed an AD 

following the intervention in comparison to 4.1% of the usual care group.  Comparatively, this 

EBP failed to demonstrate any increase in AD completion following the intervention.  However, 

Tung et al. (2011) also included a clinical decision support tool that prompted physicians to 

counsel patients about ACP during their visits, and such a tool was absent in this EBP. 

When evaluated in a controlled setting under researcher supervision, the developers of 

the PREPARE website demonstrated that users had significant improvements in 13 of the 15 

assessed process measures of ACP behavior change (Sudore et al., 2014).  Comparatively, this 

EBP only revealed significant improvements in two measures.  Yet, neither the study by Sudore 

and colleagues (2014), nor this EBP demonstrated a change in ACP actions, such as signing an 

AD, or talking to doctors, family, or friends, after participating in the intervention.   

 Comparing outcomes from this EBP project using GESs with those from the group 

medical visit intervention administered by Lum and colleagues (2016) on which the GESs were 

based, must be made carefully given the low participation rate.  Both this study and that of Lum 

et al. (2016) showed such visits are well received and perceived as helpful by participants. This 

EBP with only two GES participants demonstrated 50% of participants later created an AD.  

Comparatively, participants in the group medical visits significantly increased detailed ACP 

conversations by over 20% (19% to 41%, P=.02; Lum et al., 2014). 

Limitations 

Internal Validity Effects 

The most marked threat to internal validity in this study was small sample size.  During 
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study development, the SI established that a sample of 98 would deliver sufficient power.  As 

only 22 participants took part in this study, lack of power is a major concern.  Another primary 

threat to internal validity in this EBP was the confounding variable associated with EHR 

documentation and AD capture rates.  It is clear that many participants believed they had 

completed an AD (68%), but only 22% had any record of such document in their EHR before the 

EBP started.  This indicates a failure of data capture was present prior to the project initiation 

and as no education was provided to staff that focused on improving AD capture rates, it is 

reasonable to believe this problem persisted throughout the study.   

Attrition of participants from pre-survey to post-survey also threatens interpretation of 

study outcomes.  Recognized improvements in ACP knowledge, readiness, and self-efficacy 

among this small sample may not be accurate as only eight of the 22 (36%) participants 

completed the post-survey  

As the percent of persons in this EBP claiming to have completed an AD (68%) is 

substantially greater than the proportion claiming so in the general population (15-35%; Hossler 

et al., 2011), there is concern that recruitment may have contained an unintentional selection bias 

toward those familiar with ADs and are misrepresentative of the general Medicare population.  

Finally, the positive evaluations seen in the GESs could be related to reporting bias inherent in 

the study design which had the SI facilitate the session and administer the evaluation.  It should 

also be noted that the SI was not blinded to any element of this study. 

External Validity Effects  

Notably, the only race identified in the study population was “white, non-Hispanic.”  This 

homogeneity clearly does not reflect national Medicare demographics and limits generalizability.  

Additionally, as the EBP was only facilitated at a single primary care clinic, in one region of the 
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country, and with a relatively small proportion of low-income patient population, the 

generalizability of these findings could also be compromised. 

Sustainability of Effects and Plans to Maintain Effects 

 As the intervention failed to demonstrate a positive effect in improving AD completion 

rates, there was no concern regarding the sustainability of these effects.  Gains in patient 

knowledge are at risk for diminishing over time if the clinic does not continue to educate patients 

on the topics of ACP.  While the current standard of practice could possibly be associated with 

an increasing trend in patient knowledge as seen in the control group, unspecified elements of the 

intervention arm appeared to increase knowledge on certain topics to a greater extent.  Therefore, 

the intervention site was made aware of the continued availability of the free resources used in 

this EBP and was encouraged to incorporate these in patient ACP teaching. 

Efforts to Minimize the Study Limitations 

 Attempts were made to limit threats to generalizability of findings by placing relatively 

few restrictions on study participation.  In fact, no patients were restricted from participation by 

providers.  Nevertheless, while an even distribution of gender and education levels were 

represented, the marked lack of racial diversity was perhaps simply a reflection of the regional 

demographics surrounding the clinic.   Efforts to minimize reporting bias during GES evaluation 

were made by the SI who emphasized the goal of the EBP was to identify which of the 

multimodal interventions were most helpful to patients and therefore requested honest feedback. 

 While the SI did not explicitly educate staff and providers on EHR documentation of 

ADs, the SI did provide written education to providers regarding the appropriateness of ACP 

billing and associated documentation requirements.  To account for the possibility of ACP 

documentation occurring in several isolated locations in the EHR, the SI evaluated the three 
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possible locations of such documentation and reviewed these in each participant’s record.  

Additionally, the survey question assessing with whom patients have discussed ACP planning 

was included to possibly capture missed AD documentation in the patient record.  

Interpretation 

Expected & Actual Outcomes 

 Based on previous studies which demonstrated the effectiveness of the utilized 

intervention modalities to improve AD completion rates, including the PREPARE website and 

mailing pre-visit education, the SI expected to see comparable improvements in AD completion 

rate at the intervention site.  The actual outcome of no improvement in AD completion rate could 

be explained by various combinations of reasons.  First of all, the process that providers and staff 

use in addressing ACP at AWVs was not reviewed or standardized.  This is notable because in 

the study by Tung and colleagues (2011), all providers received a reminder to discuss ACP with 

all encountered patients who were lacking an AD on their chart.  Such clinical decision tools 

have been demonstrated to contribute to increases in AD completion rates and therefore its 

absence could explain some of the difference in results (Tung et al., 2011) 

 Comparatively, minimal improvements in ACP behaviors between this intervention and 

that performed by Sudore and colleagues (2014), could be explained by the fact that in this EBP 

the PREPARE website was simply made available to participants, but its use was not required as 

in the comparative study.  Perhaps if all participants in this EBP had voluntarily used PREPARE, 

similar results would have been noted.  However, only two of the five intervention arm 

participants that returned their post-survey reported having used the website (Appendix Q7). 

Intervention Effectiveness 

While facilitation of the EBP was effective and aided by the organizational buy-in, the 
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interventions themselves were not highly effective at improving desired outcomes.  One of the 

glaring disparities of expected versus actual intervention effectiveness was related to 

participation.  The SI had anticipated high volumes of patients scheduled for AWVs based on a 

brief review of the patient calendar prior to the initiation of the project.  However, the SI did not 

anticipate how many of these AWVs were added to the schedule the week before the patient visit 

and therefore would not be appropriate to recruit into time-line organized intervention (Appendix 

H).  Subsequently, the population base from which the SI could recruit participants from shrank 

from an anticipated 1400 to 202.  Therefore, the interventions utilized in this project would 

perhaps be better suited for a setting in which AWVs are scheduled further out for all providers. 

Effectiveness in data collection was likely diminished by the delayed sending of the post-

survey.  This delay was extended because the timing of amendment submission to IRB coincided 

with UMKC winter break and therefore was not reviewed expediently.  As some participants 

who engaged in the interventions in October and November did not receive their post-surveys 

until January, high lost-to-follow up rates were at least partially explained by this delay.   

Intervention Revision 

 Efforts should be made to improve the low participation rate in order to improve the 

attainment of outcomes.  One option would be to design the project as a quality improvement 

initiative that does not necessitate informed consent prior to sending potential participants 

educational ACP information (Tung et al., 2011).  As the four-page informed consent used for 

this EBP was likely deterring to participation, structuring the project to minimize its use and the 

associated time required for mailing would likely contribute to increased sample size.  Relatedly, 

a second revision would be to use a modality of communication that was more efficient than 

mailing.  Many patients are now communicating with their providers through email and online 
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patient portals.   Recruiting participants and sending ACP information through this medium 

would improve the efficiency of communication by removing delays encountered in traditional 

mailing methods while simultaneously reducing project costs by avoiding postage fees. 

Expected & Actual Impact to Health System, Costs, and Policy 

 The goal of this project was to increase patient participation in ACP.  As researchers have 

demonstrated that patients who participate in ACP experience many positive outcomes as well as 

potentially reduced healthcare spending (Institute of Medicine, 2014), the SI anticipated that by 

utilizing evidence based interventions for improving ACP participation in this busy primary care 

setting he would demonstrate similar benefits of cost savings and health system improvements. 

Considering no improvements in AD completion rates or even ACP behaviors were noted, this 

author cannot conclude any positive impact of the EBP on cost reduction.  Mild improvements in 

patient knowledge regarding ACP could be viewed as health system improvements as this could 

be interpreted as an improvement in quality care delivery. 

 Because many project expenses were in-kind donations from the intervention site, the 

total cost for the project was $863 (Appendix R).  This was a marked reduction from the 

estimated costs of $8159.  However, as the intervention site optioned to not pursue 

reimbursement for group visits and no documentation of ACP occurred during wellness visits, 

the EBP demonstrated no positive revenue in contrast to the projected revenue of $11,478.  

Economic sustainability is not feasible in the current EBP design form but would require either 

clinic pursuit of reimbursement for group visits, improvements in documentation of ACP during 

AWVs, or a reduced cost means of providing patient information, such as through patient 

portals.  This project was self-funded by the SI. 

Conclusion 
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Practical Usefulness of Intervention 

 Advance care planning is a vital component of any quality health system, as it helps to 

protect the fundamental ethical right of patient autonomy.  However, the decisions and actions 

associated with ACP are significant, necessitating considerable contemplation and discussion of 

content not easily covered in a time constrained primary care practice.  Introducing the complex 

content of ACP prior to patient annual wellness exams utilizing evidence based decision aids and 

comparatively low resource GESs can potentially improve the likelihood and quality of future 

conversations between patients and their primary providers in a cost effective manner. 

Further Study of Intervention 

 The SI elected to use traditional mailing methods as the primary means of connecting 

people to MDAs, which also happened to be the most expensive aspect of the project when 

excluding labor costs.  As internet-based communication technologies continue to connect more 

patients and providers through tools such as patient portals, the opportunity exists to eliminate 

mailing costs by sending the information digitally to patients. Therefore, future exploration of 

this intervention could assess the effectiveness of using patient portals to relay ACP information 

to patients instead of using mailing methods. 

Dissemination 

The SI presented his EBP proposal poster at a regional nurse practitioner conference in 

November 2017.  Following completion of this EBP project, the SI will disseminate results to the 

intervention site with a poster presentation.  Unfortunately, as the study was markedly 

underpowered, opportunities for manuscript publication will not be pursued.  

 

 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  33 

 

References 

American Nurses Association. (2001). Code of ethics for nurses with interpretive statements. 

Retrieved July 28, 2013, from http://nursingworld.org/MainMenuCategories/Ethics 

Standards/CodeofEthicsforNurses/Code-of-Ethics.pdf 

Anderson, W. G., Kools, S., & Lyndon, A. (2013). Dancing around death: Hospitalist-patient 

communication about serious illness. Qualitative Health Research, 23(1), 3–13. 

https://doi.org/10.1177/1049732312461728 

Appelbaum, S. H., Habashy, S., Malo, J.-L., & Shafiq, H. (2012). Back to the future: revisiting 

Kotter’s 1996 change model. The Journal of Management Development; Bradford, 31(8), 

764–782. https://doi.org/http://dx.doi.org.proxy.library.umkc.edu/10.1108/ 

02621711211253231 

Austin, C. A., Mohottige, D., Sudore, R. L., Smith, A. K., & Hanson, L. C. (2015). Tools to 

promote shared decision making in serious illness: A systematic review. JAMA Internal 

Medicine, 175(7), 1213–1221. https://doi.org/10.1001/jamainternmed.2015.1679 

Bernacki, R. E., Block, S. D., & American College of Physicians High Value Care Task Force. 

(2014). Communication about serious illness care goals: A review and synthesis of best 

practices. JAMA Internal Medicine, 174(12), 1994–2003. 

https://doi.org/10.1001/jamainternmed.2014.5271 

Brown, J. B., Beck, A., Boles, M., & Barrett, P. (1999). Practical methods to increase use of 

advance medical directives. Journal of General Internal Medicine, 14(1), 21–26. 

Butler, M., Ratner, E., McCreedy, E., Shippee, N., & Kane, R. L. (2014). Decision Aids for 

Advance Care Planning: An Overview of the State of the Science. Annals of Internal 

Medicine, 161(6), 408–418. https://doi.org/10.7326/M14-0644 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  34 

 

Conroy, S., Fade, P., Fraser, A., Schiff, R., & Guideline Development Group. (2009). Advance 

care planning: concise evidence-based guidelines. Clinical Medicine (London, England), 

9(1), 76–79. 

Deep, K. S., Hunter, A., Murphy, K., & Volandes, A. (2010). “It helps me see with my heart”: 

how video informs patients’ rationale for decisions about future care in advanced 

dementia. Patient Education & Counseling, 81(2), 229–234. 

https://doi.org/10.1016/j.pec.2010.02.004 

El-Jawahri, A., Paasche-Orlow, M. K., Matlock, D., Stevenson, L. W., Lewis, E. F., Stewart, G., 

… Volandes, A. E. (2016). Randomized, controlled trial of an advance care planning 

video decision support tool for patients with advanced heart failure. Circulation, 134(1), 

52–60. https://doi.org/10.1161/CIRCULATIONAHA.116.021937 

El-Jawahri, A., Podgurski, L. M., Eichler, A. F., Plotkin, S. R., Temel, J. S., Mitchell, S. L., … 

Volandes, A. E. (2010). Use of video to facilitate end-of-life discussions with patients 

with cancer: A randomized controlled trial. Journal of Clinical Oncology, 28(2), 305–

310. https://doi.org/10.1200/JCO.2009.24.7502 

Epstein, A. S., Volandes, A. E., Chen, L. Y., Gary, K. A., Li, Y., Agre, P., … O’reilly, E. M. 

(2013). A randomized controlled trial of a cardiopulmonary resuscitation video in 

advance care planning for progressive pancreas and hepatobiliary cancer patients. 

Journal of Palliative Medicine, 16(6), 623–631. https://doi.org/10.1089/jpm.2012.0524 

Faul, F., Erdfelder, E., Buchner, A., & Lang, A.-G. (2009). Statistical power analyses using  

G*Power 3.1: Tests for correlation and regression analyses. Behavior Research Methods, 

41, 1149-1160. Retrieved from http://www.gpower.hhu.de/ 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  35 

 

Garrido, M. M., Balboni, T. A., Maciejewski, P. K., Bao, Y., & Prigerson, H. G. (2015). Quality 

of Life and Cost of Care at the End of Life: The Role of Advance Directives. Journal of 

Pain and Symptom Management, 49(5), 828–835. 

https://doi.org/10.1016/j.jpainsymman.2014.09.015 

Glaudemans, J. J., Moll van Charante, E. P., & Willems, D. L. (2015). Advance care planning in 

primary care, only for severely ill patients? A structured review. Family Practice, 32(1), 

16. 

Green, M. J., & Levi, B. H. (2009). Development of an interactive computer program for 

advance care planning. Health Expectations, 12(1), 60–69. 

Green, M. J., Schubart, J. R., Whitehead, M. M., Farace, E., Lehman, E., & Levi, B. H. (2015). 

Advance care planning does not adversely affect hope or anxiety among patients with 

advanced cancer. Journal of Pain and Symptom Management, 49(6), 1088–1096. 

https://doi.org/10.1016/j.jpainsymman.2014.11.293 

Hallowell, N. (2014). Palliative Care. Today’s Geriatric Medicine, 7(5), 16–19. 

Ho, V. W., Thiel, E. C., Rubin, H. R., & Singer, P. A. (2000). The effect of advance care 

planning on completion of advance directives and patient satisfaction in people with 

HIV/AIDS. AIDS Care, 12(1), 97–108. https://doi.org/10.1080/09540120047512 

Hossler, C., Levi, B. H., Simmons, Z., & Green, M. J. (2011). Advance care planning for patients 

with ALS: Feasibility of an interactive computer program. Amyotrophic Lateral 

Sclerosis, 12(3), 172–177. https://doi.org/10.3109/17482968.2010.509865 

Institute of Medicine. (2014). Dying in America: Improving Quality and Honoring Individual 

Preferences Near the End of Life. Retrieved from 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  36 

 

http://www.nap.edu/catalog/18748/dying-in-america-improving-quality-and-honoring-

individual-preferences-near 

Jain, A., Corriveau, S., Quinn, K., Gardhouse, A., Vegas, D. B., & You, J. J. (2015). Video 

decision aids to assist with advance care planning: a systematic review and meta-analysis. 

BMJ Open, 5(6). https://doi.org/10.1136/bmjopen-2014-007491 

Johnstone, M.-J., & Kanitsaki, O. (2009). Ethics and advance care planning in a culturally 

diverse society. Journal of Transcultural Nursing Official Journal of the Transcultural 

Nursing Society Transcultural Nursing Society, 20(4), 405–416. 

https://doi.org/10.1177/1043659609340803 

Klugman, C. M., & Usatine, R. P. (2013). An Evaluation of 2 Online Advance Directive 

Programs. American Journal of Hospice and Palliative Medicine, 30(7), 657–663. 

https://doi.org/10.1177/1049909112463116 

Larrabee, J. H. (2004). Advancing Quality Improvement Through Using the Best Evidence to 

Change Practice. Journal of Nursing Care Quality, 19(1), 10–13. 

Lum, H. D., Jones, J., Matlock, D. D., Glasgow, R. E., Lobo, I., Levy, C. R., … Kutner, J. S. 

(2016). Advance care planning meets group medical visits: The feasibility of promoting 

conversations. Annals of Family Medicine, 14(2), 125–132. 

https://doi.org/10.1370/afm.1906 

Lum, H. D., Sudore, R. L., & Bekelman, D. B. (2015). Advance care planning in the elderly. 

Medical Clinics of North America, 99(2), 391–403. 

https://doi.org/10.1016/j.mcna.2014.11.010 

Lum, H., Jones, J., Levy, C., Schwartz, R., & Kutner, J. (2015). A Novel Advance Care Planning 

Group Medical Visit for Older Adults in Primary Care is Feasible, Acceptable, and 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  37 

 

Helpful (S761). Journal of Pain and Symptom Management, 49(2), 438–439. 

https://doi.org/10.1016/j.jpainsymman.2014.11.240 

 

Matsui, M. (2010). Effectiveness of end-of-life education among community-dwelling older 

adults. Nursing Ethics, 17(3), 363–372. https://doi.org/10.1177/0969733009355372 

Medicare Learning Network (2016).  Advance Care Planning.  Retrieved March 21, 2018 from  

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-

MLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf 

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

guide to best practice (3rd ed.).  Philadelphia: Wolters Kluwer. The levels of evidence 

adapted by Lindholm, L (2017) from Melnyk & Fineout-Overholt, Rating System for the 

Hierarchy of Evidence for Intervention/Treatment Questions (p.11). 

Michigan Quality Improvement Consortium. (2016). Michigan Quality Improvement 

Consortium Guideline Advance Care Planning. Retrieved from 

http://www.mqic.org/pdf/mqic_advance_care_planning_cpg.pdf 

Missouri Hospice and Palliative Care Association. (2013). The Missouri Hospice Medicaid 

Project. Retrieved from http://www.mohospice.org/library/MH212-

MO%20Hosp.%20Leg.e-VERS.pdf 

Mitty, E. L. (2012). Advance directives. In M. Boltz, E. Capezuti, T. Fulmer, & D. Zwicker 

(Eds.), Evidence-based geriatric nursing protocols for best practice. (4th ed., pp. 579–

599). New York (NY): Springer Publishing Company. Retrieved from 

https://www.guideline.gov/summaries/summary/43915/advance-directives-in-

evidencebased-geriatric-nursing-protocols-for-best-practice?q=advance+care+plan 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  38 

 

Murphy, C. P., Sweeney, M. A., & Chiriboga, D. (2000). An educational intervention for 

advance directives. Journal of Professional Nursing, 16(1), 21–30. 

Ostherr, K., Killoran, P., Shegog, R., & Bruera, E. (2016). Death in the digital age: A systematic 

review of information and communication technologies in end-of-life care. Journal of 

Palliative Medicine, 19(4), 408–420. https://doi.org/10.1089/jpm.2015.0341 

Patel, R. V., Sinuff, T., & Cook, D. J. (2004). Influencing advance directive completion rates in 

non-terminally ill patients: a systematic review. [Review] [37 refs]. Journal of Critical 

Care, 19(1), 1–9. 

Piemonte, N. M., & Hermer, L. (2013). Avoiding a “Death Panel” Redux. Hastings Center 

Report, 43(4), 20–28. https://doi.org/10.1002/hast.190 

Prochaska, J. O., & DiClemente, C. C. (1982). Transtheoretical therapy: Toward a more 

integrative model of change. Psychotherapy: Theory, Research & Practice, 19(3), 276–

288. https://doi.org/10.1037/h0088437 

Schrijvers, D., & Cherny, N. I. (2014). ESMO Clinical Practice Guidelines on palliative care: 

advanced care planning. Annals of Oncology, 25(suppl 3), iii138-iii142. 

https://doi.org/10.1093/annonc/mdu241 

Siegert, E. A., Clipp, E. C., Mulhausen, P., & Kochersberger, G. (1996). Impact of advance 

directive videotape on patient comprehension and treatment preferences. Archives of 

Family Medicine, 5(4), 207–212. 

Sudore, R. L., Heyland, D. K., Barnes, D. E., Howard, M., Fassbender, K., Robinson, C. A., … 

You, J. J. (2017). Measuring Advance Care Planning: Optimizing the Advance Care 

Planning Engagement Survey. Journal of Pain and Symptom Management, 53(4), 669–

681.e8. https://doi.org/10.1016/j.jpainsymman.2016.10.367 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  39 

 

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

(2014). A novel website to prepare diverse older adults for decision making and advance 

care planning: A pilot study. Journal of Pain and Symptom Management, 47(4), 674–686. 

https://doi.org/10.1016/j.jpainsymman.2013.05.023 

Sudore, R. L., Lum, H. D., You, J. J., Hanson, L. C., Meier, D. E., Pantilat, S. Z., … Heyland, D. 

K. (2017). Defining Advance Care Planning for Adults: A Consensus Definition from a 

Multidisciplinary Delphi Panel. Journal of Pain and Symptom Management, 0(0). 

https://doi.org/10.1016/j.jpainsymman.2016.12.331 

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

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

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

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

Teno, J. M., Gozalo, P. L., Bynum, J. P. W., Leland, N. E., Miller, S. C., Morden, N. E., … Mor, 

V. (2013). Change in end-of-life care for medicare beneficiaries: Site of death, place of 

care, and health care transitions in 2000, 2005, and 2009. JAMA, 309(5), 470–477. 

https://doi.org/10.1001/jama.2012.207624 

Terry, A. J. (2014). Clinical Research For The Doctor Of Nursing Practice (2 edition). 

Burlington, Massachusetts: Jones & Bartlett Learning. 

The Conversation Project & The Institute for Healthcare Improvement. (2017). Your 

Conversation Starter Kit. The Conversation Project. Retrieved from 

http://theconversationproject.org/wp-content/uploads/2017/02/ConversationProject-

ConvoStarterKit-English.pdf 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  40 

 

The Dartmouth Atlas of Health Care. (2014). DAP_state_data_2012. Retrieved April 20, 2015, 

from http://www.dartmouthatlas.org/downloads/tables/DAP_state_data_2012.xls 

The SUPPORT Principal Investigators. (1995). A controlled trial to improve care for seriously iii 

hospitalized patients: The study to understand prognoses and preferences for outcomes 

and risks of treatments (support). JAMA, 274(20), 1591–1598. 

https://doi.org/10.1001/jama.1995.03530200027032 

Tobler, D., Greutmann, M., Colman  MD, J. M., Greutmann-Yantiri, M., Librach  MD, S. L., & 

Kovacs  PhD, A. H. (2012). Knowledge of and preference for advance care planning by 

adults with congenital heart disease. The American Journal of Cardiology, 109(12), 

1797–1800. 

Tuller, D. (2016). Medicare Coverage For Advance Care Planning: Just The First Step. Health 

Affairs, 35(3), 390–393. https://doi.org/10.1377/hlthaff.2016.0107 

Tung, E. E., Vickers, K. S., Lackore, K., Cabanela, R., Hathaway, J., & Chaudhry, R. (2011). 

Clinical decision support technology to increase advance care planning in the primary 

care setting. The American Journal of Hospice & Palliative Care, 28(4), 230–235. 

https://doi.org/10.1177/1049909110386045 

Van Scoy, L. J., Green, M. J., Dimmock, A. E., Bascom, R., Boehmer, J. P., Hensel, J. K., … 

Levi, B. H. (2016). High satisfaction and low decisional conflict with advance care 

planning among chronically ill patients with advanced chronic obstructive pulmonary 

disease or heart failure using an online decision aid: A pilot study. Chronic Illness, 12(3), 

227–235. https://doi.org/10.1177/1742395316633511 

Vogel, R. I., Petzel, S. V., Cragg, J., McClellan, M., Chan, D., Dickson, E., … Geller, M. A. 

(2013). Development and pilot of an advance care planning website for women with 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  41 

 

ovarian cancer: A randomized controlled trial. Gynecologic Oncology, 131(2), 430–436. 

https://doi.org/10.1016/j.ygyno.2013.08.017 

Volandes, A. E., Levin, T. T., Slovin, S., Carvajal, R. D., O’Reilly, E. M., Keohan, M. L., … 

Noy, A. (2012). Augmenting advance care planning in poor prognosis cancer with a 

video decision aid: A pre-post study. Cancer, 118(17), 4331–4338. 

https://doi.org/10.1002/cncr.27423 

Volandes, A. E., Paasche-Orlow, M. K., Barry, M. J., Gillick, M. R., Minaker, K. L., Chang, Y., 

… Mitchell, S. L. (2009). Video decision support tool for advance care planning in 

dementia: randomised controlled trial. The BMJ, 338. https://doi.org/10.1136/bmj.b2159 

Volandes, A. E., Paasche-Orlow, M. K., Davis, A. D., Eubanks, R., El-Jawahri, A., & Seitz, R. 

(2016). Use of video decision aids to promote advance care planning in Hilo, Hawai‘i. 

Journal of General Internal Medicine, 31(9), 1035–1040. https://doi.org/10.1007/s11606-

016-3730-2 

 



Running head: MULTIMODAL ADVANCE CARE PLANNING INTERVENTION 42 

Appendix A 

Definition of Terms 

Advance care planning: the comprehensive process which supports and encourages adults to 

contemplate values, identify goals, and articulate preferences for future medical care in advance 

of incapacitating illness. (Sudore, Lum, et al., 2017) 

 

Advance directive: a legal written document that identifies various patient preferences for care 

the event of incapacity and may include the designation of a surrogate decision maker, 

sometimes known as durable power of attorney (DPOA), and/or specific treatment preferences 

sometimes in the form of a living will.  

 

Multimedia decision aid: decision aids are tools aimed to help facilitate patient participation in 

health care decision making by providing information in a structured format (Butler et al., 2014). 

Multimedia refers to decision aids that use more than one medium to communication information 

(e.g. audio, visual, written, interactive, etc.) 
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Appendix B 

Theory to Application Diagram
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Appendix C 

Projected Budget Table for Project 

Program Expenses for 3 
month project Resource 

 

Dollars 

Salaries/Wages 
   

 

Office Assistant (Student 
Investigator) 

$15/hr x6hr/week 
x24 weeks $2,160.00* 

 
NP (Faculty advisor) 

$100/hr x2.5 
hr/week x 12 weeks $3,000.00* 

Total Salary Costs 
  

$5,160.00 

Startup Costs 
   

 

Mailing/printing supplies 
 

$1389 

Total Startup Costs 
  

$1389 

Capital Costs 
   Hardware 
   

 

Computer (already in 
possession) 

 
$280.00* 

Equipment 
   

 

Projector (already in 
possession) 

 
$300.00* 

 

Projector screen (already 
in possession) 

 
$70.00* 

Other 
   Total Capital Costs 
  

$650.00* 

    Operational Costs 
   

 

Conference room (in 
office) 

$40/hr x 2hr x12 
weeks $960.00* 

Total Project Expenses 
  

$8159 

    Program Revenue 
   Revenue Generation 
   

 

Group medical visit 
billing per pt $206 $9,871.20 

 

ACP billing per pt at 
wellness visit $80 $1607.20 

Total Project Revenue 
  

$11,478.40 

    Program Benefit/Loss 
   Total Revenue 
  

$11,478.40 

Less Expenses 
  

$8159.00 

Total Program Benefit/Loss 
  

$3,319.40 

*In kind for EBP project implementation 
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Appendix D 

Synthesis of Evidence Table 

First author, 

Year, Title, 

Journal 

Purpose Research 

Design, Level of 

Evidence, 

Variables 

(IV/DV) 

(IV)(DV) 

Sample & 

Sampling, 

Setting 

Measures & 

Reliability (if 

reported) 

Results & Analysis 

Used 

Limitations & 

Usefulness 

Van Scoy 

(2016). High 

satisfaction 

and low 

decisional 

conflict with 

advance care 

planning 

among 

chronically ill 

patients … 

Chronic 

Illness.  

Effect of 
ACP online 
decision 
tool on pt's 
with 
exacerbati
on prone 
disease of 
heart 
failure and 
COPD 

Quantitative 
quasi-
experimental 
pre/post design, 
Level IV 
(downgrade 
from level III); 
(IV): ACP website 
use (DV):  ACP 
knowledge, 
satisfaction with 
tool, decisional 
conflict, accuracy 
of resultant AD 

n=24 pts with 
heart failure, 
n=25 pts with 
COPD; 
volunteer 
convenience 
sample 
without 
randomization
; from 
cardiology and 
pulmonology 
clinics in 
Central PN 

ACP knowledge, 
satisfaction with 
tool, decisional 
conflict, accuracy 
of resultant AD; 
reliability not 
reported 

Satisfaction with tool 
(>90%), AD rated as 
accurate (90%), low 
decisional conflict, 
significant increase in 
knowledge. No 
differences between 
groups. Chi-square 
tests, exact test, two-
sample t-test  

Not randomized, no 
control, 
convenience 
sample, small 
sample size from 
single site./ Strong 
support of online 
medium as 
satisfying and able 
to create an 
accurate AD.  
Increases 
knowledge. 
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El-Jawahri 

(2016).  

Randomized, 

Controlled 

Trial of an 

Advance Care 

Planning 

Video 

Decision 

Support Tool 

for Patients 

With 

Advanced 

Heart Failure. 

Circulation 

Explores 

impact of 

video 

decision 

aid and 

patient 

checklist 

on ACP in 

heart 

failure 

patients 

Randomized 

controlled trial; 

Level Il; (IV): 

verbal 

description vs 

verbal and video 

description (DV): 

patient 

preferences for 

care 

n=246 pts 

age 64 with 

heart failure; 

2:2 block 

randomization 

stratified on 

basis of ICD 

placement 

with 

assignments 

concealed in 

numbered 

envelopes; 

multi-site 

inpatient and 

ambulatory 

settings across 

United States 

Pre/post 

intervention 

questionnaire 

assessing pt 

preferences for 

care and pt’s 

knowledge of 

choices. 

Questionnaire used 

and tested in 

previous studies 

but reliability not 

explicitly stated. 

Video arm more 

likely to select 

comfort measures. 2 

tests for differences 

between arms.  2-

sample t-tests 

knowledge 

differences. K 

statistics summarized 

agreements.  Fisher 

exact tests for GOC 

discussions.  2 sided 

p-values of p<.05 

Data collectors not 

blinded to 

randomization. 

Primarily white 

demographics.  

Possible bias in 

video./ Very 

standardized 

intervention 

indicating video 

decision aids 

increase ACP 

participation and 

improves pt 

knowledge and 

understanding. 

Volandes 

(2016). Use of 

Video 

Decision Aids 

to Promote 

Advance Care 

Planning in 

Hilo, Hawai‘i. 

Journal of 

General 

Internal 

Medicine.  

Assess if 
use of ACP 
video tools 
would 
increase 
ACP 
documenta
tion. 

Mixed method, 
Level IV; (IV): 
Introduction/ava
ilability of ACP 
video tool to 
providers, (DV): 
ACP 
documentation, 
hospice use, 
hospital death 
rates, cost 

Chart review 
of n=346 inpts 
pre 
intervention, 
and n=2773 
post 
intervention, 
n=3,888 outpt; 
population 
based sample, 
in Hilo Hawai'i 

ACP 
documentation 
rates, Hospice use 
rates, rate of 
deaths occurring 
in hospital, costs 
in last month of 
life.  Reliability not 
reported  

ACP documentation 
increased 39.9% post 
intervention in inpts.  
Primary care ACP 
completion rate= 
37%.  Hospice use 
increased 13.8%. Hilo 
hospice admission 
rates grew faster 
than controls. Trend 
in decrease hospital 
deaths.  Slower 
growth of healthcare 
costs at EOL. 

Located only in 
Hawaii, other 
explanatory 
variables such as 
pay-for-quality 
incentive for ACP 
documentation. 
Unknown who 
actually saw the 
videos and their 
influence./ Looks at 
potential big 
picture effects of 
ACP program. 
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Ostherr (2016). 

Death in the 

Digital Age: A 

Systematic 

Review of 

Information 

and 

Communicatio

n Technologies 

in End-of-Life 

Care. Journal 

of Palliative 

Medicine 

Identify 
informatio
n and 
communic
ation 
technologi
es (ICT) 
being used 
in EOL 
communic
ation. 

Systematic 
review of 
quantitative 
experimental 
and 
observational 
studies; Level III 
(downgrade 
from level II); 
Diverse variables 

n=38 studies 
with diverse 
demographics 
and roles 
across various 
settings 

Types of 
technology used, 
technology by 
date of study, 
purposes of 
technology.  
Reliability not 
reported 

11 types of 
technology in use 
with video and 
websites most 
common. Trend in 
increasing 
technology use.  
Most often used to 
provide 
education/informati
on and serve as 
decision aid.  Articles 
coded and counted 
with basic 
descriptive statistics 

Heterogeneous 
sample prevented 
analysis of 
effectiveness of 
interventions.  
Limited to English 
only studies./ 
Shows the trend in 
technology for use 
in ACP.   

Lum (2016). 

Advance care 

planning meets 

group medical 

visits: the 

feasibility of 

promoting 

conversations. 

Annals of 

Family 

Medicine 

Describes 

feasibility 

of using 

group visit 

model to 

discuss 

advance 

care 

planning. 

Mixed method 

cohort study, 

Level IV; (IV): 

Group medical 

visit providing 

ACP material/ 

(DV): RE-AIM 

(reach, 

effectiveness, 

adoption, 

implementation, 

maintenance) 

framework 

n=32 with 

mean age 79, 

convenience 

sample from 

seniors clinic 

in Aurora, 

Colorado 

Patient 

participation, 

engagement in 

ACP, clinician 

referral patterns, 

patient retention, 

patient 

discussions.  

Reliability not 

reported. 

Increased ACP 

engagement from 

19% to 41% (p=.02).  

High comfort with 

conversations.  40% 

patient participation 

rate.  High clinician 

referral rate. Basic 

descriptive statistics 

utilized. 

Pilot study, exact 

role and influence 

the PREPARE 

videos played is 

unclear./ Evidence 

for GMV in 

primary care with 

elderly to increase 

ACP with use of 

multimedia tool. 
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Michigan 

Quality 

Improvement  

Consortium 

(2016). 

Michigan 

Quality 

Improvement  

Consortium 

Guideline: 

Advance Care 

Planning. 

Guideline 

to assist 

providers 

in 

engaging 

patients in 

ACP 

Clinical Practice 

Guideline; Level 

I; no variables 

N/A N/A Discusses key 

components of ACP 

process including 

documentation, 

revision, and 

implementation 

recommendations 

Only offers 

recommendation 

for proprietary or 

non-multimedia 

tools for ACP./ 

Recommends use of 

tools for facilitating 

ACP 

Austin (2015).  

Tools to 

promote 

shared 

decision 

making in 

serious illness: 

A systematic 

review.  

JAMA Internal 

Medicine 

SR of tools 

promoting 

shared 

decision 

making in 

serious 

illness to: 

identify 

relevant 

tools, 

evaluate 

quality of 

evidence, 

summarize 

tool effects 

Systematic 

Review of RCTs 

with and without 

randomization; 

Level II 

(downgrade from 

level I); 

Variables diverse 

38 total studies 

(17 RCTs + 21 

small pilot or 

pre/post 

intervention 

designs) with 

heterogeneous 

patients 

populations 

across diverse 

healthcare 

settings from 

1995-2014. 

Identified various 

effects of different 

tools on patient-

centered outcomes.  

Reliability varied 

by study. 

Studies were 

assigned grades and 

show decision tools 

clearly (not 

statistically 

confirmed in this SR) 

improve patient 

knowledge and 

preparation for 

treatment choices 

including ACP 

Interventions 

reviewed were 

across diverse 

settings with 

diverse, but 

sometimes disease 

specific 

populations. No 

statistical analysis 

of effect size. Good 

review of existing 

studies and supports 

use of decision 

tools. 
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Jain (2015).  

Video decision 

aids to assist 

with advance 

care planning: 

a systematic 

review and 

meta-analysis. 

BMJ Open. 

Evaluates 

the impact 

of video 

decision 

aids on 

patients’ 

goals of 

care 

preferences

. 

Systematic 

review with 

meta-analysis; 

Level II 

(downgrade from 

level I); 

(IV):video ACP 

interventions, 

(DV): 

preferences of 

life-sustaining 

treatments, pt 

ACP knowledge, 

confidence, AD 

completion rates 

n=10 RCTs 

with 2220 pts 

with various 

sampling and 

randomization 

methods 

across multiple 

sites 

Pt preferences for 

use of life 

sustaining tx, ACP 

knowledge, 

completion of AD 

outcomes 

Low quality evidence 

suggests video 

intervention 

decreases CPR 

preference (RR .50 

95% CI .27 to .95), 

ACP knowledge 

tends to increase, 

trend that videos 

increase AD 

completion, high pt 

comfort level with 

videos. Risk ratios, 

95% Cis; Cohen’s K 

for SR 

Potential bias by 

including only pt’s 

with non-missing 

data, older 

intervention RCTs 

differ in focus from 

newer studies, 

effect seen could be 

explained by dose/ 

SR/MA suggesting 

videos are well 

received and impact 

ACP decisions 

Green (2015).  

Advance Care 

Planning Does 

Not Adversely 

Affect Hope or 

Anxiety 

Among 

Patients With 

Advanced 

Cancer.  

Journal of Pain 

and Symptom 

Management. 

Explores 

how using 

online 

ACP tool 

affects 

hope, 

hopelessne

ss, or 

anxiety in 

patients 

with cancer 

Randomized 

controlled trial; 

Level II; (IV): 

MYWK online 

decision aid vs 

written education 

(DV): effecting 

hope, 

hopelessness, 

anxiety and pt 

knowledge. 

n=200 with 

advanced 

cancer; 

purposive 

sample 

randomized 

with stratified 

permuted-

block 

approach; 

recruited from 

oncology 

clinics in PA 

Patient 

demographics, 

Hopefulness with 

Hearth Hope Index 

(Cronbach’s= 

0.97), 

Hopelessness with 

Beck Hopelessness 

scale “has 

reliability and 

concurrent 

validity”, Anxiety 

with State Trait 

Anxiety Inventory  

Intervention arm 

showed increased 

knowledge without 

decreasing hope, 

increasing 

hopelessness or 

anxiety. 2 for 

categorical variables, 

exact tests, two-

sample t-test, 

Wilcoxon rank-sum 

test for continuous 

variables.  

High rate of 

declined 

participation from 

recruited sample, 

single-site study 

location, modest 

diversity of sample, 

single-blind./ RCT 

demonstrating 

improved 

knowledge with no 

negative effects of 

using online ACP 

tool. 
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Butler (2014).  

Decision Aids 

for Advance 

Care Planning: 

An Overview 

of the State of 

the Science.  

Annals of 

Internal 

Medicine 

Overview 

of state of 

research of 

decision 

aids being 

used for 

advance 

care 

planning 

Technical brief; 

Level III; 

Variables diverse 

16 studies (9 

RCTs + 7 case 

series)  across 

diverse 

samples and 

settings 

Reviewed existing 

aids and context 

for use, current 

evidence, patient 

populations, and 

decision aid 

methods 

Identified most 

existing decision aids 

are proprietary.  

Some aids are 

directed to general 

population while 

some are targeted at 

specific populations. 

Overall lack of 

quality effectiveness 

studies in current 

decision aid research 

As a technical brief, 

does not synthesize 

outcomes, rate risk 

of bias, or grade 

evidence strength./ 

Provides overview 

of state of science 

regarding decision 

aids. 

Schrijvers 

(2014). ESMO 

clinical 

practice 

guidelines on 

palliative care: 

advance care 

planning 

Provides 
guidance 
on the 
discussion 
and 
provision 
of ACP 
with 
emphasis 
on 
oncology 
patients 

Clinical Practice 
Guideline; Level 
I; no variables 

N/A N/A Provides overview of 
ACP including 
epidemiology.  
Identifies topics for 
discussion, how to 
facilitate it, and 
legal/ethical 
considerations 

Focused more on 
specific population, 
not U.S. based.  
Does not discuss 
use of tools./ 
Serves as additional 
guideline support 
for importance of 
ACP. 
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Sudore (2014). 

A Novel 

Website to 

Prepare 

Diverse Older 

Adults for 

Decision 

Making and 

Advance Care 

Planning…Jou

rnal of Pain 

and Symptom 

Management.  

Pilot test 
the 
efficacy of 
a novel 
website for 
engaging 
older 
adults in 
ACP 

Quantitative 
quasi-
experimental 
pre/post design, 
Level IV 
(downgrade 
from level III); 
(IV): website use 
(DV):  ACP 
engagement 
(numerous 
measures), stage 
of behavior 
change, 
decisional 
balance, 
satisfaction 

n= 43, 
volunteer 
convenience 
sample of 
diverse older 
adults  over 
age 60 from 3 
low income 
senior centers 
in San 
Francisco 

Process measures 
(e.g. knowledge, 
contemplation, 
self-efficacy) 
Cronbach=0.94, 
Action measures 
(e.g. actions 
taken) 
Values/Beliefs 
(Cronbach=0.89), 
process change 
(Cronbach=0.93) 

Increased ACP 
engagement Process 
measures in behavior 
change, knowledge, 
contemplation, self-
efficacy, readiness. 
No increase in action 
measures. More 
move from 
precontemplative 
phase. High 
satisfaction.  

Pilot study, no 
control, no 
blinding, 
convenience 
sample without 
randomization, 
single region, 
numerous 
comparisons/ 
Shows high 
satisfaction with 
tool, useful in 
progressing pts 
along behavior 
change  

Vogel (2013). 

Development 

and pilot of an 

advance care 

planning 

website for 

women with 

ovarian cancer: 

A randomized 

controlled trial. 

Gynecologic 

oncology.  

Evaluate 
effect of 
novel ACP 
website on 
women 
with 
ovarian 
cancer. 

Randomized 
controlled trial; 
Level III 
(downgrade 
from level II); 
(IV): ACP 
website, (DV): 
advance 
healthcare 
directive (AHD) 
completions and 
palliative care 
consultation 

n=35 women 
with ovarian 
cancer; 
convenience 
volunteer 
sample 1:1 
randomization 
, blocked by 
disease status; 
outpatient 
single site Gyn 
Onc clinic at 
University of 
MN 

Demographics, 
health literacy, 
completion of 
AHD, palliative 
care consultation, 
modified Stage of 
Change, decisional 
conflict, website 
use and 
satisfaction. 
Reliability not 
reported. 

No difference in AHD 
completion or 
palliative care 
consult between 
arms.  Trend of less 
decisional conflict in 
control arm. High 
satisfaction with site. 
Chi-squared tests, 
Fisher's exact tests, 
t-tests, intention to 
treat 

High dropout rate, 
small sample size, 
possible selection 
bias, single site, 
usability problems 
of website created 
barriers to 
intervention./ High 
acceptability of 
website medium. 
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Epstein (2013).  

A Randomized 

Controlled 

Trial of a 

Cardiopulmon

ary 

Resuscitation 

Video in 

Advance Care 

Planning for 

Progressive 

Pancreas and 

Hepatobiliary 

…  Journal of 

Palliative 

Medicine 

Evaluates 

whether a 

CPR 

decision-

aid video 

promotes 

further 

ACP 

discourse. 

Assess 

downstrea

m affects 

Randomized 

controlled trial; 

Level II; (IV): 

Narrative or 

video CPR 

descriptions 

(DV): ACP 

documentation in 

MR 

n=56 with 

progressive 

pancreas or 

hepatobiliary 

cancer; 

consecutive 

sampling 

method 

randomized 

1:1 by random 

permuted 

block; 

oncology 

clinics 

affiliated with 

Memorial 

Sloan-

Kettering 

Cancer Center 

Demographic 

questionnaire, 

knowledge 

assessment used in 

previous studies, 

reliability not 

identified, 

questionnaire 

assessment of CPR 

preferences. 

Comfort with 

material assessed 

with Likert scale, 

MR review 

Intervention well 

received, videos may 

be helpful but not 

statistically 

significant. 

Independent sample-t 

test for continuous 

variables. Fisher’s 

Exact Test was used 

for discrete variables. 

McNemar’s 2 test 

for pre-post 

intervention changes 

Homogenous 

sample (white, 

educated) with 

specific diagnosis 

(progressive 

cancer).  Blinding 

of staff not present/ 

Trend supports 

potential benefits of 

videos in generating 

Ads and facilitating 

ACP conversations. 

Volandes 

(2012). 

Augmenting 

Advance Care 

Planning in 

Poor Prognosis 

Cancer with a 

Video 

Decision Aid: 

A Pre-Post 

Study. Cancer 

Evaluate 
effect of 
ACP video 
decision 
aid on 
goals of 
care 
preference
s in 
patients 
with 
advanced 
cancer 

Quantitative 
quasi-
experimental 
pre/post design, 
Level III; (IV): 
video use (DV):  
Goals of care 
preferences, 
CPR/Ventilator 
preferences, 
GOC knowledge, 

n=80 with 
advanced 
cancer; 
volunteer 
convenience 
sample 
without 
randomization
, from single 
site cancer 
clinic in New 
York City 

Change in goals of 
care preferences: 
life-prolonging, 
basic care, 
comfort care. 
Change in 
knowledge. Rating 
of comfort, utility, 
helpfulness of 
video aid.  

No change in GOC 
preference (p=.28), 
Increased knowledge 
scores after video 
(p<.001).  Decreased 
preference of CPR 
and ventilation 
(p=.008). McNemar's 
test, two sample t-
tests, chi-square. 

Single site sample, 
not randomized, no 
control.  Single 
disease state. 
Potential aesthetic 
bias of video.  Most 
participants had 
ADs./ Video aids 
may give better 
understanding of 
CPR/ventilation.  
Satsifactory 
medium. 
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Mitty (2012). 

Advance 

Directives. 

National 

Guideline 

Clearinghouse 

Provides a 

standard of 

practice 

protocol 

for 

assisting 

older 

adults in 

AD 

completion 

and ACP  

Clinical Practice 

Guideline; Level 

I; no variables 

N/A N/A Provides guiding 

principles, 

assessment 

parameters, and care 

strategies for 

discussing and 

facilitating AD 

completion. 

Does not discuss 

specific tools.  

Guidance very 

general at times. 

Focuses most on 

ADs not ACP/ 

Recommends to 

facilitate AD convo 

as EBPG. 

Hossler 

(2011).  

Advance care 

planning for 

patients with 

ALS: 

Feasibility of 

an interactive 

computer 

program. 

Amyotrophic 

Lateral 

Sclerosis 

Pilot study 

examining 

if computer 

based 

decision 

aid 

improves 

ACP 

engagemen

t in pt’s 

with ALS 

Quantitative 

quasi-

experimental 

pre/post-design; 

Level III; (IV): 

Computerized 

ACP tool 

(MYWK) (DV): 

self-

determination, 

satisfaction with 

ACP, decisional 

conflict 

n=17; 

volunteer 

convenience 

sample of ALS 

patients; from 

Penn State 

Medical 

Center 

Self-determination 

with adapted 

validated tool, 

ALS QoL and 

functional rating 

scales, satisfaction 

with ACP tool, 

decisional conflict, 

citations of 

validation and 

reliability studies 

provided 

High satisfaction 

(8.5/10) and 

perceived accuracy 

(8.6/10), satisfaction 

with tool (4.16/5).  

Analysis of means 

and std errors with 

continuous variables, 

freq. distributions, t-

test for pre-post 

intervention 

measures 

Small sample size, 

primarily 

Caucasian, specific 

disease process 

(ALS), convenience 

sample, potential 

bias of authors, 

pilot study./ 

Convincing scores 

of pt satisfaction, 

ease of use and 

accuracy of 

computer decision 

tool. 
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Deep (2010).  

"It helps me 

see with my 

heart": how 

video informs 

patients' 

rationale for 

decisions 

about future 

care in 

advanced 

dementia.  

Patient 

Education & 

Counseling 

Explores 

how a 

video of a 

patient 

with 

advanced 

dementia 

effects 

goals of 

care 

preferences 

Qualitative 

descriptive pre-

post survey; 

Level VI; 

(IV):video usage 

(DV) preferences 

for care and 

impact of video 

Convenience 

sample n=120 

with purposive 

oversampling 

of African-

American and 

Latino groups; 

From seven 

primary care 

clinics in 

greater Boston 

area 

Structured verbal 

questionnaire 

developed from lit 

review and expert 

opinion. Measured 

pre-post 

preferences of care 

and rationales 

coded. Reliability 

not reported 

Pre video 60/120 

chose comfort care, 

post video 107/120 

chose comfort care.  

Rationale coded to 

treatment-centered or 

patient centered.  

Increase in patient-

centered rationale 

after video.  

Thematic content 

analysis utilized 

Video not 

reproducible.  

Limited to dementia 

patient population.  

Focused on single 

decision in 

comprehensive 

ACP./ 

Demonstrates 

impact of 

multimedia tools in 

decision making. 

Matsui (2010) 

Effectiveness 

of end-of-life 

education 

among 

community-

dwelling older 

adults. Nursing 

Ethics. 

Examines 

the 
effectiven

ess of 

providing 

informatio
n about 

end-of-life 

issues for 

Japanese 

older 
adults 

dwelling 

in the 

communit

y  

Quantitative 

quasi-

experimental 

pre/post design; 

Level III; (IV): 

video with 

handout and 

discussion, 

education 

handout only 

(DV): attitude 

toward EOL 

issues, 

preferences of 

care, acceptance  

of intervention, 

completion rate 

n=121 

Japanese 

adults  age 

65; volunteer 

convenience 

sample; across 

6 senior center 

sites in West 

Japan 

Demographics, 

questionnaire pre-

post intervention 

assessing attitude 

change toward 

EOL preferences, 

and effects of 

education 

program, no 

reliability of tool 

provided 

Intervention program 

well accepted, 

increased discussions 

with 

family/physician, and 

improved attitude 

toward living wills, 

decreased preference 

for artificial 

nutrition. 2, t-tests, 

Wilcoxon rank-sum, 

SPSS 

Non-US sample, no 

randomization, 

intervention not 

easily reproducible, 

dose effect as 

possible 

explanation./ Video 

arm had high 

satisfaction and 

intervention 

increased 

discussions with 

family or physician. 
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El-Jawahri 

(2010)  Use of 

Video to 

Facilitate End-

of-Life 

Discussions 

With Patients 

With Cancer: 

A Randomized 

Controlled 

Trial. Journal 

of Clinical 

Oncology 

Evaluates 

how a 

goals-of-

care video 

influences 

EOL 

decision-

making in 

pts with 

cancer 

Randomized 

controlled trial; 

Level II; (IV) 

verbal 

description vs 

video and verbal 

description 

(DV)pt 

preferences for 

care, pt’s 

uncertainty level, 

pt’s comfort with 

video 

n=50 with 

diagnosis of 

malignant 

glioma; 

consecutive 

sampling 

method; 

multiple site 

oncology 

clinics at 

Massachusetts 

General 

Hospital 

Demographic and 

knowledge 

assessment 

questionnaires. 

Likert scale used 

for perceived value 

of video. 

 Increased preference 

for comfort care in 

video arm and 

increased certainty. 

Video comfortable 

for viewing. 

Characteristics 

summarized using 

proportions and 

means. 95% CI 

reported, 2,  

McNemar tests, Two 

sample T-tests, 

p<.05. 

Small sample size, 

primarily white 

demographic.  

Specific diagnosis 

(malignant 

glioma)./ Supports 

use of multimedia 

tools in increasing 

pt knowledge and 

certainty in decision 

making. Supports pt 

comfort in viewing 

videos. 

Volandes 

(2009). Video 

decision 

support tool 

for advance 

care planning 

in dementia: 

randomized 

controlled trial. 

The BMJ.  

Evaluate 

effect of 

ACP video 

decision 

aid 

discussing 

advance 

dementia 

scenario on 

preferences 

and 

stability of 

preferences 

for future 

medical 

care in 

elderly 

Randomized 

controlled trial; 

Level II; (IV): 

ACP video, 

(DV): 

preferences for 

goals of care, 

preferences for 

goals of care at 6 

weeks 

n=200 age 65 

and over; 

volunteer 

convenience 

sample 

randomized 

with computer 

scheme; 

assignments 

concealed in 

numbered 

envelopes; 

from 4 

primary are 

clinics around 

Boston 

Preferred goal of 

care: life 

prolonging, 

limited, or 

comfort; 

Knowledge of 

dementia; health 

literacy; comfort 

with video 

decision aid. 

Reliability not 

reported 

More video arm 

participants (22%) 

preferred comfort 

care (chi-square, , 

95% CI) OR:3.9. .  

Knowledge scores 

higher and increased 

more in video arm 

(p<.001). Stability of 

preferences in video 

arm. Video highly 

acceptable. 

Single blind. 

Differences of 

demographics in 

arms. Videos can 

have aesthetic bias. 

Possibly 

unrepresentative 

sample./ Influence 

of videos over 

narrative. 

Acceptability of 

video medium. 

Stable preferences 
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Green (2009).  

Development 

of an 

interactive 

computer 

program for 

advance care 

planning. 

Health 

Expectations. 

Describes 

the 

developme

nt of an 

online 

multimedia 

decision 

aid for 

ACP 

Quantitative 

quasi-

experimental 

pre/post design; 

Level IV 

(downgrade from 

level III); (IV): 

using computer 

program (DV):pt 

satisfaction, 

knowledge 

improvement, 

accuracy of 

wishes 

n=50 

volunteers 

mean age 52 

from internal 

medicine 

outpatient 

clinic in 

central PA, 

n=34 from 

cancer clinic at 

Penn State 

Hershey 

Medical 

Center. 

Sampling 

method not 

described. 

Satisfaction and 

opinion of 

knowledge change 

assessed with 10 

and 5 point Likert 

scales.  Accuracy 

of wishes with 7 

point Likert. 

Reliability and 

validity of tools 

not described. 

Pts reported high 

satisfaction 

improvement in 

knowledge, and 

accuracy of computer 

generated wishes. 

Methods of statistical 

analysis not 

provided. 

Low level of 

evidence (pilot 

evaluation with 

little rigor).  Sample 

appears to be 

convenience with 

minimal description 

for 

generalizability./ 

Shows promise of 

the intervention and 

explains 

development of 

computer 

multimedia tool. 

Conroy (2009). 

Advance care 

planning: 

concise 

evidence-based 

guidelines. 

Clinical 

Medicine. 

Evidence 

based 

practice 

guideline 

for the 

implement

ation of 

advance 

care 

planning 

Clinical practice 

guideline; Level 

I: No variables 

N/A N/A Provides 

recommendations 

with graded evidence 

for the facilitation of 

advance care 

planning 

Not a U.S. based 

guideline (British), 

does not discuss 

decision aids/tools./ 

Recommends ACP 

in primary care 

setting.  

Comprehensive 

guideline, discusses 

barriers to ACP. 
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Patel (2004). 

Influencing 

advance 

directive 

completion 

rates in non-

terminally ill 

patients: a 

systematic 

review. Journal 

of Critical 

Care. 

Systematic 
review of 
how 
educationa
l ACP 
interventio
ns 
influence 
AD 
completion 
rates in pts 
without 
terminal 
illness 

Systematic 
review of 
quantitative 
RCTs; Level I; 
(IV): Various 
educational 
interventions 
(DV): AD 
completion rate 

n=9 studies 
from 1992-
2001 with 
total of 3206 
patients, only 
one study with 
multimedia 
intervention 
(video); 
consecutive 
patient 
selection; 
diverse 
inpatient and 
outpatient 
settings 

Advance directive 
completion rate.  
Reliability not 
reported. 

Educational 
interventions appear 
to improve AD 
completion, but no 
difference between 
simple and 
multifaceted 
interventions.  
Interventions with 
direct counseling 
appear more 
effective. OR with 
95% CI calculated 

Older study 
without many 
multimedia 
interventions. 
Questionable 
generalizability 
given sample 
demographics. 
Looked at AD 
completion rates 
and not ACP 
benefits./ Shows 
intentional 
intervention can 
increase AD rates.  

Ho (2000).  

The effect of 

advance care 

planning on 

completion of 

advance 

directives and 

patient 

satisfaction in 

people with 

HIV/AIDS. 

AIDS Care. 

Evaluate 

effect of 

personalize

d ACP 

interventio

n on AD 

completion 

and pt 

satisfaction 

Quantitative 

prospective 

cohort; Level IV; 

(IV)ACP video, 

counseling, and 

education 

handouts (DV):  

pt satisfaction, ad 

completion rates 

n=140; 

volunteer 

convenience 

sample; from 

HIV/AIDS 

clinics around 

Toronto 

Pt characteristics, 

Satisfaction by 

AD-PSQ, 

Cronbach 

alpha=0.956, 

questionnaire of 

AD completion, 

reliability not 

reported 

Intervention 

increased AD 

completion rates, but 

many not legally 

valid. Trend in 

increasing 

satisfaction( p=.07). 

McNemar’s test, 

paired t-tests, 

Wilcoxon signed-

rank test, Bonferroni 

correction 

Volunteer sample, 

specific disease 

(HIV/AIDS), 

multifaceted 

intervention with 

counselling, 

unknown causality/ 

Demonstrates 

focused efforts, 

including video, 

may increase AD 

completion. 
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Murphy 

(2000). An 

educational 

intervention 

for advance 

directives. 

Journal of 

Professional 

Nursing. 

Pilot study 

examining 

effect of 

interactive 

CD-ROM 

on AD 

attitude 

and 

knowledge 

in older 

adults. 

Quantitative 

quasi-

experimental 

pre/post design; 

Level III; (IV): 

AD CD-ROMs 

tool (DV): AD 

knowledge, 

attitude toward 

ADs 

n=30 older 

adults; 

convenience 

volunteer 

sample from 

multipurpose 

senior center 

AD knowledge 

(Cronbach’s 

alpha= 0.79), AD 

attitude 

(Cronbach’s 

alpha= 0.80).  

Satisfaction with 

program, ease of 

use (reliability not 

reported) 

AD knowledge 

improved (p=.03) 

using paired 

Student's t-test.  

Trend in increased 

attitude (p=.07) using 

paired Student's t-

test.  High 

satisfaction and ease 

of use. 

Single site, small, 

volunteer sample 

size, no 

randomization or 

control./  Computer 

based information 

programs 

acceptable and 

effective at 

increasing 

knowledge in 

elderly. 

Brown (1999).  

Practical 

methods to 

increase use of 

advance 

medical 

directives.  

Journal of 

General 

Internal 

Medicine 

Compare 

effectivene

ss of 

written 

materials 

(WM) vs. 

WM plus 

videotape 

in 

increasing 

advance 

directive 

use 

Randomized 

controlled trial; 

Level II; 

(IV):Written AD 

education, video 

AD education 

(DV):presence of 

AD in MR 

Population 

based sample 

of all n=1302 

age 75 

excluding 

blind or 

cognitively 

impaired; 

randomization 

method 

unclear; single 

site CO 

AD placement 

rates; reliability 

not identified 

Written education 

increased AD 

placement rate, but 

addition of video did 

not increase rate 

further.  Differences 

analyzed with 2 and 

Mann Whitney 

Low participation 

rate. High rate of 

intervention group 

did not watch 

video. Not 

identified if 

intervention tools 

were reliable.; 

Shows tools 

increase AD 

facilitation. 
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Siegert (1996). 

Impact of 

advance 

directive 

videotape on 

patient 

comprehension 

and treatment 

preferences. 

Archives of 

Family 

Medicine 

Explore 

effects of 

ACP 

videotape 

on pt 

comprehen

sion of AD 

concepts 

and 

preferences 

for 

resuscitatio

n 

Randomized 

controlled trial; 

Level II; (IV): 

advance directive 

videotape vs 

general 

healthcare 

videotape,  (DV): 

comprehension 

of AD concepts, 

preferences for 

resuscitation 

n=36 pts >age 

40; volunteer 

convenience 

sample block 

randomized 

with random 

numbers table; 

from Rehab 

center at VA 

in Durham, 

NC 

AD concept 

comprehension 

through 

standardized 

interviews.  

Treatment 

preferences using 

standardized 

interview.  

Reliability not 

reported. 

Comprehension 

improved for both 

groups, but not 

different between 

groups. No change in 

resuscitation 

preferences. Chi-

squared and t-tests. 

Tukey's studentized 

range test, Spearman 

correlation 

coefficients. 

Old study. 

Volunteer, small 

sample from single 

site.  Unknown 

comprehensiveness 

of video for ACP.  

Possible aesthetic 

bias of video./ 

Demonstrates not 

all multimedia tools 

are useful. 
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Appendix E 

Rating System for the Hierarchy of Evidence 

For an Interventional Inquiry 

(Modification by [L.L.] for course N5613) 

Level  I  

Evidence from a systematic review or meta-analysis of all relevant 

RCTs.  Evidence-based clinical practice guidelines based on 

systematic reviews of RCTs).*                                                                                             

Level  II  

Evidence obtained from well-designed RCT.                                               

Quantitative systematic review of well-designed controlled trial 

without randomization. 

Level  III  

Evidence obtained from well-designed controlled trial without 

randomization (quasi-experimental).                                                           

Quantitative systematic review of case-control, cohort, or 

correlational studies.                                                           

Level  IV 
Evidence from well-designed case-control or cohort study  (or 

correlational study)  

Level  V  
Evidence from systematic review of quantitative descriptive (no 

relationship to examine) or qualitative studies. 

Level  VI  
Evidence from a single quantitative descriptive (no relationships to 

examine in the study) or qualitative study  

Level  VII  
Evidence from the opinion of authorities and/or reports of expert 

committees 

Melnyk, B.M.& Fineout-Overholt., E. (2015). Evidence-based practice in nursing and 
healthcare. Philadelphia Lippincott Williams & Wilkins,.  
*Italics, appropriate in this category, modification by LL 2017 based on opinions from experts 
to place SR at one level higher than single study design level.  
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Appendix F 

IRB Approval Letter 
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Appendix G 

IRB Approved Informed Consent 

 

 

UMKC IRB # 17-234 

Consent Form 
Page 1 of 4 
Version Date: 9/21/17 
 

UMKC IRB 
Approved 

from: 9/27/2017   to: 9/26/2018 
IRB #: 17-234 Version: 9/21/2017 

CONSENT FOR PARTICIPATION IN A RESEARCH STUDY 

 

READ ALL THE WAY THROUGH AND KEEP FOR YOUR OWN 

INFORMATION 

TITLE OF STUDY 

A Multimodal Intervention to Improve Advance Care Planning in Primary Care Medicare 

Patients  
 

Principal Investigator: Dr. Janet Wood, DNP, RN, NP-C 

Co-Investigator: Dr. Susan Kimble, DNP, RN, ANP-BC, FAANP 

Student Investigator: Mr. Walter “Chip” George, BSN, RN, Graduate Student 

 

Request to Participate 

 

You are being asked to take part in a research study. This study is being conducted at Northland 

Family Care by researchers at the University of Missouri- Kansas City.  

 

The researcher in charge of this study is Dr. Janet Wood. While the study will be run by her, other 

qualified persons who work with her may act for her.  Mr. Chip George is working as the student 

investigator.   

 

Student Investigator 

Walter “Chip” George, RN, BSN, Doctor of Nursing Practice Graduate Student 

University of Missouri- Kansas City School of Nursing 

2464 Charlotte St, Kansas City, MO 64108 

816-878-7261 

wgp5f@mail.umkc.edu 

 

The study team is asking you to take part in this research study because you are scheduled for your 

Medicare Annual Wellness Visit in the next few months.  Research studies only include people 

who choose to take part.  Please read this consent form carefully and take your time making your 

decision. Mr. George can go over this consent form with you. Ask him to explain anything that 

you do not understand.  Think about it and talk it over with your family and friends before you 

decide if you want to take part in this research study. This consent form explains what to expect: 

the risks, discomforts, and benefits, if any, if you consent to be in the study. 

 

Background 

Advance care planning helps people think about and possibly write down their health care wishes 

before they became too sick to speak or make decisions for themselves. Most doctors and major 

medical organizations think it is a good idea to ask patients about their wishes or plans.  

Knowing patient wishes for care is even more important as patients begin to get older or begin 

fighting potentially chronic illnesses.  This is why Medicare patients are being asked to take part 

in this study.  You will be one of about 100 subjects in the study at Northland Family Care.  
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UMKC IRB # 17-234 

Consent Form 
Page 2 of 4 
Version Date: 9/21/17 
 

UMKC IRB 
Approved 

from: 9/27/2017   to: 9/26/2018 
IRB #: 17-234 Version: 9/21/2017 

Purpose 

 

We do not know the best way to routinely share and discuss advance care planning information 

with patients in primary care.  The purpose of this research study is to increase the number of 

patients who participate in advance care planning with their doctors.  Results of previous studies 

show that advance care planning is very helpful to patients and patients’ families, but it is not 

completed very frequently.   

 

Procedures  

People who join the study will be asked to complete a short paper and pencil survey at the 

beginning.  This will take about 10 minutes and can be returned to Mr. George in the pre-

stamped and addressed envelope 

People who complete the survey will then be assigned to one of two groups. Mr. George will 

draw numbers from a hat to decide which patients go in each group. You have a 1 in 2 chance of 

receiving the new education treatment. 

The first group will receive advance care planning materials from Northland Family Care 

through the mail before their scheduled check-ups.  

 

The second group will receive information through the mail and be invited to join a two-hour 

group medical visit at Northland Family Care. Group medical visits are an office visit where a 

group of patients (usually 4-8 people) meet together with a healthcare provider to discuss and 

manage common medical issues.  During the two-hour visit, patients will receive more education 

about advance care planning. Members of this group will also be given access to a computer 

website that helps with advance care planning.  Completing all parts of the website is optional 

and may take 45-60 minutes. 

Patients in both groups will be asked to complete a second survey at the end of this project. This 

will also take about 10 minutes to complete. 

 

When you are done taking part in this study, you will not still have access to the group visits, but 

you can still access the advance care planning website.  

 

Risks and Inconveniences 

In this project you will be asked to think about the possibi lity of becoming very sick and asked to 

consider the type of medical care you believe that you would want in the future if you were 

dying.  Some people may feel uncomfortable thinking or talking about these issues.  You may 

refuse to participate in any part of the project and are free to stop at any time. 

If you attend the group medical visit, you may or may not decide to discuss personal views or 

information with the group.  Group members will hear information shared by one another.  You 

and the other patients at the group visit will be asked to sign a separate form agreeing to keep all 

shared information private.  You may leave the session at any time you choose and you may also 

refuse to answer any or all written or spoken questions during the study. 
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Appendix H 

Intervention Flow Diagram 

 

Recruitment
•SI identifies convenience sample of all 

scheduled Medicare Annual Wellness Visits 
(AWV) in proceeding 6 months.  Mails 
recruitment letter to n=1000 (after 
application of inclusion/exclusion criteria 
to estimated pop.  N=1440). Ongoing 
recruitment as patients schedule visits

•July- January 2018

Consent
•SI mails informed consent included in 

recruitment packet with pre-survey. 
Desired sample n=98.  Ongoing consent 
process coincides with recruitment.

•August- January 2018

Pre-data/test
•SI designates participants  into 

intervention/control arms n=49 in each 
arm. Retrospective chart review for ACP 
pre-data on all participants. 

•August- January 2018

Intervention
•Intervention arm is mailed ACP education, 

Prepare referral, blank advance directive 
and GES invitation. Control arm is mailed 
blank AD.  Mailings sent 1 month before 
scheduled AWV visits.  SI and faculty 
advisor facilitate voluntary group medical 
visits every 2 weeks for intervention arm 
pts.

•September 19th -Februrary 19th 2018

Post-data/test
•SI conducts review medical records following 

AWV for ACP documentation. Mail post-
survey and thank you letter. Data analysis

•October -April 2018
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Appendix I 

Project Timeline 

 
 

  

July- August 2017

Project proposal/ IRB approval/ Site 
confirmation

Aug.- Sept 2017

Begin retrospective data collection and 
recruitment of participants.  Begin mailing of 
education packets and invitations to GESs.

Sept 19th- March 19th 2018

Implementation of group medical visits

October- April 2018

Begin post-visit chart reviews and mailing of f/u 
surveys

October-May 2018

Data collection/analysis/dessimination
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Appendix J1 

Recruitment Materials 

Recruitment letter 

Dear ___, 

My name is Chip George and I am nursing student at the University of Missouri- Kansas City. I 

am studying to be an adult nurse practitioner and working on my Doctor of Nursing Practice 

degree. I am writing to invite you to join my research study about advance care planning at the 

project site.  

Advance care planning helps people think about and possibly write down their health care wishes 

before they became too sick to speak or make decisions for themselves. As we never know what 

the future holds, it is a good idea for all of us to have such a plan.  

You are invited to be in this study because you are on Medicare and scheduled sometime soon 

for a yearly check-up. I obtained your name and address from the project site with the OK from 

your doctor.  

People who join my study will belong to one of two groups. I will draw numbers to decide which 

patients go in each group.  

The first group will receive advance care planning materials from the project site through the 

mail before their scheduled check-ups.  

The second group will receive information through the mail and be invited to join a two-hour 

group medical visit at the project site. During the two-hour visit, they will receive more 

education about advance care planning.  

Patients in both groups will be asked to complete two short paper and pencil surveys.  

You are free to choose whether or not you want to participate in my study, and are free to stop at 

any time. No personal information including names, birthdays, medical record numbers, or social 

security numbers will be written down. That way, no one can identify the patients in the study.  

If you want to join my study, please read the enclosed Consent Form and complete the Pre-

Survey. Kindly send these back to me in the pre-stamped and addressed envelope.  

If you have any questions about the study, please email me, Chip George, RN [email] or 

[Faculty, email].  

Wishing you good health,  

Chip George 
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Appendix J2 

         Pre Survey   Code _____ 

FILLING OUT THIS SURVEY AND SENDING IT TO MR. GEORGE WILL SIGN YOU UP 

FOR THE STUDY. IF YOU WANT TO PARTICIPATE IN THE STUDY PLEASE RETURN 

THIS PRE SURVEY TO MR. GEORGE IN PRE-ADDRESSED ENVELOPE.     

DO NOT PUT YOUR NAME ON THIS SURVEY 

 

1. Please select your age: 
a. <50 
b. 50-59 
c. 60-69 
d. 70-79 
e. 80-89 
f. 90 

2. Gender: 
a. Female 
b. Male 

3. Race/Ethnicity 
a. Asian or Pacific Islander 
b. Black, African-American 
c. Hispanic or Latino 
d. Native American 
e. White, Non-Hispanic 
f. Multiethnic, other 

4. Education Level 
a. Less than High School 
b. High School Graduate 
c. Some College 
d. College Graduate 
e. Any Postgraduate or professional 

5. Relationship 
a. Divorced/Separated 
b. Married/Partner 
c. Single 
d. Widowed 

6. Health Status 
a. Poor 
b. Fair 
c. Good 
d. Very Good 
e. Excellent 

7. Have you ever Completed an Advance 
Directive? 
a. Yes 
b. No 

8. In the last 3 months have you talked with 
your family, friends, or doctors about 
your wishes for future medical care? 
a. Yes (If yes, circle all that apply:           

1) Friends  2) Family  3) doctors) 
b. No 

 

 

9. How well informed are you about who can be a medical decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

10. How well informed are you about what makes someone a good medical decision 
maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

11. How well informed are you about the types of decision that a medical decision 
maker may have to make for you in the future? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

12. How well informed are you about what it means to give a medical decision maker 
flexibility to make future decisions? 
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    Not at all     A little    Somewhat  Fairly  Extremely 
13. How well informed are you about the different amounts of flexibility a person can 

give their medical decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

14. How well informed are you about the types of questions you can ask your doctor 
that will help you make a good medical decision? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

15. How confident are you that today you could talk with your medical decision maker 
about the care you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

16. How confident are you that today you could ask someone to be your medical 
decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

17. How confident are you that today you could talk with your doctor about the care 
you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

18. How ready are you to talk with your doctor about the kind of medical care you 
would want if you were to be very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

19. How ready are you to talk with your doctor about who you want your medical 
decision maker to be? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

20. How ready are you to talk with your decision maker about the kind of medical care 
you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

21. How ready are you to sign official papers putting your wishes in writing about the 
kind of medical care you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

22. How ready are you to sign official papers naming a person or group of people to 
make medical decisions for you? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 

23. How ready are you to formally ask someone to be your medical decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
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Appendix K1 

Intervention Material 

PREPARE Pamphlet  

(Mailed to intervention arm only) 

[Removed: Copyrighted material]
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Appendix K2 

Intervention Material 

PREPARE Log-in Instructions  

(Mailed to intervention arm only) 

[Image removed: Copyrighted Material] 

 

When thinking about making future medical decisions, it is difficult to know where to even start.  

However, a website called PREPARE can help you through this process.  It takes about 45-60 

minutes to complete, but does not have to be done in one sitting.  This is an easy to use, step-by-

step website that helps you: 

1  Think through important questions 
2 Have a voice in YOUR medical care 
3 Talk to your doctors about your wishes 
4 Give your family and friends peace of mind 

 

To connect to the website: 

1) Go to www.prepareforyourcare.org. 
2) Turn up your volume to hear instructions. 
3) Click on the blue button “Start using PREPARE”. 
4) Click if you would like to view the website in English or Spanish. 
5) Click the “Sign In or Sign Up” button to make an account so you can save your 

progress or make changes later (recommended).  Click the Skip signing Up if you 
want to complete the activities in one siting or want to explore the website. 

6) If you choose to sign up, follow the instructions to create a username and password. 
7) Follow the step by step instructions to complete the activities on the website. 
8) When you have completed the activities, I encourage you to “Print the Summary of 

Your Wishes and Action Plan.” 
 

Please bring a copy of the Summary of Your Wishes and Action plan with you to your wellness 

appointment or group medical visit.  I also encourage you to share your Wishes and Action plan 

with your decision maker, if you selected one.  Please know that your wishes and action plan is 

not a legal document.  It is not an advanced directive.  However, we can help you to easily 

complete an advance directive using the information from the Summary of Your Wishes and 

Action Plan. 

 

If you have any trouble accessing or using the PREPARE website, please contact me at [email]. 

 

Thank you, 

Chip George 

 

  

http://www.prepareforyourcare.org/
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Appendix K3 

Intervention Material 

Invitation to Participate in Group Medical Visit  

(Mailed to intervention arm only) 

 

Dear  

 

 I would like to invite you to join me at the project site for a group education visit we have 

created to help patients work through the complex topics of Advance Care Planning.  At this visit 

we will discuss such topics as: advance directives, picking a surrogate decision maker, how to 

talk with your decision maker and doctor, giving flexibility to your decision maker, and many 

others.  This will be in a group setting with about 4-8 other patients so that patients may learn 

from each other’s questions and experiences.  Group visits are scheduled to last 2 hours with the 

following schedule: 

 

Arrival, check-in (10 minutes) 

Introductions (10 minutes) 

Advance care planning discussion using videos and handout (80 minutes) 

Individual goal setting (10 mins) 

Optional: Workshop time to complete advance directives (10 minutes) 

 

This group education session will be offered on: 

 

 

Please RSVP to [the project site] @ [phone number] if you would like attend. 

 

These group visits are completely voluntary.  You are under no obligation to attend unless you 

desire.  The visits are being offered to help you work through questions you might have on this 

complex topic.  There are NO costs to attend this education session.  You will NOT be billed. 

 

 

If you have any questions about these visits, please contact me at [email address] or [phone 

number]. 

 

Thank you, 

 

 

 

Chip George, RN, BSN, Graduate Student 

  



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  76 

 

Appendix K4 

Intervention Material 

Group Medical Visit Manual Excerpts  

(Used to provide evidence based structure to GESs) 

[Removed: Copyrighted Material; Lum, 2017) 

 

 Overview of GES discussion topics- modified from Lum, 2017 

I. Introductions 

a. Introduce self- Review Consent form 

b. My Background 

c. Patient Introductions 

i. Today’s goals are to talk about what’s important to you for your future 

healthcare choices and advance care planning. As we start, can you 

introduce yourself and share why you chose to come today?  

d. Watch ABC’s Video Clip “The Conversation: A Family's Private Decision”4:30 

II. Overview of ACP 

a. So I’ve said the phrase a few times now, but does anyone want to take a shot at 

defining the term “Advance Care Planning?” 

i. Advance care planning (ACP) 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. The goal of ACP is 

to help ensure that people receive medical care that is consistent with their 

values, goals and preferences during serious and chronic illness. For many 

people, this process may also include choosing and preparing another 

trusted person or persons to make medical decisions in the event the 

person can no longer make his or her own decisions.  

ii. Iterative process 

iii. Other words associated with ACP: living will, DPOA/medical/surrogate 

decision maker, advance directive 

b. Why is it important? 

i. Protects YOUR voice and preferences 

ii. Decreases stress on your family and doctors 

c. 3 personal scenarios 

i. 80+ y/o male in ICU/seizures 

ii. 75+ y/o male drinking beer with his son 

iii. My grandfather 

III. Participants share personal ACP stories  

a. Has anyone started thinking about what is most important to you? Have you or 

someone close to you had experiences with serious illness or death?  

 

IV. Participants discuss personal values   

a. Referring to the Conversation Starter Kit Step2: “Consider ‘what matters to me 

is...’ and ‘what matters to me at the end of life is...’. What do these questions 

bring up for you?”  

b. Video Step 2: 0-1:47 

c. Questions: 
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i. What makes your life worth living? 

ii. What experience have you had with serious illness?  You, someone close, 

someone on TV?  What went well, what did not go well?  Think about 

what went well, what did not go well, and why?  If you were in these 

situations, what would you want for yourself? 

iii. Can you imagine health situations that would be worse than death?  Are 

there health experiences not worth living?  (e.g. not being able to talk with 

family friends, not being able to live alone, being in pain, being kept alive 

on machines? 

iv. How do you balance quality of life with medical care? 

1. Treatments to try to live as long as possible 

2. Try treatments for a period of time 

3. Focus on quality of life 

4. Not sure 

d. Video step 2: 10:24-12:30 

e. What do you worry about your health in the future?  

V. Participants discuss role of surrogate decision makers, including choosing and 

sharing wishes with decision makers 

a. Who makes a good decision maker? Do you have a medical durable power of 

attorney? Have you talked with them?  

b. Who to choose: Video- decision makers Step 1: Min4:00-7:00 

c. How to ask: Video- Step 1 Min 8:33-13:37 

d. Step 3 of Conversation Starter Kit helps with this 

VI. Participants ask and answer questions related to ACP   
a. So what questions do you have at this point? 

Break 

VII. Participants discuss flexibility for surrogates in decision making  

a. Video- Flexibility Step 3 0:10- 6:50 

VIII. Participants consider ACP educational resources 

a. Websites- Prepare.com, makingyourwishesknown.com 

b. Handouts- The Conversation Project, Five wishes ($5), Caring Conversations 

c. Your doctor 

IX. Participants consider future healthcare choices, based on their questions or 

concerns  

a. The challenges of making future healthcare choices 

b. CPR (DNAR), hydration, artificial nutrition, place of death 

X. Participants discuss talking about ACP with healthcare providers  

a. Step 5: 00-0237, 0330-06:30 

XI. Participants set goals for personal ACP  

a. Action plan video 0-2:00 

b. Based on today’s discussion, what is a goal you have between now and your 
wellness visit?  What are your next steps regarding advance care 
planning[Suggest talking with a healthcare provider]   

XII. Participants ask and answer questions related to ACP  

a. So what questions do you have at this point? 
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XIII. Participants discuss aspects of advance directives, such as having them available and 

accessible  

a. Who should have a copy of your advance directive? 

i. Your own records, Your DPOA, Your Primary Care Doctor, Your Hospital 

XIV. Participants have opportunity to update ACP preferences (i.e. healthcare decision 

maker, future medical preferences in the electronic record, via group visit practitioner 
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Appendix K5 

Intervention Material 

Conversation Project 

(Used in GES with intervention arm) 

[Removed: Copyrighted Material from The Conversation Project] 
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Appendix K6 

Intervention Material 

[The Project Site] Advance Directive Education 

(Mailed to both control and intervention arms) 

[Removed: Copyrighted Advanced Directive from National Hospice and Palliative Care 

Organization] 
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Appendix K7 

Intervention Material 

(Mailed to both intervention and control arms) 

             Post-Survey   Code _______ 

DO NOT PUT YOUR NAME ON THIS SURVEY 

 
1. Have you ever Completed an Advance Directive? 

a. Yes 
b. No 

 
2. In the last 3 months have you talked with your family, friends, or doctors about your 

wishes for future medical care? 
a. Yes (If yes, circle all that apply:   1) Friends  2) Family  3) doctors) 
b. No 

 
3. How well informed are you about who can be a medical decision maker? 

 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

4. How well informed are you about what makes someone a good medical decision 
maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

5. How well informed are you about the types of decision that a medical decision 
maker may have to make for you in the future? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

6. How well informed are you about what it means to give a medical decision maker 
flexibility to make future decisions? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

7. How well informed are you about the different amounts of flexibility a person can 
give their medical decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

8. How well informed are you about the types of questions you can ask your doctor 
that will help you make a good medical decision? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

9. How confident are you that today you could talk with your medical decision maker 
about the care you would want if you were very sick or near the end of life? 
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    Not at all     A little    Somewhat  Fairly  Extremely 
 

10. How confident are you that today you could ask someone to be your medical 
decision maker? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

11. How confident are you that today you could talk with your doctor about the care 
you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

12. How ready are you to talk with your doctor about the kind of medical care you 
would want if you were to be very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

13. How ready are you to talk with your doctor about who you want your medical 
decision maker to be? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

14. How ready are you to talk with your decision maker about the kind of medical care 
you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

15. How ready are you to sign official papers putting your wishes in writing about the 
kind of medical care you would want if you were very sick or near the end of life? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

16. How ready are you to sign official papers naming a person or group of people to 
make medical decisions for you? 
 
    Not at all     A little    Somewhat  Fairly  Extremely 
 

17. How ready are you to formally ask someone to be your medical decision maker? 
 

 Not at all     A little    Somewhat  Fairly  Extremely 

 
18. How helpful was it to receive advance care planning information by mail? 

  
          Not at all         A little            Somewhat               Fairly               Extremely 
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19. How helpful was it to receive a blank advance directive?  
  
     Not at all         A little            Somewhat               Fairly               Extremely 

 
20. How helpful was the PREPARE website?  

  
N/A (did not use)    Not at all         A little            Somewhat               Fairly               Extremely 

  
21. How helpful was the PREPARE education pamphlet?  

  
        N/A (did not use)      Not at all         A little            Somewhat               Fairly               Extremely 
 

22. How helpful was the group visit on advance care planning?  
  

N/A (did not attend)    Not at all         A little            Somewhat               Fairly            Extremely 
 

If you did not use the blank advance directive, please select why: 

a) The papers were too confusing/hard to use 
b) The papers were too long 
c) The papers were not specific enough 
d) I did not know what to do with it once I was done 
e) I already have an advance directive 
f) Just not interested 
g) Other: _____________________ 

 

If you did not use with website, please select why (you may select more than one answer): 

a) I do not have a computer/internet 
b) It is hard for me to use a computer 
c) The website was hard to use/ get started 
d) I would rather talk to someone in person about these issues 
e) I lost the website address 
f) Just not interested 
g) Other: ______________________________ 

 

If you did not attend the group visit on advance care planning, please select why (you may select 

more than one answer): 

a) The time of day was not convenient 
b) The date of the group visit was not convenient 
c) I did not want to talk about these issues in a group setting 
d) Just not interested 
e) Other: __________________________ 
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Appendix L 

Logic Model 

Input 
 Intervention(s)                        Outputs  Outcomes -- Impact 

 Activities Participation  Short Medium Long 
Evidence, sub-topics 
Documented/ 
anticipated ACP 
benefits and Barriers/ 
Underutilization of ACP 
Formats and content of 
Multimedia decision 
aids 
MDA use in evolving 
ACP paradigm  
Major Facilitators or 
Contributors 
Faculty advisors 
Potential sustainability 
Major Barriers or 
Challenges 
Site selection 
Site buy-in 
Recruiting 
participants 
Licensing of MDA 
Consenting 
Time 
Cost 

 The EBP intervention 
which is supported 
by the evidence in 
the Input column  
Utilizing MDA to 
increase future ACP 
participation 
 
 
 
 
Major steps of the 
intervention  
Identification of 
possible subjects 
Recruitment of 
subjects 
Records review 
Pre-survey 
Mailed education 
packets 
Group medical visits 
Post-survey 
Record review to 
identify documented 
ACP conversations 
Mailed f/u packet/ 
survey 

The participants 
(subjects)   
Adult patients 
scheduled for 
Medicare wellness 
visits in upcoming 3 
months 
Site 
Project Site 
 
Time Frame  
9-12 months 
 
Consent Needed or 
other 
Yes-informed consent 
required from 
participants 
IRB approval 
 
Person(s) collecting 
data 
Student investigator 
 
Others directly 
involved.   
Faculty advisors 
Office stakeholders 
(?RNs, MAs, other 
providers?, secretary, 
office manager, 
patients 

 (Completed as a 
student).  
 
Outcome(s) to be 
measured with 
reliable measurement 
tool(s)  
ACP participation 
Change in knowledge 
Change in readiness to 
engage in ACP, 
Change in self-efficacy 
to engage in ACP 
 
 
 
 
 
Statistical analysis to 
be used.  
Wilcoxian signed-rank 
test for likert scale data 

2 or fisher’s exact 
tests for differences 
between pre-post ACP 
participation data 

Outcomes to be 
measured (past DNP 
student time).  
 
ACP participation/AD 
completion rates 
 
Provider satisfaction 
with new process 
 
Patient satisfaction 
with new process 
 
 
 
 
 

Outcomes that are 
potentials (past DNP 
student)  
 
Number of billed ACP 
conversations/ 
economic benefit 
 
ACP participation/AD 
completion rates 
 
Long term ACP 
outcomes? 

 

 

Rev. 7/09, 1/2015   
http://www.uwex.edu/ces/lmcourse/int
erface/coop_M1_Overview.htm 
Logic-Model Worksheet content 
revisions by L.L, Applied to DNP EBP 
Project. Not to be placed on web for 
public used. For UMKC DNP 
coursework only.  

http://www.uwex.edu/ces/lmcourse/interface/coop_M1_Overview.htm
http://www.uwex.edu/ces/lmcourse/interface/coop_M1_Overview.htm
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Appendix M 

Measurement Tools 

Knowledge Assessment 

Using 5 Point Likert subscales with responses: 

“not at all, a little, somewhat, fairly, extremely” 

 
(Sudore et al., 2013) 

 

Self Efficacy and Readiness to engage in ACP 

Using 5 Point Likert subscales with responses: 

“not at all, a little, somewhat, fairly, extremely” 

 
(Sudore, Heyland, et al., 2017) 
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Appendix N 

Permission for Tools 

[Permission agreement for use of the PREPARE website with The Regents of the University of 

California removed web posting for privacy purposes] 
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Appendix O 

Data Collection Template 
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Appendix P 

Statistical Analysis Table 

 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  89 

 

Appendix P 

Statistical Analysis Table 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  90 

 

Appendix Q1 

Data Tables 

Baseline Demographics and Characteristics of All Participants (n=22) 

 

 Control Group 

(n=10), n(%) 

Intervention 

Group (n=12), 

n(%) 

P-

valuea 

Sex   1.0 

Male 5 (50.0) 6 (50.0)  

Female 5 (50.0) 6 (50.0)  

Age   .421 

60-69 4 (40.0) 6 (50.0)  

70-79 3 (30.0) 5 (41.7)  

80-89 3 (30.0) 1 (8.3)  

Race   .119 

White, non-Hispanic 8 (80.0) 11 (91.7)  

No response 2 (20.0) 1 (8.3)  

Education level   .326 

High school 

graduate/GED 

1 (10.0) 3 (25.0)  

Some College 1 (10.0) 4 (33.3)  

College graduate 4 (40.0) 2 (16.7)  

Any postgraduate or 

professional training 

4 (40.0) 3 (25.0)  

Relationship   .407 

Divorced/separated 0 (0) 2 (16.7)  

Married/Partner 8 (80.0) 9 (75.0)  

Widowed 1 (10.0) 1 (8.3)  

No response 1 (10.0) 0 (0)  

Health Status   .367 

Poor 1 (10.0) 0 (0)  

Fair 2 (20.0) 2 (16.7)  

Good 4 (40.0) 2 (16.7)  

Very Good 2 (20.0) 7 (58.3)  

Excellent 1 (10.0) 1 (8.3)  
aP-value calculated using Cross-tab Chi-squared test 
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Appendix Q2 

Data Tables 

Baseline Demographics and Characteristics of Participants with Complete Data (n=8) 

 

 

Control Group 

(N=3), n(%) 

Intervention 

Group 

(N=5), n(%) 

P-valuea 

Sex 

  

.168 

Male 2 (66.7) 5 (100.0)  

Female 1 (33.3) 0 (0)  

Age 

  

.221 

60-69 0 (0) 3 (60.0)  

70-79 2 (66.7) 1 (20.0)  

80-89 1 (33.3) 1 (20.0)  

Race 

  

.408 

White, non-

Hispanic 3 (100.0) 4 (80.0) 

 

No response 0 (0) 1 (20.0)  

Education level 

  

.091 

High school 

graduate/GED 0 (0) 1 (20.0) 

 

Some College 0 (0) 0 (0)  

College graduate 3 (100.0) 1 (20.0) 
 

Any 

postgraduate or 

professional 

training 0 (0) 3 (60.0) 

 

Relationship 

  

1.0 

Married/Partner 3 (100.0) 5 (100.0) 
 

Health Status 

  

.915 

Fair 1 (33.3) 1 (20.0)  

Good 1 (33.3) 2 (40.0)  

Very Good 1 (33.3) 2 (40.0)  

    
aP-value calculated using Cross-tab Chi-squared test 
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Appendix Q3 

Data Tables 

Primary Outcomes-  Measures of ACP Behavior (n=22) 

 

 

Control 

Group 

(N=10), 

n(%) 

Intervention Group 

(N=12), n(%) 
P-valuea 

Have you ever completed an Advance 

Directive?  0.206 

Yes 7 (70) 8 (66.7) 

 No 2 (20) 4 (33.3) 

 No response 1 (10) 

  In the last 3 months have you talked 

with anyone about your wishes?  If so, 

who?  0.673 

Yes 7 (70) 8 (66.7) 

 No 3 (30) 4 (33.3) 

 Family 3 (25) 3 (25) 

 Friends 0 0 
 Doctors 0 0 
 Family, Friends 1 (10) 2 (16.7) 

 Friends, Doctors 0 1 (8.3) 

 Family, Friends, doctors 2 (20) 0 (0) 
 Was ACP documented prior to wellness 

visit?  

 
0.781 

Yes 2 (20) 3 (25) 

 No 8 (80) 9 (75) 

 Was ACP documented after wellness 

visit?  

 
0.781 

Yes 2 (20) 3 (25) 

 No 8 (80) 9 (75) 

 Was ACP addressed during/after 

wellness visit?  

 
0.892 

Yes 1 (10) 1 (8.3) 

 No 9 (90) 11 (91.7) 

 aP-value calculated using Cross-tab Chi-squared test  
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Appendix Q4 

Data Tables 

Primary Outcomes-  Measures of ACP Behavior in Patients with Complete Data (n=8) 

 

 

Control 

Pre (N=3), 

n(%) 

Intervention 

Pre (N=5), 

n(%) 

P-

valuea 

Control 

Post 

(N=3), 

n(%) 

Interven

tion 

Post 

(N=5), 

n(%) 

P-

valuea 

Have you ever 

completed an Advance 

Directive? 

 0.206   .206 

Yes 3 (100) 3 (60)  3(100) 3 (60)  

No 0 (0) 2 (40)  0(0) 2 (40)  

In the last 3 months  

have you talked with 

anyone about your 

wishes?  If so, who? 

 0.673   .850 

Yes 2 (66.7) 4 (80)  2 (66.7) 3 (60)  

No 1 (33.3) 1 (20)  1 (33.3) 2 (40)  

Family 1 (33.3) 2 (40)  1(33.3) 4 (80)  

Friends 0 0  0 0  

Doctors 0 0  0 1 (20)  

Family, Friends 0 1 (20)  0 0  

Friends, Doctors 0 1 (20)  0 0  

Family, Friends, 

doctors 

0 0  1 (33.3) 0  

Was ACP documented 

in the EHR? 

  0.850   0.850 

Yes 1 (33.3) 2 (40)  1 (33.3) 2 (40)  

No 2 (66.7) 3 (60)  2 (66.7) 3 (60)  
aP-value calculated using Cross-tab Chi-squared test 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION 94 

Appendix Q5 

Data Tables 

Secondary Outcomes- Process Measures of ACP Behavior Change (n=8) 

 

 Control Pre- 

Likerta (SD) 

Control Post  P-value b Intervention Pre Intervention Post P-value b 

Knowledge       

How well informed are you 

about who can be a medical 

decision maker? 

4.00 (1.0) 5.00 (0) 0.18 2.60 (.89) 3.40 (1.67) 0.16 

How well informed are you 

about what makes someone a 

good medical decision maker? 

4.33 (0.58) 4.33 (1.15) 1.00 2.20 (.84) 4.20 (.84) 0.03 

How well informed are you 

about the types of decision 

that a medical decision maker 

may have to make for you in 

the future? 

4.00 (1.0) 4.67 (0.58) 0.157 3.00 (1.00) 4.00 (1.22) 0.13 

How well informed are you 

about what it means to give a 

medical decision maker 

flexibility to make future 

decisions? 

4.00 (1.0) 4.33 (1.15) 0.317 2.20 (1.30) 3.80 (1.64) 0.07 

How well informed are you 

about the different amounts of 

flexibility a person can give 

their medical decision maker? 

4.00 (1.0) 4.33 (1.15) 0.317 1.80 (1.10) 3.80 (1.30) 0.04 
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How well informed are you 

about the types of questions 

you can ask your doctor that 

will help you make a good 

medical decision? 

4.00 (1.0) 4.67 (0.58) 0.317 2.80 (1.79) 4.00 (0.71) 0.19 

Self-Efficacy       

How confident are you that 

today you could talk with 

your medical decision maker 

about the care you would 

want if you were very sick or 

near the end of life? 

4.33 (0.58) 5.00 (0) 0.157 3.40 (1.52) 4.50 (0.58) 0.18 

How confident are you that 

today you could ask someone 

to be your medical decision 

maker? 

4.33 (0.58) 4.33 (0.58) 1.00 4.40 (0.55) 4.75 (0.50) 0.32 

How confident are you that 

today you could talk with 

your doctor about the care 

you would want if you were 

very sick or near the end of 

life? 

4.33 (0.58) 4.67 (0.58) 0.32 4.20 (0.84) 4.50 (0.58) 0.32 

Readiness       

How ready are you to talk to 

your doctor about the kind of 

medical care you would want 

if you were very sick or near 

the end of life? 

4.33 (0.58) 4.67 (0.58) 0.317 4.20 (0.84) 4.50 (0.58) 1.00 
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How ready are you to talk 

with your doctor about who 

you want your medical 

decision maker to be? 

4.67 (0.58) 4.67 (0.58) 1 4.00 (1.22) 4.25 (0.96) 0.66 

How ready are you to talk to 

your decision maker about the 

kind of medical care you 

would want if you were very 

sick or near the end of life? 

4.33 (0.58) 4.33 (0.58) 1 3.40 (1.82) 4.50 (0.58) 0.32 

How ready are you to sign 

official papers putting your 

wishes in writing about the 

kind of medical care you 

would want if you were very 

sick or near the end of life? 

5.00 (0) 5.00 (0) 1.00 4.40 (0.55) 4.75 (0.50) 0.32 

How ready are you to sign 

official papers naming a 

person or group of people to 

make medical decisions for 

you? 

4.67 (0.58) 5.00 (0) 0.317 3.80 (1.64) 4.75 (0.50) 1.00 

How ready are you to 

formally ask someone to be 

your medical decision maker? 

4.67 (0.58) 4.67 (0.58) 1.00 4.00 (1.22) 4.50 (0.58) 0.32 

aAverage Likert on 1-5(Not at all-extremely) scale 
bP-values calculated using Wilcoxon signed-rank sum test
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Appendix Q6 

Data Tables 

Group Education Session Evaluation (n=2) 

 

 Likert Score
a 

1. The group visit setting is 

better for talking about 

advance care planning than 

a normal visit.  

4b 

2. The group visit gave me 

useful information.  

5 

3. I felt comfortable talking 

about advance care planning 

with other people in the 

group.  

5 

4. Talking with other people 

about advance care planning 

was helpful.  

5 

5. I feel the group visit 

addressed my specific 

concerns.  

4.5 

6. I feel able to discuss 

advance care planning with 

my regular healthcare 

provider.  

4.5 

7. I would recommend these 

group visit sessions to a 

friend.  

4.5 

 
aAverage Likert on 1-5(Not at all-extremely) scale 
b n=1 
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Appendix Q7 

Data Tables 

Perceived Helpfulness of ACP Intervention Modalities (n=7) 

 

Intervention Average Likerta 

Receiving ACP education by mail 3.8 

Receiving a blank advance directive 2.125 

Receiving an ACP educational Pamphlet 3b 

Receiving login information for the PREPARE 

website 3.5c 

Invitation to Group Education Session 5d 

aAverage Likert on 1-5(Not at all-extremely) scale 
b n=3 
c n=2 
d n=1 
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Appendix Q8 

Data Tables 

Explanation for Not Using ACP Intervention Modalities 

 

Blank Advance Directive n 

I already have AD 5 

Papers are too confusing and I did not know what to do 

with it 

1 

Prepare Website  

I’m just not interested 3 

I would rather talk to someone in person 1 

Group Education Session  

Date of session was not convenient 3 

Time of the session was not convenient 1 

Just not interested 1 
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Appendix R 

Actual Budget Table for Project 

 

Program Expenses for 5 
month project Resource 

 

Dollars 

Salaries/Wages 
   

 

Office Assistant (Student 
Investigator) 

$15/hr x6hr/week 
x20 weeks $1800.00* 

 
NP (Faculty advisor) 

$50/hr x3.5 hr/week 
x 10 weeks $1,750.00* 

Total Salary Costs 
  

$0 

Startup Costs 
   

 

Mailing/printing supplies 
 

$313 

Total Startup Costs 
  

$313 

Capital Costs 
   Hardware 
   

 

Computer (already in 
possession) 

 
$280.00* 

Equipment 
   

 

Projector 
 

$550.00 

 

Projector screen (already 
in possession) 

 
$70.00* 

Other 
   Total Capital Costs 
  

$900.00* 

    Operational Costs 
   

 

Conference room (in 
office) 

$40/hr x 2hr x12 
weeks $960.00* 

Total Project Expenses 
  

$550 

    Program Revenue 
   Revenue Generation 
   

 

Group medical visit 
billing per pt $206 0** 

 

ACP billing per pt at 
wellness visit $80 0** 

Total Project Revenue 
  

0 

    Program Benefit/Loss 
   Total Revenue 
  

0 

Less Expenses 
  

$863.00 

Total Program Benefit/Loss 
  

$863.00 

*In kind for EBP project implementation 
**Option not pursued by intervention site 



MULTIMODAL ADVANCE CARE PLANNING INTERVENTION  101 

 

Appendix S 

UMKC SoNHS Proposal Approval Letter 

 

 
 

 

 

July 17, 2017 

 

Members of Institutional Review Board 

University of Missouri-Kansas City 

Kansas City, Missouri 

 

IRB Members,  

This letter serves to provide documentation regarding Walter George’s Doctor of Nursing 

Practice (DNP) project proposal.  Mr. George obtained approval for his project proposal, 

Multimodal Intervention to Increase Advance Care Planning in Primary Care Medicare Patients 

from the School of Nursing DNP faculty committee on July 17, 2017.   

 

If I can provide any further information, please feel free to contact me. 

Sincerely, 

 
Susan J. Kimble, DNP, RN, ANP-BC, FAANP 

Clinical Associate Professor 

DNP Programs Director 

UMKC School of Nursing and Health Studies 

[Contact Information Removed for Privacy Purposes] 
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