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Abstract 

Advance care planning and advance directives guide patients in remaining autonomous when 

considering and planning for future healthcare. Improving the regularity of advance care 

planning as a preventative measure and increasing the number of individuals who have 

completed advance directives contributes to robust palliative care resources for patients. The 

purpose of this quasi-experimental, pretest- posttest design project was to determine if the 

evidence based advance directive intervention increased legal documentation and completion 

rates among adults in the community. A webpage was built to guide patients through education 

and decision making. Participants included adults over the age of 18 without a terminal illness 

diagnosis and with or without current advance directives. Follow up surveys were collected at 3 

months’ post intervention. The intervention was accessed by participants from home or other 

convenient location. The intervention implemented and included materials from the PREPARE 

for your Care program. Advance directive paperwork was downloadable at the conclusion of the 

educational intervention. There was a significant difference in advance directive completion 

status prior to intervention and post intervention. Increasing the prevalence and number of 

individuals who have advance care planning conversations and documentation can improve care 

provided to patients and client satisfaction.  Nurse practitioners account for more than 600 

million medical office visits per year in the United States. They are in a crucial position to 

educate, advocate, and support the completion of advance directives. Low completion rates of 

advance directives directly result in a higher level of Medicare spending, higher likelihood of in-

hospital deaths, lower utilization of hospice care, and decreased quality of life.   

Keywords: end-of-life care, advance directive, advance care planning, education, 

counseling, interventions 
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Improving Advance Directive Completion Rates:  Utilizing Technology with a Virtual Platform 

 

Advance care planning (ACP) and advance directives (AD) facilitate personal end-of-life 

care wishes to be recognized prior to a life-altering accident or debilitating disease. Increasing 

the prevalence of patients who participate in advance care planning and formulate an advance 

directive will enhance care delivered to patients nearing the end-of-life. The project concentrated 

on an intervention to increase completion rates of advance directives through counseling and 

education in the outpatient setting.  

Advance care planning involves conversations with individuals, their healthcare provider, 

and their families to reflect on and discuss goals, values, and beliefs that may impact future 

provision of healthcare (Splendore & Grant, 2017). During advance care planning, documents 

are contracted between a patient and their loved ones to facilitate family members in knowing 

what medical treatments the patient would want for themselves. Advance directives embrace the 

promise of increasing the possibility that diagnostic, preventative, therapeutic, and palliative 

interventions will be provided to patients within their outlined desired preferences (Patel, Sinuff 

& Cook, 2004). 

It is essential all people have medical management consistent with their values and 

desires. Advance care planning allows for these emotionally charged discussions to transpire 

between patients, medical providers and family members. These dialogs require reflection on 

particular illnesses, treatment options, and understanding of personal values, beliefs, and goals of 

care. This allows an individual to recognize their beliefs and wishes. Discussions surrounding the 

goals of care direct patients and their families to consider illness or disease, and the trajectory. 

Understanding these aspects of their care enables them to make decisions that are consistent with 

the patients’ values and goals (Ahia & Blaisa, 2014).  
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At times, researchers have questioned the usefulness of advance directives, specifically 

with many changes in our health care systems (Silveira, Kim, and Langa, 2010). A study that 

investigated 3756 subjects in regard to decision making capacity and end of life care reported 

those with documented advance directives received the care that was within their delineated 

preferences and values (Silveira, Kim, & Langa, 2010). This study supports the continued use of 

advance directives and advance care planning. Advance directive discussions involving family 

and the patient with emphasis on patients’ goals of care not only improve future end of life care 

and family stress, but also positively impact patient satisfaction (Spoelhof & Elliott, 2012). 

As a whole, Americans are living longer and healthcare costs increase with age. 

Investigation of Medicare data conducted by the Kaiser Family Foundation found Medicare 

spending rises with age and peaks at age 96. Out of pocket cost for patients at age 96 is $16,145, 

and this figure is more than double the per capita spending at age 70 ($7,566) (Morrison, 2015). 

Care in the last year of life has been estimated to be approximately $71,517 (Teno & Gozalo, 

2014). It has been suggested, utilization of hospice drastically reduces healthcare costs and could 

offer a savings of $9,000 per patient (Teno & Gonzalo, 2014). Advance directives can increase 

prevalence of patients choosing less invasive and intense treatments in the end of life. Education 

can better facilitate patients’ understanding hospice and end of life care, ensuring more informed 

decisions regarding care they desire to receive.  

Missouri State Department of Health and Senior Services does not currently track the 

completion of advance directives. In November of 2017, Missouri enacted a new law 

establishing the Advance Health Care Directives Registry, intended to safely store advance 

health care directives online for direct access by authorized health care providers (Davidson, 

2017). This legislation supports the efforts to improve documentation of advance directives and 
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make these documents available to healthcare providers. Nationally, the Patient Self-

Determination Act of 1991 was passed to assist in making a positive change in the United States 

between healthcare consumers and providers. The goals of the legislation were to provide 

education surrounding individual rights to make decisions concerning healthcare, stimulate 

greater formulation of advance directives, and reduce treatment costs at the end of life by 

preventing unwanted and unnecessary care (Duke, Yarbrough, & Pang, 2009).   

Diversity was a key aspect to this Doctor of Nursing Practice (DNP) project. The 

evidence shows patients younger in age, those with a lower educational level, and individuals 

with low income level are less likely to have an advance directive as well as non-white 

population (Enguidanos & Ailshire, 2017). It is important to try and enroll these minorities in the 

study to increase their understanding and education regarding healthcare and end-of-life options. 

The area is a diverse city but neighborhoods are often grouped together with like people. For this 

project, the investigator’s recruitment efforts considered diverse cultural, racial, spiritual, and 

geographical aspects.  

Problem and Purpose 

United States completion rates for advance directives are low at about 18-36% of all 

adults (Hinderer & Lee, 2014).  Improving completion rates of advance directives has been 

acknowledged as a national priority and continues to be the subject of several healthcare 

practice, policy, and research initiatives (Enguidanos & Ailshire, 2016). Nurse practitioners are 

positioned to educate patients and continue to improve these rates, in turn improving patient 

centered care and increasing satisfaction.  

The purpose of this DNP project was to determine if an evidence based advance directive 

intervention increases legal documentation and completion rates in healthy adults in Missouri. 
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The secondary purpose included investigating the role of an interactive webpage and digital 

delivery for the intervention. 

The DNP project in a virtual interactive webpage was facilitated by creating partnerships 

with local primary care providers, community resources, and personal outreach to include 

patients in need of education. The main barrier to the implementation of the project was 

recruitment of a diverse population, participant follow up, and funding. The sustainability of this 

project will rely on ease of use of the webpage and resources to keep the webpage active. It was 

important to create partnerships with local provider offices to support enrolling patients and 

continue to impact patients after the program.  

Review of the Evidence 

The question investigated in this project was: In healthy adults without terminal 

diagnosis, does an interactive webpage advance directive counseling and education program 

compared to current practice of conversation with primary care provider, improve legal 

documentation and completion rates during a 3-month period in Missouri residents? 

Search 

An integrative review of qualitative and quantitative studies was performed. CINAHL, 

PubMed, Cochrane, Ovid Medline, and ERIC databases were surveyed. Keywords included 

counseling, education, advance directives, advance care planning, end-of-life care, aging, nurse 

practitioner, motivational interviewing, ethics, palliative care, and preventative care. Studies 

published in the English language between 2000 and 2017, that evaluated an intervention for 

advance directives, discussed completion rates of advance directives or considered of 

improvement of care surrounding end-of-life and advance care planning were further reviewed. 

Data regarding educational interventions or methods to improve advance directive completions 
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rates, knowledge and attitudes relating to advance care planning was extracted as these impact 

the successfulness of an education program. Exclusions were based on date of publication and 

language other than English. Data was compared in regards to population, age, setting, and 

design and themes were identified within the studies.  

Synthesis 

The results were further reviewed and revealed the following characteristics in regards to 

study design and level of evidence on 35 studies (Melnyk & Overholt, 2015, adapted; Appendix 

A). Nine of the reviewed studies were level one evidence all of which were systematic reviews. 

Six studies were level two evidence randomized control trials. Three studies were found to be 

level three, one each of pre-posttest repeated measures, quasi-experimental, and descriptive 

correlational. There were two level four studies, one retrospective cohort, and one prospective 

single cohort. Three level five studies included two retrospective and one qualitative. The review 

found eight level six studies that included two quantitative descriptive, one mixed-methods(pre-

post), three qualitative analyses, one quality improvement, and one observational study. Finally, 

three studies were level seven which included one narrative review, one review and technical 

brief, and one opinion of experts.  

Themes evident in the research included counseling, decision making, knowledge, 

palliative care, empowerment, and autonomy (see Appendix B for key term definition). Decision 

making was an underlying theme in almost all the studies analyzed. The main goal of the student 

investigator’s project was to educate and counsel patients on the important factors of advance 

directives. Many studies investigated education and counseling techniques to support 

implementation of advance directive paperwork (see Appendix C for evidence table). Using 

empowerment to encourage and stimulate adults to complete advance directives was seen as a 
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way to improve interventions. Lastly, autonomy is an underlying theme always associated with 

advance directives.  

Counseling 

It is believed healthcare counseling provides profound changes in the prevailing 

communication gap between health care professionals and patients (Nair, Leena, & Ajithkumar, 

2016).  Counseling in healthcare is often a measure used to support a patient to make an 

alteration that will help them transform their lifestyle, address maladaptive behaviors, or to work 

through emotions regarding healthcare decisions (Kealy & Lee, 2014). Studies with the dominant 

theme of counseling had predominantly positive results when reflecting on increasing 

understanding, knowledge, and completion rates of advance directives. Multiple interventions 

studied involved using a published resource to improve various aspects of completing advance 

directives. Splendore and Grant (2017) utilized the Five Wishes document in the intervention in 

which participants had significantly increased completion rates (48%) of advance directives at 

the one-month follow-up. Bravo et al. (2016) utilized a booklet My Preferences and the 

intervention group upon completion of the study had an 80% completion rate which was 

significantly higher than the 33% in the control group.  

Multimodal, Multi-session 

Interventions that are multi modal and multi-session were seen to be associated with 

statistically significant increase in completed advance directives (Bravo, Dubois, & Wagneur, 

2008; Durbin, Fish, Bachman, & Smith, 2010; Patel, Sinuff, & Cook, 2004; Ramsaroop, Reid, & 

Adelman, 2007; Tamayo-Velaquez et al., 2009) Interactive interventions involving direct patient 

contact and live discussion with the provider were more successful than didactic education, 

signifying that a counseling approach as opposed to education alone is important when the goal 
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is to improve advance directive completion (Jezewski, Meeker, Sessanna, & Finnell, 2007; 

Salmond, 2005). Despite being more labor intensive and time consuming, accurate understanding 

of an advance directive purpose and implication was best achieved through repeated encounters 

with knowledgeable educators (Bravo, Dubois & Wagneur, 2008). This enables informed end-of-

life decisions to be made. 

Decision Making 

Studies discussing interventions for advance directives often focus on decision making. A 

qualitative analysis found four factors as instrumental in preparing patients for decision making 

regarding advance directives: identifying values based on previous healthcare occurrences and 

quality of life, choosing surrogates judiciously and verifying they understand their role, 

informing family members and friends of ones wishes to prevent conflict, and deciding on 

granting leeway in surrogate decision making (McMahan, Knight, Fried, & Sudore, 2013). 

Targeting all participants including healthcare professionals and multiple stakeholders is 

important in increasing the completion rate (Litzelman et al., 2017; Walczak, Butow, Bu, 

&Clayton, 2015) These studies evidenced that the intervention should not only be focused on the 

patient but also the delivery of information in a clear way to guide the path for decision making. 

Use of decision aids was seen to provide guidance to patients when discussing end-of-life 

concerns. These decision aids enabled patients to obtain more information regarding conditions 

and care one might receive.  

Use of the decision aids evidenced improved engagement of patients in the interventions 

(Butler, Ratner, McCreedy, Shippee, & Kane, 2014; Sudore et al., 2017). Butler et al. (2014) 

reported that condition specific aids improved understanding and general decisions aids were less 

likely to help patients consider their decisions. Similarly noted, those patients who were more 
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likely to have or complete advance directives had a more positive attitude towards advance 

directives and had higher scores on the advance directive attitude survey (Douglas & Brown, 

2002).  

Knowledge 

Evaluating attitudes associated with advance care planning could guide intervention and 

improve decision making capacity. It is suggested in the literature that increased knowledge and 

positive attitudes regarding advance directives will be associated with increased completion rates 

of documentation. Kermel-Schiffman and Werner (2017) evaluated 37 articles investigating 

knowledge as related to advance directives and evidence shows that the general population 

knows some aspects of advance care planning, but comprehensive knowledge is lacking. 

Evaluating knowledge and improving understanding during intervention will contribute to 

success. An education intervention needs to focus on improved knowledge and using existing 

studies, methods and measures can be combined to create a more robust program to benefit 

patients.  

Palliative Care 

Studies have indicated patients who are nearing end of life are more likely to complete an 

advance directive, as are the patients who receive more robust palliative care referrals 

(Enguidanos and Ailsire, 2017; McDonald, 2016; Rao, Anderson, Lin, & Laux, 2014). House 

and Lach (2014) found significant differences in completion based on age. Patients 60 and older 

are 50% more likely to have advance directives than those younger than 60. Rao et al. (2014) 

indicate that in addition to considering age, data indicates that racial and education disparities 

exist and interventions need to take this data into consideration. Studies that did not implement a 

standardized advanced directive were able to still evaluate the success of the intervention. 
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Completion rates are only one component of advance directive but interventions can still 

measure completion or specification of power of attorney, a specific component of a full advance 

directive (Weathers et al., 2016; Clark et al., 2015). Engaging in palliative care and planning for 

end of life increases the likelihood of expressing wishes (81%) and appointing a surrogate (84%; 

Detering, Hancock, Reade, & Silvester, 2010). Satisfaction in both family and patients increased 

in intervention groups, also noting that family members of those who may have died, had 

significantly decreased worry, stress, grief and sadness than the control group (Detering, 

Hancock, Reade, & Silvester, 2010). It was critical that advance directives were developed by 

the patients before debilitation of neurological status. Discussions with caregivers are useful, but 

without knowing wishes caregivers were hesitant to formulate advance directives (Sampson et 

al., 2010) 

Empowerment 

Assisting patients to evaluate their values, beliefs, and desires for future healthcare can be 

a challenging task. Empowerment when considering group counseling and education can be 

described as realization of the capability of a group to attain its goals (Friend, 2015). It can be 

regarded mutually as a process and outcome. In addition, group empowerment is an active 

process, not just the momentary authority and responsibility of having a patient complete a task 

(Friend, 2015).  

Evaluating and discussing life values, attitudes towards advance directives, and goals of 

care can be an important consideration when designing an intervention to increase completion 

rates. Evangelista et al. (2012) found that when patients used the Advance Directive Attitude 

Scale (ADAS) in combination with palliative care planning, ADAS scores increased over 20 

points, and completed advance directives increased from 27.8% to 47%. Incorporating attitudes 
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and empowering patients to make decisions and evaluate their choices can improve not only the 

completion rates, but also patient care. Lankarani-Fard et al. (2010) suggest a simple card game 

can be applied as a decision making tool and empower patients to consider their preferences and 

improve discussion with a healthcare provider. These studies indicate that by targeting multiple 

aspects of advance care planning a comprehensive intervention could be more successful if 

various tools are used to empower patients in decision making.  

Motivational Interviewing 

Motivational interviewing when discussing end of life care and advance directives is 

applicable because it embodies the patients’ abilities to make their own decisions instilling 

autonomy and self-determination. Using motivational interviewing allows individuals to 

recognize their uncertainty for advance care planning and review their values and beliefs (Ko, 

Hohman, Lee, Ngo, & Woodruff, 2016).  

Theory 

The health belief model is a psychology model that is often a borrowed theory in nursing. 

The model was developed as a way to explain why a limited number of people participate in 

health promotion programs that aim to prevent and detect disease (Butts & Rich, 2018). A group 

of social psychologists theorized an individual’s personal health beliefs on whether they were 

susceptible to disease and perceptions about the benefits of preventing specific diseases 

influenced each person’s willingness to act (Butts & Rich, 2018). The theory focuses on six main 

constructs that influence decisions related to health concerns. The six constructs are perceived 

susceptibility, perceived severity, perceived benefits, perceived barriers, cue to action, and self-

efficacy (Butts & Rich, 2018). Lott (2014) used the health belief model in a study to evaluate 

advanced directives in community dwelling adults (N = 177). The researcher found among the 
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population, the majority of people who participated viewed themselves as healthy, and therefore 

had a decreased perceived need for advance directives (Lott, 2014). This study did not evaluate 

the effects of counseling or education on the participants, but indicates the need for counseling to 

help people perceive the need for advance directives despite health status. It was essential to 

consider that people may not feel they are at risk and will have a decreased perception of need, 

which was an anticipated barrier. 

Applying a theory that focuses on behavior change is supportive when discussing an 

intervention aimed at improving completion rates of advance directives (see Appendix D for 

theory application diagram). The theory that evaluates influencing factors of the behavior of 

completing an advance directive can contribute to providers being able to support their patient’s 

end of life decisions (Campbell, Edwards, Ward, &Weatherby, 2007). The health belief model is 

an effective theoretical framework to use when developing and deploying health education or 

counseling strategies. The health belief model focuses on health motivation and is advantageous 

when applying to a problem that addresses behaviors which evoke health problems, like advance 

directives. This theory is primarily focused at the individual level, and as a result, interventional 

studies based on this theory also focus on the behavior change of individuals. The health belief 

model has been useful to apply to a broad range of health activities and focus populations. Three 

broad areas can be identified: preventive health behaviors, sick role behaviors, and clinic use 

(Conner & Norman, 1996). 

Methods 

The primary Institutional Review Board (IRB) for this project was the University of 

Missouri- Kansas City IRB. This DNP project met the UMKC research compliance office 

standards as human subjects research. Although it was intended to improve healthcare and 
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individual health, it was deemed research because it generates new knowledge and not just 

improvement to existing data. IRB approval was obtained through expedited review category 

seven (see Appendix E for approval).  

Ethics 

There were ethical considerations to account for when planning research. The major 

aspect of this DNP project was to ensure privacy and confidentiality. Participant data needed to 

be personal information, but ensuring privacy and ensuring the data was confidential to only the 

investigator was paramount. Protection of the participants was important as well. Discussing 

end-of-life care and advance directives can be a sensitive discussion, thus making sure the 

participants felt comfortable and protected was critical. Implied consent was obtained during 

enrollment in this project (see Appendix F for waiver of consent). In order to endorse a patient is 

competent to make informed decisions regarding advance directives, living wills, and Do Not 

Resuscitate (DNR) orders, these conferences and arrangements should not occur in a critical 

situation (Petty, DeGarmo, Aitchison, Aitchison, Wang, & Kharasch, 2013). This is a discussion 

that should take time and consideration, and involve personal medical information in order to 

individualize decision making, which supports why an interactive setting with involved family 

and friends was important. Autonomy was considered paramount. If participants involve loved 

ones, it was important to include them in the decision making process, but it was ensured that the 

patient was the center of the decision making. There were no perceived investigator conflicts of 

interest at the time of this study.  

Funding 

Funding for this project made the entire project more robust. Supplemental funds aside 

from the student investigator allowed for additional resources to not only support the project but 
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also assist with recruitment and retention. Funding was used for supply costs, webpage design 

and hosting (see Appendix G for Cost Table). The additional funds ($186) were obtained from 

the UMKC Women’s Graduate Fund.  

Setting, Participants 

The setting for the project was a virtual setting. An interactive webpage was built to 

guide patients through education and decision making. Telephone follow-up was offered to 

participants after completion of the intervention to ask additional questions or participate in 

further counseling, but no participants requested this aspect of the study. Participants included 

adults over the age of 18 without a terminal illness diagnosis and with or without current advance 

directives. The student investigator allowed anyone to participate in the intervention, but actual 

participants in the data collection excluded any terminal illness. The sampling method used was 

convenience sampling. This project required marketing and distribution of flyers to promote the 

webpage and recruit participants within multiple communities in the state of Missouri (see 

Appendix H for recruitment flyer). The project recruited 40 participants with 37 completing the 

intervention and follow up surveys. Descriptive statistics was performed on the demographic 

data collected from participants. The participants’ responses suggested a diverse background 

pertaining to age, educational level and religious preference. Ethnicity was a limitation in regards 

to diversity.  

Intervention 

The evidence based intervention used for this community program involved 

comprehensive education and counseling regarding advance directives, including end of life 

care, benefits of advance care planning, and about the advance directive documentation 

specifically. Recruitment began upon IRB approval in October 2018. This included placement of 
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flyers in key community locations including healthcare facilities throughout Missouri. 

Healthcare facilities were approached for inclusion in recruitment and flyers placed once 

approved. Participants were recruited in a convenience sampling method. Flyers were available 

in key healthcare locations including primary care providers’ offices, community health clinics, 

and hospital lobbies. Participants were encouraged to include their family or friends during the 

online interaction. 

 The intervention took place in an online format via an interactive website accessed by 

participants from home or other convenient location. Upon enrollment in the intervention, 

participants were informed about project and completed baseline data. Baseline data included 

demographic data, current advanced directive status, and an advance directive engagement 

survey. The intervention implemented and included materials from the PREPARE for your Care 

program (Sudore, 2017; Appendix I). This was a step-by-step video platform to support 

participants having a voice in their medical care, talking with providers, and facilitating 

questions being answered about their medical wishes. Advance directive paperwork was 

downloadable at the conclusion of the educational intervention. Follow up three months after the 

intervention included an email survey to determine if the paperwork had been completed and 

legally notarized (see Appendix J Intervention Flow Diagram; Appendix K Project Time Line).  

Change, EBP, Sustainability 

The change model utilized was the transtheoretical model. The model elicits behavior 

change by evaluating stages of change through delineated steps. An individual follows the 

process of pre-contemplation, contemplation, preparation, action, and maintenance (Butts & 

Rich, 2018). These stages of change can be used to not only describe why a patient may not be 

ready for change, but also to improve the success of a patient education intervention (Butts & 
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Rich, 2018).  Ko, Homan, Lee, Ngo, and Woodruff (2016) conducted a pilot study evaluating a 

motivational interviewing intervention in relation to advance directives. The aim was to explore 

the feasibility and acceptability of motivational interviewing to create change in end-of-life 

communication, advance directive communication, and readiness to participate in advance care 

planning (Ko et al., 2016). The study found the transtheoretical model was compatible with 

motivational interviewing because it helped clinicians understand patients who were thinking 

about change but not actively seeking transformation (Ko et al., 2016). The evidence based 

practice model appropriate to the project was the Stetler Model. This model is known as the 

practitioner oriented model and the project proposed is geared toward an individual practitioner 

and should fit with this model. One of the assumptions of the model used research findings at the 

level of an individual clinician, indicating the individual continually updates his or her 

knowledge base (Stetler, 2001). It could certainly be used at the organizational level through 

policies and procedures, but the individual practitioner is a focus. Critical thinking plays a key 

role in the model as well as within the project (see Appendix L for Logic Model). 

Sustainability of the project is achievable. The project is able to be managed by limited 

individuals and participants move through the education intervention seamlessly. The use of 

technology enables the intervention to be streamlined and delivered via the current setup, an app 

or interactive methods within a primary care office. Based on results of the study, this could 

become a useful tool to initiate conversations with patients during their preventative exams. 

Initial thoughts would be this could be delivered to patients while waiting in the waiting room 

and in the exam room. It is also possible it could be done before a visit with the primary care 

provider, while following up the conversation in the primary care provider office to further 

discuss and finalize as appropriate.  
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Design 

The study design was a quasi-experimental, single group design with pre and post 

evaluation. It was considered unethical to have a randomized control trial with a control group 

that would not receive the benefits of an evidence based initiative of education and counseling on 

this crucial topic. Participants were evaluated prior to the intervention and again after the 

intervention to evaluate the impact of the education. The primary outcome was measured by an 

increased number of participants who had a legally documented advance directive. For the DNP 

project, the completion of advance directive documentation included legal notarization.  

Validity 

Potential threats to the data included participant sampling methods and attrition. 

Following up with patients after three months was challenging. Internal validity was important 

for this study as the premise is to see if the education intervention improves the documentation of 

advance directives. The critical question in internal validity was whether observed changes could 

be ascribed to the intervention. Ensuring the intervention was strictly related to advance 

directives and outside sources were not influencing participants, will increased validity and 

ability to show a causal relationship. External validity was the ability to generalize results to and 

across individuals, settings, and time periods. This was also imperative for the DNP project. 

External validity was needed to take into consideration population validity in ensuring the 

sample included diverse populations. Diverse populations were attempted during sampling but 

was unable to be tracked directly. 

Outcomes, Measurement Instruments 

 The primary outcome was measured by self-report of legal completion of Missouri state 

advance directive paperwork.  The Advance Care Planning Engagement Survey (see Appendix 
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M) was used to gain insight into what stage of behavior change participants were for advance 

care planning. The measurements were done upon enrollment. Permission for use of this 

instrument was obtained from the PREPARE for Your Care team. (see Appendix N for license 

agreement). The 34-item version of the survey included Behavior Change Process measures and 

took approximately 10-15 minutes to complete. This survey used a 5-point Likert response. The 

Behavior Change Process score was reported as an overall 5-point Likert score and synchronizes 

with behavior change stages. The Behavior Change Process measure includes validated sub-

scales of knowledge, self-efficacy, and readiness reported individually as average 5-point Likert 

scales. Internal consistency was measured with Cronbach’s alpha for the ACP process and was 

0.94. Test-retest reliability for the survey was measured at 0.70.  

A priori power analysis was performed to determine sample size to ensure the project 

produced meaningful and applicable results. The measurement was a 1 tailed hypothesis, power 

of 0.8, medium of 0.5, and alpha of 0.05 resulting in a total sample size of 102. The goal sample 

size for this project was 110 participants.  

The measures of this DNP project are seen frequently in current research independently. 

Baseline data was collected upon enrollment in the study, the same data points were again 

collected after the intervention at time of follow up. There was a standard AD status question 

which was asked exactly the same way pre and post intervention to all participants (See 

Appendix O for data collection template and survey). Many studies evaluate one component 

(time, type of intervention, number of visits, setting) of the measurements, but not on all 

measures in the same study. Although it was not the goal of this current study to make 

correlations between them, future research could benefit from this. The data collected can be 

compared to published data, but correlation is limited.  
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Results 

Participants and Setting 

 A total of 40 qualified participants were recruited during the three-month enrollment 

period between October 2018 and December 2018. These 40 participants all filled out the 

screening survey and were sent information to participate in the advance directive project. Of the 

40 participants, 37 completed the baseline survey, educational intervention, and follow up 

survey. All results were based upon the 37 completed participants. The advance directive 

engagement survey was part of the baseline data collection in a separate survey. This data was 

collected from 32 of the 37 participants. The survey was refused by 5 participants. Participants 

were enrolled through UMKC REDCap during a rolling period and received information as they 

joined. Information was confidential in REDCap without identifiers. The student investigator 

was able to monitor completion status without identification of participants.  Follow up surveys 

were also on a rolling basis approximately three months following completion of the baseline 

surveys and educational intervention, with all data being collected by March 2019.  

Intervention Course 

After enrolling in the project on the webpage, participants received an email with a 

baseline survey and instructions on accessing the educational intervention.  Completion dates 

were recorded through REDCap and follow up surveys were sent based upon that date. 

November and December 2018 were the largest enrollment months with 18 enrolled participants 

by the end of November and 40 enrolled by December 2018. Participants received email 

reminders about completion of baseline data and the intervention once weekly until completed. 

Three participants did not respond, and were removed from the study.  Follow up surveys were 

sent starting in January 2019, with the last of data collection being finalized in March 2019.  
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Outcome Data 

Advance directive status. The baseline data collected indicated that 29.7% of the study 

participants already had an advance directive in place. After participation in the educational 

intervention at time of follow up, 70.3% reported having a completed advance directive. At 

follow up, 16 participants reported not having completed an advance directive, although 13 

(81.3%) of the participants indicated they had plans to complete in the next 6 months.  A 

McNemar test was conducted to compare advance directive completion status before and after 

the educational intervention. There was a significant difference (p= 0.00006) in advance 

directive completion status prior to intervention and post intervention (see Appendix P for data 

analysis table). Missing data included the three participants who did not complete the full study 

and follow up. 

Advance directive engagement, behavior change. The Advance Directive Engagement 

survey was used to provide data regarding the stage of behavior change of the participants (see 

Appendix P for analysis table). Pre-Contemplation was the stage which yielded the greatest 

percentage (35%) of participants as classified. The contemplation and preparation stages each 

yielded 13.5%, while the action stage yielded 24.3%. The missing data was 13.5%. This data can 

be used to help tailor future interventions aimed at behavior change.  

Discussion 

The results suggest an educational intervention to counsel patients improves legal 

completion rates of advance directives. Specifically, when patients become interactive and 

proactive about their care, their autonomy is improved with an advance directive. The study was 

successful in supporting the interventions to increase patients’ understanding of advance care 

planning as critical components to patient centered care. An online format was successful in 



GIBBONS DNP PAPER   22 

enrolling patients and providing participants with a new way to engage in their healthcare 

decisions. The online format allowed for ease of access and comfort of participants. Using a 

previously validated evidence based intervention (PREPARE For Your Care) ensured that 

participants were provided adequate information and support throughout the process. Surveys 

produced through REDCap allowed for participants to access via computer or smartphone and 

complete in a way that was most accessible for their personal preferences. This gave some 

flexibility to the intervention making the study less of a task to complete for the participant.  

Comparison to Published Evidence 

The data collected during the baseline survey aligned with current national trends. 

Current national statistics indicate that advance directive completion rates are no higher than 25-

35%. This project indicated the study sample had a 29.7% completion rate prior to education. 

Splendore (2017) conducted a similar study utilizing a community workshop for the educational 

intervention and found similar findings as the current project. The study had 40 participants 

recruited by convenience sampling and showed a statistically significant increase in the number 

of participants completing an advance directive. After completion of the intervention in the 

study, 15 of the participants completed documentation, with an additional seven who had 

completed an advance directive prior to the workshop. Bravo et al. (2016) utilized a booklet My 

Preferences, indicating the intervention group upon completion of the study had an 80% 

completion rate which was significantly higher than the 33% in the control group. The study had 

a similar completion percentage as the current project, although the Bravo et al. study had a 

much larger sample size of 235 and included patients and their proxies. Hamayoshi (2014) study 

indicated that there was a significant increase in the number of people who completed an 

advance directive four months’ post intervention. The study supports that an education program 
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may promote advance directive completion and improved attitude towards advance care planning 

(Hamayoshi, 2014). 

Sudore (2107) developed the PREPARE website and video used in this DNP project 

intervention. This study was conducted with a larger sample size of 414, but similarly reported 

patients having higher advance care planning engagement and potential for advance directive 

completions after the website and video intervention. Schwartz (2002) evaluated the short term 

clinical utility of early ACP interventions with ambulatory patients. The community based study 

involved geriatric patients. Study results were similar to other published study results with the 

intervention group having an increased use of advanced directive documentation, 76% vs 55%.  

Limitations 

 All efforts were made to create a valid study that would be impactful to improvement of 

healthcare now and in the future. Limitations of this project included a small sample size, 

unmonitored intervention, diversity and demographic of participants, convenience sampling, and 

unverified advance directive status. Although internal validity was improved with valid 

instruments and a standardized intervention process, the intervention was completed on the 

participants’ time. It was a self-reported completion, but this could have been manipulated by the 

participant who may have watched some, all, or none of the video. At completion of the project, 

participants were asked via a survey if an advanced directive was completed. This was a 

standardized approach and was consistent with all participants, but no verification of a completed 

document was performed. It is important to consider that although this may limit internal 

validity, it could potentially invade participant privacy if the process included collection or 

viewing of Advance directive documents. The sample size was aimed to be over 100, but only 40 

were obtained. Convenience sampling was used, and it is recognized that those who may not 
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have been interested in advance care planning, would have not enrolled and only those who were 

already amenable or interested would participate. External validity was improved with a diverse 

age range, educational level and religious preference, but ethnicity was limited (94.6% 

Caucasian). A diverse population was attempted with wide-reaching recruitment efforts and 

placement of information in many locations. These factors may limit the generalizability and 

application to populations unlike the project sample.  

Sustainability 

 The improved completion rate seen in this study is a great success, but efforts must be 

continued on a daily basis in healthcare to continue with widespread improvement. Plans to 

continue improvement include keeping the website active with education material and direction 

to the PREPARE For You Care video and other evidence based resources. Links could be 

provided to direct patients to outside sources that are validated. Continued communication with 

patients and encouragement of advance directives in the community setting can be considered. It 

is possible to consider developing an APP to be used by patients when presenting to their 

primary care provider to facilitate advance care planning conversations. While this project did 

not target education of healthcare providers, this is considered a potential point that could 

improve future endeavors. Developing a provider education module to educate and teach how to 

conduct advance care planning discussions with patients would strengthen efforts started with 

this project. 

Interpretation 

Evidence evaluated throughout the project clearly suggested the success of educational 

interventions depends upon multiple factors. A majority of the studies support continued efforts 

to improve advance directive completion rates as they are usually successful. It was anticipated 
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the project intervention would be successful in improving the completion rate of advance 

directives. Despite the small sample size, which was less participants than planned, the 

intervention was successful, although power was less than .8 or 80%. Recruitment was 

considered a challenge in the project. It was very difficult to successfully have patients enroll in 

the project after discussion and being given a flyer. Many patients were excited to learn about the 

tool and left the office stating they would participate, but enrollment did not match interest. An 

effort to engage medical groups and offices in the Missouri area was also a struggle, and many 

responded to initial efforts and approval, but then lacked in communication about distribution of 

flyers. Three medical practices participated in distribution of flyers to potential participants. 

Direct mailing of flyers was a failure as the financial aspect was very cost prohibitive.  

Intervention Revision, Settings 

The online format contributed to effectiveness because it allowed for convenience for 

participants. Continued access to education materials at home and interventions aimed at 

supplementing discussions with primary care providers could create a more robust intervention. 

Opportunities for improving the current scientific evidence for this intervention include 

comprehensive education offerings in a community or primary care setting with the ability to 

involve and include friends or family. The intervention would benefit from a structured program, 

involvement of multiple health care team members, and using multi modal methods. Community 

settings can allow for more patients to participate in the education efforts that often require 

extended time, but a primary care office is also a consideration with follow up at home. Use of a 

values inventory and resources that elicit patients to reflect on their goals of care would improve 

the intervention. The use of decisions aids was seen in evidence to improve engagement of 

patients in the interventions (Butler, Ratner, McCreedy, Shippee, & Kane, 2014; Sudore et al., 
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2017). Educational efforts with direct counseling and personal patient contact is evidenced to be 

most effective (Bravo 2008; Durbin 2010), and the student investigator recommends additional 

components and patient contact in the intervention without being too complex which may lead to 

additional improvement of AD completion.   

Healthcare System, Economic, and Policy Considerations 

 The study was consistent with healthcare data suggesting advance care planning 

interventions are successful in improving community awareness, involvement, and completion of 

advance directives. This project raised awareness that additional health system and policy 

changes are necessary to create national impact. The project helped with identification of the 

need for sufficient infrastructure to support implementation of advance care planning, as well as 

need for national initiatives to improve care surrounding advance care planning. The costs of this 

project were less than anticipated although the major cost of anticipated mailing was terminated 

for that reason. Estimated total cost for the project was $3,139 with the final cost of the project 

being $1,268.39. Efforts were made to reduce cost without effecting the success of the project. 

Many costs associated with the project related to initiation of the webpage. It would be 

anticipated that costs related to sustainability would be significantly less considering it would 

mainly be a yearly fee for the website hosting. Economic sustainability would need to be a 

priority if improving the intervention was considered.  

Conclusion 

Advance care planning and advance directives facilitate personal end of life care wishes 

to be recognized prior to a life-altering accident or debilitating disease. Increasing the prevalence 

and number of individuals that have advance directive documents can improve the quality of care 

provided to patients at the end of life. Current research and this project support advance care 
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planning education and counseling interventions to increase the prevalence of Americans who 

have a completed advance directive. Interventions aimed at increasing knowledge through 

comprehensive material delivered through direct counseling with patients are shown to be more 

effective.  

Success of this project may lead to future studies to correlate knowledge, attitudes, and 

completion rate when implementing an education and counseling intervention. It is theorized by 

the student investigator that an increased knowledge and higher attitude score after an 

intervention would improve completion rates of advance directives. Additional research is 

needed to support this hypothesis.  

 Dissemination of the project included a poster presentation at the Advanced Practice 

Nurses of the Ozarks annual conference in November 2018, and results will be disseminated at 

the Sigma Theta Tau International Research Congress in Calgary Canada in July 2019. A 

manuscript will be submitted to The Journal of American Association of Nurse Practitioners.  

Nurse practitioners account for more than 600 million medical office visits per year in the 

United States. They are in a crucial position to educate, advocate, and support the completion of 

advance directives (Hinders, 2012). Low completion rates of advance directives directly result in 

a higher level of Medicare spending, higher likelihood of in-hospital deaths, lower utilization of 

hospice care, and decreased quality of life (Splendore & Grant, 2017).  

  



GIBBONS DNP PAPER   28 

References 

Ahia, C. L., & Blais, C. M. (2014). Primary palliative care for the general internist: Integrating 

goals of care discussions into the outpatient setting. The Ochsner Journal, 14(4), 704–

711. 

Bravo, G., Dubois, M.-F., & Wagneur, B. (2008). Assessing the effectiveness of interventions to 

promote advance directives among older adults: A systematic review and multi-level 

analysis. Social Science & Medicine, 67(7), 1122–1132. 

doi:10.1016/j.socscimed.2008.06.006 

Bravo, G., Trottier, L., Arcand, M., Boire-Lavigne, A.-M., Blanchette, D., Dubois, M.-F., … 

Bellemare, S. (2016). Promoting advance care planning among community-based older 

adults: A randomized controlled trial. Patient Education and Counseling, 99(11), 1785–

1795. doi: 10.1016/j.pec.2016.05.009 

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. doi:10.7326/M14-0644 

Butts, J. B., & Rich, K. L. (Eds.). (2018). Philosophies and theories for advanced nursing 

practice (Third edition). Burlington, MA: Jones & Bartlett Learning. 

Campbell, M. J., Edwards, M. J., Ward, K. S., & Weatherby, N. (2007). Developing a 

parsimonious model for predicting completion of advance directives. Journal of Nursing 

Scholarship, 39(2), 165–171. 

Clark, M. A., Ott, M., Rogers, M. L., Politi, M. C., Miller, S. C., Moynihan, L., … Dizon, D. 

(2017). Advance care planning as a shared endeavor: Completion of ACP documents in a 

multidisciplinary cancer program: Psycho-Oncology, 26(1), 67–73. doi:10.1002/pon.4010 



GIBBONS DNP PAPER   29 

Conelius, J. (2013). The Development, Refinement, and Psychometric Testing of the Attitude 

Toward Advanced Directive Survey in Implantable Cardioverter Defibrillator Patients: 

The Journal of Cardiovascular Nursing, 28(3), 238–244. 

https://doi.org/10.1097/JCN.0b013e31824b2105 

Conner, M., & Norman, P. (Eds.) (1996). Predicting health behaviour: Research and practice 

with social cognition models. Buckingham, UK: Open University Press. 

Cox, E., & Graber, A. (2017). Does Narrative Identity Enhance Medical Decision Making? 

AJOB Neuroscience, 8(3), 174–176. https://doi.org/10.1080/21507740.2017.1366591 

Davidson, M. P. (2017). State of Missouri to Create an Advance Health Care Directives 

Registry. Retrieved March 27, 2018, from https://www.lewisrice.com/publications/state-

of-missouri-to-create-an-advance-health-care-directives-registry/ 

Detering, K. M., Hancock, A. D., Reade, M. C., & Silvester, W. (2010). The impact of advance 

care planning on end of life care in elderly patients: randomised controlled trial. BMJ, 

c1345–c1345. doi:10.1136/bmj.c1345 

Douglas, R., & Brown, H. N. (2002). Patients’ attitudes toward advance directives. Journal of 

Nursing Scholarship, 34(1), 61–65. 

Durbin, C. R., Fish, A. F., Bachman, J. A., & Smith, K. V. (2010). Systematic review of 

educational interventions for improving advance directive completion. Journal of 

Nursing Scholarship, 42(3), 234–241. doi: 10.1111/j.1547-5069.2010.01357 

Duke, G., Yarbrough, S., & Pang, K. (2009). The patient self-determination act: 20 years 

revisited. Journal of Nursing Law, 13(4), 114–123. doi: 10.1891/1073-7472.13.4.114 



GIBBONS DNP PAPER   30 

Enguidanos, S., & Ailshire, J. (2017). Timing of advance directive completion and relationship 

to care preferences. Journal of Pain and Symptom Management, 53(1), 49–56. 

doi:10.1016/j.jpainsymman.2016.08.008 

Evangelista, L. S., Motie, M., Lombardo, D., Ballard-Hernandez, J., Malik, S., & Liao, S. 

(2012). Does preparedness planning improve attitudes and completion of advance 

directives in patients with symptomatic heart failure? Journal of Palliative Medicine, 

15(12), 1316–1320. doi:10.1089/jpm.2012.0228 

Friend, M. L. (2015). Group empowerment in nursing education. Journal of Nursing Education, 

54(12), 689–695. doi:10.3928/01484834-20151110-05 

Gilissen, J., Pivodic, L., Smets, T., Gastmans, C., Vander Stichele, R., Deliens, L., & Van den 

Block, L. (2017). Preconditions for successful advance care planning in nursing homes: 

A systematic review. International Journal of Nursing Studies, 66, 47–59. 

doi:10.1016/j.ijnurstu.2016.12.003 

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

completion in local residents. General Medicine, 15(2), 91–99. 

doi:10.14442/general.15.91 

Hayek, S., Nieva, R., Corrigan, F., Zhou, A., Mudaliar, U., Mays, D., … Ilksoy, N. (2014). End-

of-life care planning: Improving documentation of advance directives in the outpatient 

clinic using electronic medical records. Journal of Palliative Medicine, 17(12), 1348–

1352. doi: 10.1089/jpm.2013.0684 

Hinderer, K. A., & Lee, M. C. (2014). Assessing a nurse-led advance directive and advance Care 

planning seminar. Applied Nursing Research, 27(1), 84–86. 

doi:10.1016/j.apnr.2013.10.004 



GIBBONS DNP PAPER   31 

Hinders, D. (2012). Advance directives: limitations to completion. American Journal of Hospice 

and Palliative Medicine, 29(4), 286–289. doi: 10.1177/1049909111419293 

House, T., & Lach, H. W. (2014). Advance Directives in Hospitalized Patients: A Retrospective 

Cohort Study. The Journal for Nurse Practitioners, 10(7), 465–471. 

doi:10.1016/j.nurpra.2014.04.007 

Jezewski, M. A., Meeker, M. A., Sessanna, L., & Finnell, D. (2007). The effectiveness of 

interventions to increase advance directive completion rates. Journal of Aging and 

Health, 19(3), 519–536. doi:10.117/0898264307300198 

Jones, C. J., Smith, H., & Llewellyn, C. (2014). Evaluating the effectiveness of health belief 

model interventions in improving adherence: a systematic review. Health Psychology 

Review, 8(3), 253–269. https://doi.org/10.1080/17437199.2013.802623 

Kealy, D., & Lee, E. (2014). Reflections on the holding environment in health-care counseling. 

Patient Education and Counseling, 97(2), 299–300. doi: 10.1016/j.pec.2014.08.002 

Kermel-Schiffman, I., & Werner, P. (2017). Knowledge regarding advance care planning: A 

systematic review. Archives of Gerontology and Geriatrics, 73, 133–142. 

doi:10.1016/j.archger.2017.07.012 

Ko, E., Hohman, M., Lee, J., Ngo, A.-N., & Woodruff, S. I. (2016). Feasibility and acceptability 

of a brief motivational stage-tailored intervention to advance care planning: A pilot study. 

American Journal of Hospice and Palliative Medicine, 33(9), 834–842. 

doi:10.1177/1049909115593736 

Lankarani-Fard, A., Knapp, H., Lorenz, K. A., Golden, J. F., Taylor, A., Feld, J. E., … Asch, S. 

M. (2010). Feasibility of discussing end-of-life care goals with inpatients using a 



GIBBONS DNP PAPER   32 

structured, conversational approach: The go wish card game. Journal of Pain and 

Symptom Management, 39(4), 637–643. doi: 10.1016/j.jpainsymman.2009.08.011 

Litzelman, D. K., Inui, T. S., Griffin, W. J., Perkins, A., Cottingham, A. H., Schmitt-Wendholt, 

K. M., & Ivy, S. S. (2017). Impact of community health workers on elderly patients’ 

advanced care planning and health care utilization: Moving the dial. Medical Care, 55(4), 

319–326. 

Lott, K. (2014) Advanced care planning in community dwelling older adults. (Masters 

dissertation, University of Nevada, Reno). Retrieved from Proquest. Â 1559712.  

McDonald, J. C., du Manoir, J. M., Kevork, N., Le, L. W., & Zimmermann, C. (2017). Advance 

directives in patients with advanced cancer receiving active treatment: attitudes, 

prevalence, and barriers. Supportive Care in Cancer, 25(2), 523–531. 

doi:10.1007/s00520-016-3433-6 

McMahan, R. D., Knight, S. J., Fried, T. R., & Sudore, R. L. (2013). Advance care planning 

beyond advance directives: Perspectives from patients and surrogates. Journal of Pain 

and Symptom Management, 46(3), 355–365. doi:10.1016/j.jpainsymman.2012.09.006 

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). 

Menon, S., McCullough, L. B., Beyth, R. J., Ford, M. E., Espadas, D., & Braun, U. K. (2016). 

Use of a values inventory as a discussion aid about end-of-life care: A pilot randomized 

controlled trial. Palliative and Supportive Care, 14(04), 330–340. 

doi:10.1017/S1478951515001091 



GIBBONS DNP PAPER   33 

Morrison, I. (2015, March 3). Health care costs and choices in the last years of life. Retrieved 

from http://www.hhnmag.com/articles/3656-health-care-costs-and-choices-in-the-last-

years-of-life 

Nair, M. K. C., Leena, M. L., & Ajithkumar, K. (2016). Concept of health care counseling for 

pediatricians. Indian Pediatrics, 53(11), 961–963. doi: 10.1007/s13312-016-0968-z 

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

non-terminally ill patients: A systematic review. Journal of Critical Care, 19(1), 1–9. 

doi: 10.1016/j.jcrc.2004.02.002 

Petty, K., DeGarmo, N., Aitchison, R., Aitchison, P., Wang, E., & Kharasch, M. (2013). Ethical 

considerations in resuscitation. Disease-a-Month, 59(5), 217–220. 

doi:10.1016/j.disamonth.2013.03.008 

Ramsaroop, S. D., Reid, M. C., & Adelman, R. D. (2007). Completing an advance directive in 

the primary care setting: What do we need for success?. Journal of the American 

Geriatrics Society, 55(2), 277–283. doi: 10.1111/j.1532-5415.2007.01065.x 

Rao, J. K., Anderson, L. A., Lin, F.-C., & Laux, J. P. (2014). Completion of Advance Directives 

Among U.S. Consumers. American Journal of Preventive Medicine, 46(1), 65–70. 

doi:10.1016/j.amepre.2013.09.008 

Sampson, E. L., Jones, L., Thuné-Boyle, I. C., Kukkastenvehmas, R., King, M., Leurent, B., … 

Blanchard, M. R. (2011). Palliative assessment and advance care planning in severe 

dementia: An exploratory randomized controlled trial of a complex intervention. 

Palliative Medicine, 25(3), 197–209. doi: 10.1177/0269216310391691 

Salmond, S. W., & David, E. (2005). Attitudes towards advanced directives and advance 

directive completion rates. Orthopedic Nursing, 24(2), 117–127. 



GIBBONS DNP PAPER   34 

Schwartz, C. E., Wheeler, H. B., Hammes, B., Basque, N., Edmunds, J., Reed, G., … Yanko, J. 

(2002). Early intervention in planning end-of-life care with ambulatory geriatric patients. 

Archives of Internal Medicine, 162, 1611–1618. 

Silveira, M. J., Kim, S. Y. H., & Langa, K. M. (2010). Advance directives and outcomes of 

surrogate decision making before death. The New England Journal of Medicine, 362(13), 

1211–1218. doi: 10.1056/NEJMsa0907901 

Splendore, E., & Grant, C. (2017). A nurse practitioner-led community workshop: Increasing 

adult participation in advance care planning: ACP workshop in community settings. 

Journal of the American Association of Nurse Practitioners, 29(9), 535–542. 

doi:10.1002/2327-6924.12467 

Spoelhof, G., & Elliott, B. (2012). Implementing advance directives in office practice. American 

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

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

based practice. Nursing Outlook, 49(6), 272–279. doi:10.1067/mno.2001.120517 

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

(2017). Effect of the PREPARE website vs an easy-to-read advance directive on advance 

care planning documentation and engagement among veterans: A randomized clinical 

trial. JAMA Internal Medicine, 177(8), 1102. doi:10.1001/jamainternmed.2017.1607 

Tamayo-Velázquez, M.-I., Simón-Lorda, P., Villegas-Portero, R., Higueras-Callejón, C., García-

Gutiérrez, J.-F., Martínez-Pecino, F., & Barrio-Cantalejo, I.-M. (2010). Interventions to 

promote the use of advance directives: An overview of systematic reviews. Patient 

Education and Counseling, 80(1), 10–20. doi: 10.1016/j.pec.2009.09.027 



GIBBONS DNP PAPER   35 

Teno, J. M., & Gozalo, P. L. (2014). Quality and costs of end-of-life care: the need for 

transparency and accountability. The Journal of the American Medical Association, 

312(18), 1868–1869. 

Walczak, A., Butow, P. N., Bu, S., & Clayton, J. M. (2016). A systematic review of evidence for 

end-of-life communication interventions: Who do they target, how are they structured 

and do they work? Patient Education and Counseling, 99(1), 3–16. 

doi:10.1016/j.pec.2015.08.017 

Weathers, E., O’Caoimh, R., Cornally, N., Fitzgerald, C., Kearns, T., Coffey, A., … Molloy, D. 

W. (2016). Advance care planning: A systematic review of randomised controlled trials 

conducted with older adults. Maturitas, 91, 101–109. 

doi:10.1016/j.maturitas.2016.06.016 

Winzelberg, G. S., Hanson, L. C., & Tulsky, J. A. (2005). Beyond Autonomy: Diversifying End-

of-Life Decision-Making Approaches to Serve Patients and Families. Journal of the 

American Geriatrics Society, 53(6), 1046–1050. doi:10.1111/j.1532-5415.2005.53317.x 

 

  



GIBBONS DNP PAPER   36 

Rating	System	for	the	Hierarchy	of	Evidence	
For	an	Interventional	Inquiry	

(Modification	by	Dr.	Lindholm	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	cross-

sectional	study)		

Level		V		
Evidence	from	systematic	review	of	quantitative	descriptive	(no	

relationships	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.	 
	

Appendix A 

 

 

  



GIBBONS DNP PAPER   37 

Appendix B 

Key Term Definitions 

Advanced care planning Process where patients communicate ideas 

and aims for future medical care (Sudore et 

al., 2017) 

Advanced directive Written documents used to verbalize and 

guide future medical care. Advanced 

directives encompasses living wills, power of 

attorney, and do not resuscitate orders 

(Splendore & Grant, 2017).  

Decision Making Cognitive process used to make decision (Cox 

& Graber, 2017).  

Counseling Counseling in healthcare is often a measure 

used to help a patient make an alteration that 

will help them transform their lifestyle, 

address maladaptive behaviors, or to work 

through emotions regarding heath care 

decisions (Kealy & Lee, 2014). Counseling 

can provide a better provider patient 

relationship than education alone. 

Palliative Care Palliative care is a method of care that focuses 

on improving quality of life in patients facing 

illness. Palliative care involves addressing not 

only physical care but also including 

intellectual, social, emotional, and spiritual 

desires 

 

Empowerment Empowerment when considering group 

counseling and education, can be described as 

realization of the capability of a group to 

attain its goals (Friend, 2015). Active process, 

not just the momentary authority and 

responsibility of having a patient complete a 

task (Friend, 2015).  

 

Knowledge Knowledge concerns an individual having 

facts or information obtained through 

experience or education.  

Autonomy Making one’s own decisions and being 

involved in care choices and treatment plans.  
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Theory Application Diagram 
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IRB Approval 
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Waiver of Consent 
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Recruitment Materials 
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Intervention Example 
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Intervention Flow Diagram 
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Timeline 

Project Timeline

2
0
1
8

2
0
1
9

July 2018

•Set dates and 
book 
community 
venues for 
education 
sessions

•Obtain IRB 
Approval

Aug 2018

•Send out flyers 
and place 
flyers in key 
locations

Sep 2018

•Community 
education and 
counseling 
intervention 
sessions

•Enroll 
participants

•Collect 
baseline data

Oct-Nov 2018

•Community 
education and 
counseling 
intervention 
sessions

•Enroll 
participants

•Collect baseline 
data

Jan-Feb  
2019

•Collect follow 
up data from 
participants

•Analyze 
statistics

March-May 
2019

•Finalize results

•Disseminate 
Results
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Advance Directive Engagement Survey 

 

Contained in Private Domain 
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Data Collection Template and Data Collection Survey 
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Statistical Analysis Table 
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