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Abstract
	An initiative was implemented to increase advance directives (ADs) for employees of a community hospital in Southeastern North Carolina. Due to the Patient Self Determination Act (PSDA) of 1991, Registered Nurses (RNs) were required to screen patients for ADs on admission to the hospital; however, no protocol was enforced to ensure inpatients were completing ADs and having them documented in the electronic health record (EHR). A standardized protocol was created that utilizes an interdisciplinary approach to discuss advance care planning (ACP) and increase completed ADs documented in the EHR. The EHR was streamlined to allow increased accessibility of AD documents and efficiency of ACP documentation. A pre and post implementation chart review determined there was not an increase in the percentage of admitted patients with documented ADs in the EHR. There was an increase in the percentage of ADs documented in the streamlined location within the EHR. 
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Chapter One:  Overview of the Problem of Interest
Medical advancements have progressed considerably in recent decades, highlighting the necessity of advance care planning (ACP). ACP is the discussion of advance directives (ADs), which are instructions prepared by individuals to ensure their wishes are followed by Health Care Providers (HCPs) if they are unable to speak for themselves (Centers for Disease Control and Prevention [CDC], 2012). Completion of an ADs has been associated with greater use of palliative care, decreased stress during end of life (EOL), and shortened length of hospital stay (Wu, Newman, Lasher, & Brody, 2013). ADs have also improved communication between providers and family members, decreasing health care costs, without increasing mortality (Trustees of Dartmouth College, 2015). 
Although the progression of medicine is allowing for a myriad of advancements, the first time a patient or family has an end of life conversation is often in the Intensive Care Unit after a catastrophic medical event occurs. This single conversation typically does not allow patients or families enough time to ponder difficult end of life decisions. Ideally, these conversations should occur with family and friends long before illness occurs. ADs allow for HCPs and families to align care with patient’s written wishes and provide patients the autonomy to decide large portions of their healthcare (Brinkman-Stoppelenburg, Rietjens, & van der Heide, 2014). Despite the known benefits of ADs, only 21 to 32 percent of Americans have completed ADs, leaving nearly 70 percent of the country without ADs (House & Lach, 2014).
Background and Significance
In response to medical advancements, in 1991, United States (U.S.) congress passed the Patient Self-Determination Act (PSDA), which ensured the right for patients to engage in their own health care and to accept or refuse medical treatment (Kossman, 2014).  According to Kossman (2014), under the PSDA, any institution providing care to Medicare or Medicaid patients must inform all patients on admission of their rights, document existing ADs in the medical record, offer information and resources to complete ADs, and to follow state laws associated with ADs. This included hospitals, nursing homes, home health care providers, hospices, and health maintenance organizations, but not HCPs of outpatient services or emergency medical teams (Kossman, 2014). Funding can be lost from the Centers for Medicare and Medicaid Services (CMS) if an institution does not comply with these requirements (Kossman, 2014).  This requirement led to the common hospital protocol of screening for ADs on admission to the hospital or facility. Although this mandate increased public awareness of ADs, there is still not a universal protocol for organizations to follow to ensure AD completion  (Kossman, 2014). Unfortunately, few hospitals have developed standard processes to systematically address ACP (Bernacki & Block, 2014). 
According to Weiss, Berman, Howe, and Fleming (2012) over 39 million Americans age 65 and older are admitted to the hospital for medical or surgical treatment each year. This number is expected to grow to 71.2 million in the year 2030 (Weiss, Berman, Howe, & Fleming, 2012).  In the U.S., approximately half of the annual deaths occur in the hospital, with 24 percent of Medicare dollars being spent in a patient’s final year of life (Gabler et al., 2015).  As the U.S. population ages, Medicare expenditures are increasing. Harter (2015) argues at the current rate of spending, Medicare is financially unsustainable and recommends ACP as an effective way to control end-of-life Medicare costs (Harter, 2015).
According to Kossman (2015), having an AD does not mean the patient’s wishes will be honored if it is not properly documented in a designated location in the electronic health record (EHR). Although ADs should be easily accessible to HCPs, there is often no standard location to document or retrieve ADs in the EHR (Turley et al., 2016; Bernacki & Block, 2014).   In the absence of accessible ADs, patients receive care that is inconsistent with their wishes, leading to increased health care cost, more aggressive treatment measures, and longer hospital stays (Weiss, Berman, Howe, & Fleming, 2012). While most ACP is done outpatient, ADs must be easily accessible across care settings, as patients first healthcare encounter may be in the hospital (Wilson et al., 2013).  
Needs Assessment
A community hospital in southeastern North Carolina has recently changed its mission statement to "Leading our community to outstanding health." Initiatives are currently underway in primary care practices and amongst the over 7,000 employees to increase AD completion in the community. However, there have not been any efforts to increase inpatient AD completion. On three random daily chart audits, there were 4 out of 42, 6 out of 42, and 5 out of 42 patients with ADs documented in the EHR on the Progressive Care Unit (PCU) of this hospital. This is approximately 9.52 percent, 14.29 percent, and 11.9 percent of the unit population. 
Problem Statement
While CMS requires institutions to screen and educate all patients during admission on ADs, there is not a standardized process for organizations to follow, or consistent locations for documentation of ACP in the EHR across health care settings (Bernacki & Block, 2014). Despite federal legislation and the known benefits of ACP, such as patient preference, quality of life (QOL), and reduced health care costs, completion rates in the U.S. remain low (Gabler et al., 2015). This suggests alternative options should be created to increase AD completion and documentation within the EHR. This project probes the question, does a standardized protocol for staff to follow increase the number of patients with documented ADs in the EHR?
Purpose of the Project
The purpose of the project is to design a standardized protocol for RNs to implement while admitting a patient to the Progressive Care Unit (PCU). This protocol strives to assist a patient to complete an AD and then document the AD within the EHR. The goal of this quality improvement project is to increase the amount of admitted patients with ADs on file in the EHR for all HCPs and staff to have access to, thus communicating the patient’s wishes amongst all disciplines of the healthcare team. The protocol’s design includes step-by-step instructions for the RN to follow while admitting a patient to the Progressive Care Unit (PCU) of a community hospital in Southeastern North Carolina. The protocol will be taught by the DNP project lead to the RNs on the PCU during a monthly staff meeting and during daily huddles. 
Theoretical Framework 
The framework of this project will incorporate the Theory of Goal Attainment (See Appendix A). Imogene King’s Theory of Goal Attainment (TGA) examines how nurses interact with patients to help them achieve health goals. King used the nursing process to help patients with goal setting and goal achievement through nurse-patient interactions (Alligood, 2010). King’s TGA contains three interacting systems: personal, interpersonal, and social (Butts & Rich, 2015). The three systems each have their own concepts. For the personal system, which consists of variables that are unique to each person, concepts include self, growth and development, perception, body image, space, and time. The interpersonal system exists when an interaction between persons occur, concepts include interaction, transaction, communication, role, and stress. The social system occurs when roles and boundaries are followed as a mechanism to regulate interaction. This consists of concepts including organization, authority, power, status, and decision-making (Butts & Rich, 2015). King offers the following assumptions for her TGA:
· Individuals are social, rational, reacting, purposeful, perceiving beings.
· The interaction process is influenced by the goals and values of the nurse and patient.
· Individuals have the right to be involved in decisions that affect their life, health, and community participation. 
· HCPs must share information with patients to help them make informed decisions regarding their care. 
· Individuals have the right to accept or refuse medical treatment. 
· Patients and HCP may have different goals for the patient’s treatment (Butts & Rich, 2015, p. 420). 
These assumptions are particularly important while contemplating and completing ADs. Individual patients are activating their right to choose various aspects of care while formally documenting these directives in the EHR. With the assistance of the HCP, informed decisions about care can be made, with the awareness that the HCP and the patient may have differing healthcare choices. This theory can be applied to the process of AD completion to achieve the patient’s goals.   According to Butts and Rich (2015) the above-mentioned concepts are surrounded by the following propositions: 
1. If perceptual accuracy is present in the nurse-client interaction, transaction will occur. 
2. If the nurse and patient make transactions, the goal(s) will be achieved. 
3. If goals are achieved, satisfaction will occur. 
4. If goals are achieved, effective nursing care will occur, and growth and development will be enhanced. 
5. If role expectations and performance as perceived by the nurse and patient are congruent, transaction will occur. 
6. If role conflict is experienced by the nurse or client, stress will occur. 
7. If nurses with special knowledge and skills communicate appropriate information to clients, mutual goal setting and achievement will occur (Butts & Rich, 2015, p. 420). 
King’s theory supports this project as it outlines concepts that are essential to promote a nurse-patient relationship that is conducive to goal setting and achievement. By establishing standardized AD protocols, patients will have the opportunity to engage in a transaction that allows for time to gather information and make informed decisions regarding their end of life choices. King’s concept of perception is a key component of the project. The patient’s perception of health and quality of life will likely influence their ADs and healthcare wishes. Perception is subjective and different for every patient, which emphasizes the importance of ADs, as it is essential for patients to have their wishes documented. This will decrease stress for family members who would otherwise have to make these decisions. 
	Communication is a vital concept to this project, as well. An interprofessional team of the RN and HCP will need to communicate the components of the ADs clearly and effectively so that patients can then communicate their wishes appropriately. The stress associated with end of life conversations and choices can alter patients and HCPs true message, so it is essential to effectively communicate. 
Definition of Terms
Living Will: A legal document that defines treatment by establishing parameters under which patients want to be treated (Goede & Wheeler, 2015).
Healthcare Power of Attorney (durable power of attorney, healthcare proxy, medical power of attorney): A legal document that establishes a surrogate for patients if they are unable to make decisions for themselves (Goede & Wheeler, 2015).
Advance Health Care Directive (advance directive): legal and/or lay documents recognized under state law, such as a living will or durable power of attorney for health care, that tell how a person wishes to receive or not receive medical care if they are unable to make decisions for themselves (Musich, Wang, Hawkins, & Yeh, 2016).
Advance care planning (ACP): The discussions patients have with healthcare professionals, family members and loved ones, surrounding decisions of care a patient would and would not receive if they were unable to speak for themselves based on their values, goals, and preferences with family members and medical providers (Houben et al., 2014).
Patient Self-Determination Act (PSDA): A federal law passed in 1991 that requires adults to be provided in writing with their right to accept or refuse medical treatment and right to use an advance directive (Johnson, Zhao, Newby, Granger, & Granger, 2017).
Electronic Health Record (EHR): An electronic version of a patients medical history, that is maintained over time, and may include all of the key administrative clinical data relevant to that persons care under a particular provider, including demographics, progress notes, problems, medications, vital signs, past medical history, immunizations, laboratory data and radiology reports (Dillon et al., 2017).




Chapter Two:  Review of the Literature
	The literature was reviewed to better equip the project lead with the baseline knowledge on Advance Directives (ADs). The review focused on the myriad indications, barriers, and previous work done to increase AD completion in similar settings. This assisted the project lead in developing the standardized process for AD completion.
Search Strategy
	Information was extracted electronically for the literature review.  Search methods included peer-reviewed, scholarly articles, and included the full text within the past five years among the following databases: CINAHL, PubMed, ProQuest, Medline, and Cochrane Library.  Search terms included: Advance directives, advance care planning, electronic health record, advance directive completion rates, advance directive OR advance care planning documentation, CMS AND advance directives, and theoretical frameworks. The following Mesh terms were searched on Pubmed:  ((((("advanced directives" OR "advance directives" OR "advance care planning" OR "ulysses contract" OR "healthcare power of attorney" OR "healthcare proxy" OR "healthcare agent" OR "surrogate decision maker"[MeSH Terms])))) AND (inpatients OR "admitted patients" OR hospitalization[MeSH Terms]). 	
	The search yielded 177 articles. Forty-one articles were excluded due to not including an inpatient population. Twenty-one articles were excluded due to not being relevant to the DNP project’s objectives. This resulted in 115 relevant articles to be reviewed for the purpose of the DNP project (see Appendix B for literature review).
Federal Regulation
In 1991, U.S. congress passed the PSDA, which ensures the right for patients to engage in their own health care, to accept or refuse medical treatment, and the right to create an AD  (Musich, Wang, Hawkins, & Yeh, 2016). Under the PSDA, any institution providing care to Medicare or Medicaid patients must inform all patients on admission of their legal rights of self-determination, document ADs in the EHR, and follow state laws associated with ADs (Pecanac, Repenshek, Tennenbaum, & Hammes, 2013).  If an institution does not comply with these requirements they may lose CMS funding; however, there is not a universal procedure for these agencies to follow (Kossman, 2014).  Twenty years after passing the PSDA, only 18 to 36 percent of U.S. citizens have an AD (Pecanac, Repenshek, Tennenbaum, & Hammes, 2013).  Education regarding ADs including the PSDA and state law should be included among hospital staff, including nurses, social workers, and spiritual care (House & Lach, 2014).  
Billing 
On January 1, 2016, CMS released billing codes that allow for reimbursement to HCPs for ACP discussions (Kale, Ornstein, Smith, & Kelley, 2016; Zeitoun, 2015).  Medicare will now reimburse 80 dollars for 30 minutes of ACP in the hospital and up to 75 dollars for each additional 30-minute ACP discussions (Zeitoun, 2015). A study by Musich, Wang, Hawkins, and Yeh (2016) that examined AD prevalence among a Medicare Supplement population found that 72 percent (n= 18,869) of the 26,197 respondents had completed some form of ACP. Unfortunately, only 13 percent of the respondents had discussed ADs with their health care provider (Musich, Wang, Hawkins, & Yeh, 2016). Only 40 percent of Medicare beneficiaries are even discussing EOL wishes with family members. This implies that before billing reimbursement, either HCPs, patients, or both were hesitant to discuss ADs. 
Health Care Costs 
In 2013, Medicare expenditures totaled $583 billion, while Medicare funding totaled $576 billion (“The Board,” 2014). If this rate of spending continues, Medicare funds will be depleted by 2030 (“The Board,” 2014). Patients without ADs had higher Medicare expenditures than patients with ADs in the last month prior to death (Musich, Wang, Hawkins, & Yeh, 2016).  
Nicholas, Langa, Iwashyna, and Weir (2011) conducted a study analyzing the Health and Retirement Survey, comparing Medicare spending for patients who died from 1998 to 2007 with the existence of ADs.  The researchers found that beneficiaries with ADs in high-spending areas (regions of the country with large EOL expenditure) had an average of 5,585 dollars less in health care spending than those without ADs in the last 6 months of life (Nicholas, Langa, Iwashyna, & Weir, 2011).  Nicholas, Langa, Iwashyna, and Weir (2011) argue the cost saving is attributed to lower inpatient spending and higher hospice spending.
Four percent of the study participants with ADs requested all available treatment at the end of life (Nicholas, Langa, Iwashyna, & Weir 2011). Compared to the patients who requested treatment-limiting ADs, these patients used 8,060 more dollars at end of life in total. According to the researchers estimates, if an additional six percent of decedents in high-spending regions possessed treatment-limiting ADs, Medicare spending on the 790,061 beneficiaries dying in these areas in 2006 would have been $265 million lower (Nicholas, Langa, Iwashyna, & Weir, 2011). ACP provides dramatic cost savings to hospitals providing care to patients at EOL (Harter, 2015).  
Health Care Setting
According to Weiss, Berman, Howe, and Fleming (2012) over 39 million Americans age 65 and older are admitted to the hospital for medical or surgical treatment each year. This number is expected to grow to 71.2 million in the year 2030. Approximately 25 percent of older adults die in the hospital, with 30 percent of these deaths being in the Intensive Care Unit (Meghani & Hinds, 2015).  
According to Kossman (2014), ADs lower hospital costs and deaths in the hospital setting.  Weiss, Berman, Howe, and Fleming found that 25 percent of hospitalized patients were not able to make their own medical decisions, emphasizing the paramount importance of ADs. Most importantly, ACP discussions and AD completion in the hospital did not increase mortality or speed up death (Kossman, 2014). AD completion is crucial among the older adult population due to the high mortality from unexpected acute illnesses (Gamertsfelder, Seaman, Tate, Buddadhumaruk, & Happ, 2016). Hospitalized patients are often cared for by HCPs who they do not know (Meghani & Hinds, 2015).  Among hospitalized patients that required mechanical ventilation, those with a good functional status before admission had a mortality rate of 24 percent (Gamertsfelder, Seaman, Tate, Buddadhumaruk, & Happ, 2016). Emergency room and ICU providers have to make fast decisions regarding patient treatment and do not have time to search for ADs; if a standardized location for ADs were made, providers would be able to easily access and provide care consistent with patient’s wishes (Wilson et al., 2013).  
Rady and Johnson (2004) studied 252 patients who died in a hospital over a two-year period, with 165 of these patients being in the ICU.  The patients in the ICU had higher medical costs and no discussions about palliative or hospice services before death. On the medical floors, 25 percent of patients did receive palliative or hospice services (House & Lach, 2014). The months leading to the death of an older adult consist of increased hospitalizations, ICU admissions, and SNF admissions. This may be avoided if effective ACP is established earlier in the continuum. While many patients prefer comfort care at EOL, aggressive measures serve as default unless patient or family request otherwise (Meghani & Hinds, 2015). Simply asking a patient if he or she has an AD does not fully assess a patient’s knowledge and understanding of ADs (Johnson, Zhao, Newby, Granger, & Granger, 2012). To be an effective directive, an exchange of information between the RN and the patient and family needs to occur to ensure ADs are fully understood. 
Barriers to Completion
Barriers to AD completion include lack of communication between providers, patients, and families; lack of understanding advance directives; difficulty in determining an appropriate healthcare agent (Kossman, 2014) and the complexity of medical decisions (House & Lach, 2014).  Other barriers include nurses only asking if a patient has an AD but do not inquire on patient’s knowledge of ADs (Musich, Wang, Hawkins, & Yeh, 2016), and shortened hospital stays that do not allow for follow-up discussions (Musich, Wang, Hawkins, & Yeh, 2016).  Some patients report they feel they will not get as aggressive or high-quality treatment if they have an AD (House & Lach, 2014).  Patients expect the medical provider to discuss ADs (Bernacki & Block, 2014). Patients and their families respond better when ACP begins early in chronic disease and occurs over several encounters with provider led discussions (Johnson, Zhao, Newby, Granger, & Granger, 2012).  Few hospital settings have developed standard processes to systematically address ACP (Bernacki & Block, 2014). According to Kossman (2014), having an AD does not mean the patient’s wishes will be honored if not properly documented in a designated location in the EHR and Physicians even reported complications with entering and locating ADs and ACP documentation (Dillon et al., 2017).  Dillon et al. (2017) also reported that among providers with high and small rates of ACP documentation, both groups reported similar ACP discussion practices; highlighting that while ACP discussions are occurring, lack of standard documentation leads to discrepancies in ADs on file (Dillon et al., 2017).
Outcomes. Many patients with chronic illness that are critically sick have not discussed EOL decisions with their surrogate decision maker (Johnson, Zhao, Newby, Granger, & Granger, 2012).  According to Weiss, Berman, Howe, and Fleming (2012) over 39 million Americans age 65 and older are admitted to the hospital for medical or surgical treatment each year. This number is expected to grow to 71.2 million in the year 2030 (Weiss, Berman, Howe, & Fleming, 2012). 
Most Americans prefer to die at home, but 60 percent die in hospitals or skilled nursing facilities (SNFs) (House & Lach, 2014). Around 80 percent of patients with a chronic illness have an acute exacerbation requiring hospitalization (Johnson, Zhao, Newby, Granger, & Granger, 2012).  Higher quality of life (QOL) near EOL was associated with discussions about EOL care (Kale, Ornstein, Smith, & Kelly, 2016), limited aggressive medical treatments and lower health care costs (Musich, Wang, Hawkins, & Yeh, 2016). Aggressive medical treatment at the EOL is consistent with decreased quality of care and QOL, while associated with difficulty in coping among family members with decisions made regarding the patient’s care (Gabler et al., 2016).  Those that complete ADs are more likely to die outside of the hospital, have decreased cost of care, and have higher quality care (Gabler et al., 2016).  Salmond and David (2005) as cited in House and Lach (2014), found that communications about ADs led to higher rates of completion and improved thoughts regarding ADs.  
EHR and Documentation. According to a study by Hammes, Rooney, and Gundrum (2010) when ACP was documented in patient records, treatment was consistent with ACP instructions 99.5 percent of the time.  
According the Turley et al. (2016) ACP documents must be easily accessible to medical providers. No standard location to document or retrieve ADs exists in the EHR (Bernacki & Block, 2014).  Approximately 26 percent of patients that had an AD did not have their wishes followed during hospitalization (Wilson et al., 2013).  Most ACP is done outpatient; however, if ADs are not easily accessible across care settings, patient wishes may go unrecognized (Wilson et al, 2013).  There are many places in Epic EHR for providers to document ACP, including the patient’s problem list, in progress notes, or in scanned documents under “encounter” (Wilson et al., 2013). After observing ACP documentation in EPIC among 60,105 patient charts, Wilson et al. (2013) found ACP in the progress note 69 percent of the time, 43 percent in the scanned documents, and 34 percent in the problem lists. Standard location of ACP and ADs will help easy, efficient retrieval in the inpatient setting, even when ACP was done among outpatient providers with Epic EHR (Wilson et al., 2013).  Emergency room and ICU providers have to make fast, decisions regarding patient treatment and do not have time to search for ADs; however, if a standardized location were made in the EHR, providers would be able to easily access and provide care consistent with patient’s wishes (Wilson et al., 2013).  If providers discuss ACP in a progress note but do not properly file the note to reflect ACP, other medical providers will not be able to easily locate and know what was discussed between the provider and patient (Wilson et al., 2013).  There is often a gap in the time an AD is completed or retrieved and the time it is scanned in to the EHR (Wilson et al., 2013).  A study by Lindner, Davoren, Vollmer, Williams, and Landefeld (2007) as cited in House and Lach (2014), found that reminders for AD in the EHR increased AD discussions from 4 to 63 percent. A systematic intervention is needed to train medical staff on ACP, provide a documentation template in the EHR, apply “triggers” to remind staff of AD screening, and perform audits to ensure performance (Bernacki & Block, 2014).  Turley et al. (2016) created and implemented a Care Directives Activity (CDA) tab in EPIC at a hospital in California, and compared documentation of ADs among 56,251 patients before, and among 57, 058 after implementation of the CDA.   Statistically significant correlations were found between CDA usage and filed ADs, with CDA use having 1.7 to 5 times more likely to have an AD on file than before CDA was implemented (p < 0.001) (Turley et al., 2016). Respecting Choices, an ACP program, demonstrated that electronic availability of standardized ADs is essential to ensuring patient care is consistent with their wishes and promotes easy access and provider compliance (Wood, D'Amore, Jones, & Sittig, 2014).
Gaps in Research
Several studies highlight that there is insufficient high-level evidence that links ACP documentation to improved EOL communication with more studies being descriptive or qualitative in design (Lewis, Cardona-Morrell, Ong, Trankle, & Hillman, 2016). According to Korfage et al. (2015), while ACP interventions have many benefits for patient outcomes, evidence for ACP in community dwelling older adults is scarce, with few randomized control trials (RCTs) available.  The study by Bravo et al. (2016) was a RCT, but was implemented in Canada, and it is unknown whether conclusions reflect the U.S. population.  Weathers et al. (2016) conducted a systematic review of RCTs regarding ACP and concluded that there is a need for RCTs to better examine the economic effect of ACP in hospitals and nursing homes.
This literature review established a sound foundation for the project lead to identify the need for increased AD completion in a community hospital. The standardized protocol was designed based on evidence presented in the literature to promote the best outcomes for AD completion. The review also assisted in identifying gaps in research that need to be further investigated.



Chapter Three:  Methodology
	The methodology of this Doctor of Nursing Practice (DNP) project was based on evidence obtained from the literature. The project’s design hoped to promote the completion of Advance Directives (ADs) while patients were admitted to the hospital. The project also was designed to increase the nursing staff’s comfort level, understanding, and identified importance of having advance care planning (ACP) conversations with patients and advocating for the completion of ADs. 
Design 
	This study consisted of an eight-week pre and eight-week post-protocol implementation electronic health record (EHR) review. Rates of patient reported ADs were collected by reviewing a filtered portion of the EHR. Then the project lead designed a standardized protocol for AD screening and completion on admission to the Progressive Care Unit (PCU). This protocol was taught to 65 Registered Nurses (RNs) on the unit at a staff meeting and reiterated at daily huddles. The protocol was posted on the huddle board throughout the project. Weekly rates of completed ADs were collected. These results were posted on the PCU huddle board each week under the posted protocol for staff to review. 
Simultaneously, another DNP student implemented an advance care planning (ACP) navigator within the EHR. This intervention allowed for homogenous location of the completed AD, so that all members of the care team had access to it. Previously, completed ADs would be documented in a myriad of locations within the EHR or not at all. 
Setting 
	This study was conducted at a 42-bed PCU at a community-based hospital in Southeastern North Carolina. This unit was chosen due to the increased length of patient stay, which is approximately four days and ease of study implementation as the project lead is an RN on the unit. The PCU is comprised of nearly 65 RNs and a myriad of ancillary staff. The PCU cares for patients of higher acuity, suffering from varying illnesses.  The PCU unit has 42 beds, with a nurse-patient ratio of three to one. 
Sample
	The sample of patients in this study included admitted patients to the PCU. These patients are from a myriad of counties surrounding New Hanover County in North Carolina. These patients may have been discharged from the hospital, transferred off the unit, or still admitted at the time of data collection. All patients were over 18 years old and consisted of both men and women. The project lead was unable to discern the varying socioeconomic and racial backgrounds of the sample, as that information was not collected. Direct patient interaction was not conducted. No protected health information was collected from the EHR. 
Methods
A standardized protocol was written by the project lead to guide staff on the proposed completion of ADs (see Appendix B). This protocol was taught to all RNs and ancillary staff (including nurse’s aides) on the PCU before implementation phase in staff huddles and in August’s staff meeting. The PCU manager and coordinators were present for the protocol’s education and were available to staff for protocol questions. The protocol was posted on the PCU’s huddle board for the duration of the DNP projects implementation phase. The protocol and the project were discussed at daily staff huddles at least twice a week and whenever staff had questions regarding the project. 
Firstly, the protocol began with screening all admitted patients to the PCU for ADs. If the patient had an AD, it was requested from the family and the health unit clerk (HUC) scanned the document into the EHR. The EHR had informatics improvements to streamline the location of the ADs into one, synonymous location in every EHR. If the patient did not have an AD, RNs presented AD forms to the patient and/or family and answered any questions of the patient or family. Once the patient had the AD forms filled out, they would notify the RN. The RN would then send an electronic referral to the spiritual care department who would obtain two volunteers to serve as witnesses to legally notarize the document. Once the AD was notarized, the original document was scanned into the EHR and then returned to the patient or family. The protocol encourages communication during change of shift among RNs on the status of the patient’s ADs. This would help ensure the completion and documentation of ADs before the patient was discharged from the hospital. 
Protection of Human Subjects
The patients were protected by excluding personal health information (PHI) in the electronic audits by utilizing Epic’s “My Reports” feature. This feature electronically gives daily audits of the number of ADs on file on each hospital unit.  Researchers did not access patient charts and PHI, just the results of the presence of ADs in the “My Reports” data. 
Data Collection
The number of patients with ADs documented in the EHR was collected by the project lead for 58 days (or eight weeks) pre-implementation of the AD protocol (See Appendix D). This consisted of all patients admitted to the PCU and discharged from the hospital for the past 58 days from May 27, 2017 to August 22, 2017. This data collection was done using the “My Reports” function in the Epic documentation database. This feature allows the project lead to search all ADs documentation specifically for patients admitted to the PCU. Then the researcher can further filter the data to include patients still hospitalized and those discharged for an exact period of days. The pre-implementation was searched for the 58 previous days to include an 8-week period. 
The AD protocol was taught during the August 29th staff meeting. The eight-week post implementation phase of the DNP project began September 10, 2017. Weekly data is collected each Saturday and includes a “look-back” period of six days. This ensures each week runs Sunday to Saturday and that a day of data is not missed.  The data collection identifies the total number of patients who have been admitted to the PCU. The project lead then determines how many of those patients have ADs. This ratio is then computed to a percentage. The weekly percentage is posted on the daily huddle board so that staff and leadership are aware of the unit’s progress. 
Limitations
Limitations of the project include that the implementation was only initiated on one hospital unit with a limited number of staff and patients. This makes it difficult to determine the generalizability of the project to other inpatient units. There were also travel nurses and newly hired RNs on the PCU during project implementation who were not formally educated on the protocol. 
While most PCU staff had positive feedback regarding the protocol, several reported difficulty remembering the changes and incorporating them in their daily routines. Perhaps the time for project implementation was not long enough for staff to fully adopt and implement the protocol. Another limitation is that the data collected does not assess the number of patients that asked for more information regarding ADs with plans to get them completed post discharge. 
Since this project measured outcomes at two different time intervals, it is difficult to determine if the two different groups were exposed to any confounding external factors that could have contributed to variations in data outcomes. Examples of confounding factors include the EHR being down for maintenance, and staff being floated to the PCU from other hospital units and not receiving education. There may have been a higher census of patients in the hospital at different times affecting the RNs ability to follow the protocol, as well.  



















Chapter Four:  Results
	The DNP project chair collected the results of this project over an eight-week period post the education and implementation of the standard protocol. These results were analyzed weekly and disseminated weekly to both administration and staff of the Progressive Care Unit (PCU). Methodology of the protocol was corrected in some ways based off staff improvement ideas to increase Advance Directive completion rates. Implications for practice were drawn from the results and feedback of the staff implementing the protocol. 
Participant Demographics
There were a total of 682 electronic health records (EHRs) that were reviewed for this project via a filtered search strategy in the Epic EHR system. Three of the EHRs were excluded because patients were non-English speaking and three were excluded because of mechanical ventilation, resulting in a total of six excluded EHRs. The final sample (n) included 676 electronic health records (n = 676). Of the total sample, 341 EHRs were reviewed over the eight-week pre-implementation phase of the Advance Directive (AD) protocol. Three hundred thirty-five EHRs were reviewed over the eight-week post-implementation phase. The sample included all patients admitted directly to the Progressive Care Unit (PCU). This did not include patients transferred to the PCU from other inpatient units. The mean age of the sample was 68 years old. This included both men and women of varying races; however, the demographics of races and genders were not recorded.  
Intended Outcomes
	The intended outcome of the Doctor of Nursing Practice (DNP) project was to increase the amount of patients with completed ADs on admission to the PCU. Ideally, completed ADs would be documented in the EHR as well. This would likely lead to increased communication amongst disciplines providing patient care. These outcomes would increase patient autonomy, decrease unwanted medical treatment, and ultimately decrease healthcare costs, which has been proven by reviewed literature. 
Findings 
Prior to implementing the AD protocol, 35.8 percent (n = 341) of patients admitted to the PCU reported having an AD during admission screening. Of this group, 10.3 percent had an AD correctly documented in the EHR. After educating PCU staff on the protocol and implementing the process, 34.3 percent (n = 355) of patients admitted to the PCU reported having an AD. Of this group of patients, 35.7 percent had their AD correctly documented in the ACP navigator in the EHR compared to 26.2 percent before the intervention was implemented.













Chapter 5:  Implications for Nursing Practice
	Nursing and medicine utilize evidence to guide and implement practice change. The results of this Doctor of Nursing Practice (DNP) project can be utilized to surmise practice implications. Current Advance Directive (AD) completion protocols can be guided and implemented based on the projects methodology and results. Importantly, this project could be used to guide further quality improvement projects to gather more evidence for tactics on advance care planning (ACP). This is an extremely complex endeavor requiring expertise in communication. Basic practice implications have been derived from the results of this quality improvement project and are discussed below.
Practice Implications
	Evidence gained through process improvement projects and various other forms of research guide practice implications. The American Association of Colleges of Nursing (AACN) (2006) has identified eight essential competencies that are used to guide the DNP curriculum. These essentials are outlined and then utilized to determine practice implications discerned from the DNP project. 
Essential I:  Scientific underpinnings for practice.  
	This essential is the basis for any quality improvement project. Nursing science including knowledge in ethics, psychosocial, and biophysical sciences were essential to the planning and implementation of the DNP project. This DNP project utilized nursing science to explore King’s Theory of Goal Attainment and apply it to the goal of increasing AD completion for admitted patients. 
	Practice implications include the focus that the psychosocial dynamics of patients are extremely individual. A myriad of variables accumulate to determine a patients thoughts on ACP and end of life (EOL) plans. There cannot be a pre-formed conversation that is applied to all patients when discussing AD completion. The RN must receive the training appropriate to be able to delicately approach this topic in a way that gives the patient autonomy in completing this goal. Not every approach will be successful for every patient. Moreover, an individualized tactic may be the most effective way to accomplish the goal of completing an AD. 
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  
	This essential identifies process improvement from a systems perspective that effects a broad population or community (AACN, 2006). This DNP project worked to implement process change on a large Progressive Care Unit (PCU) within an even larger community-based hospital system. The goal to complete ADs at a patient-by-patient level was the initial minute step in creating a community of citizens with completed ADs that were accessible between specialties and amongst inpatient and outpatient settings. 
This project as well as previous literature suggests that to be able to make a community wide change, a microstructure of change needs to be implemented first. This could start in the hospital setting or the primary care clinics or a combination of both. Once ADs are completed and documented in one setting the patients wishes would carry over to other settings, increasing communication and continuity of care amongst all HCPs. This is considering if all settings within a community use the same electronic health record (EHR) such as the community in the project. If all HCPs were dedicated to this goal, a community, system-wide change could be seen saving money, resources, and honoring patients’ wishes. 
Essential III:  Clinical scholarship and analytical methods for EBP.  
	This essential guides the DNP prepared Advanced Practice Registered Nurse (APRN) to review the evidence, analyze, synthesize, and evaluate the evidence, and lastly apply the evidence to improve clinical practice. This assisted with the design and implementation of the DNP project. Previous project methodologies were evaluated to gain insight into the proposed AD standardized protocol. Outcomes measured in other studies such as patient’s autonomy, family satisfaction, decreased intensive care admissions, and decreased healthcare costs at end of life were all synthesized and applied to the DNP project to better understand why this project was worth implementing. 
The most important practice implication gained from this project is to obtain further techniques that reinforce practice change amongst clinical staff. Clearly, process and culture change is hard to evoke and the evidence needs to be utilized to identify ways to make this happen. Perhaps individual metrics could be measured weekly to show staff how many ADs they completed. This would give a quantitative value for staff to compare individual progress and visualize weekly improvement. With each staff member seeking to increase AD completion, the entire unit may see a drastic change in completion rates.
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  
	Technology has transformed the ability of Healthcare Providers (HCPs) to communicate the care delivered to patients. This essential heavily influenced the design and implementation of this DNP project. A DNP counterpart simultaneously implemented an ACP navigator to streamline and solidify the documentation of completed ADs in the EHR. This created one standard location to find the AD as opposed to the previous myriad of locations. This intervention increased in-hospital accessibility of ADs to HCPs. To ensure continuity of care in the outpatient setting, this navigator should be implemented across the healthcare spectrum to ensure homogeneity of AD documentation within the EHR, as it was done in the DNP project. 
	It is unclear if the AD protocol should be taught to outpatient RNs, as those RNs are not mandated to screen for ADs like the inpatient RNs. Perhaps in these settings, this should be HCP driven to screen and have ACP discussions with patients. Regardless, the evidence exists that this is important to complete and document within the EHR, no matter who drives the conversation.
Essential V: Healthcare policy for advocacy in healthcare.
	The policies involved in regulating healthcare are vast and ever-changing depending on the current political platform. Therefore, the DNP prepared APRNs are critically needed in the policy arena, writing and guiding the discussion. This ensures the best interest of both the APRN and the patient is protected. When the U. S. Congress passed the Patient Self Determination Act (PSDA) of 1991, healthcare systems across the country were mandated to design a policy for AD screening during the admission process. Logically, the hospital system in the DNP project had such a policy; however, the focus of RNs pursuing AD completion and streamlining this process for patients was nonexistent. Furthermore, there was not a homogenous location for HCPs to document completed ADs. 
	Unfortunately, the results from this project do not suggest that a policy including a standardized RN led AD protocol increases AD completion. However, based on the feedback of the PCU staff, more education regarding conversational tactics on this topic may see increased  results.
More importantly, a standard location for the documentation of these completed ADs should be included into the AD completion institutional policy. This would be most efficient with the utilization of an EHR but could also be implemented with paper chart systems. Moreover, ADs could be kept on file within all areas of care that a patient needs including specialty offices. This leads to increased accessibility by HCPs, leading to increased awareness of patients’ wishes by HCPs in various practice settings. 
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes.  
Interprofessional collaboration is imperative to providing high quality healthcare to patients. The expertise of various disciplines needs to come together in a fluid manner to design a holistic treatment plan. The DNP project utilized the skills of various roles including the RN to initially screen the patient for the AD, the spiritual care chaplain to complete and notarize the AD documents, and the HCP to answer disease specific questions. Future AD protocols should continue to utilize an interprofessional approach to AD completion. This could include various disciplines to fully assess all components that a patient possesses. Particularly in regards to end of life, patients may have spiritual questions best addressed to the chaplain, while other patients may have disease specific questions best addressed by the HCP. Additionally, patients could have legal questions addressed by social work. Largely, all disciplines working together most effectively serve the needs of the patient. 
Essential VII:  Clinical prevention and population health for improving the nation’s health.  
	The drive to improve population health ultimately starts at an individual level and then transfers into the community. With the hospital system in the DNP project being the only system within this particular Southeastern North Carolina county, a successful hospital-wide initiative could have profound effects on the health of the community. 
	Practice implications should include the importance of utilizing a community wide AD protocol in all practice settings that utilize the same EHR. Most importantly, the utilization of the ACP navigator to keep the location of the ADs exact amongst practices should be implemented whenever feasible. This would increase continuity of care and increase patients’ autonomy. 
Essential VIII:  Advanced nursing practice.  
	With the increase in medical advancements and need for specialty care, nursing has progressed to necessitate advanced training in order to better care for complex patients. The DNP prepared APRN utilizes this training to provide therapeutic interventions to treat patients holistically. It is also essential to demonstrate systems thinking and design and deliver evidence-based care (AACN, 2006). This emphasizes the importance of the AD protocol to include a systems perspective. This began with initial RN education on the AD protocol. Simultaneously, the EHR was being streamlined and HCPs were receiving education on where to correctly document ACP conversations. This EHR change led to a single accessible location for all staff to view completed ADs. While there were not increasing ADs being completed, the accessibility of completed ADs increased, leading to continuity of patient’s wishes amongst disciplines. This quality improvement project, while it did not increase the rate of completed ADs, it improved the system in which ACP is being performed and documented on the PCU. 
This essential also promotes the DNP prepared APRN to guide individuals through complex health and situational issues (AACN, 2006). The transition to end of life or even the discussion can be extremely fear provoking for patients. Within an AD protocol, it is imperative to include an emphasis on the importance of an empathetic approach to this topic. Furthermore, the HCP has to be expertly careful not to translate personal feelings or opinions onto the patient. Ultimately, this is the only way a patient’s true autonomy can be maintained. 
Summary
	The DNP prepared APRN has been trained under a curriculum comprised of The Essentials of Doctoral Education for Advanced Nursing Practice (AACN, 2006). These essentials promote APRNs to utilize science to design quality improvement projects to achieve improved patient outcomes at a system-based level of care. This care utilizes interprofessional collaboration to treat patients holistically. The DNP prepared APRN also has the knowledge to critically analyze the evidence to guide practice. Under these essentials, DNP prepared APRNS have answered The Institute of Medicine’s call for “nursing education that prepares individuals for practice with interdisciplinary, information systems, quality improvement, and patient safety expertise” (IOM, 2003). 




Chapter 6:  Final Conclusions
As medical technology and treatments continually expand and improve, advance directives (ADs) assist in patient autonomy. This progression is furthered with the evolution of the electronic health record (EHR). ADs have the capability to be accessible across care settings in the patient’s chart.
Significance of Findings
A DNP-led project aimed to increase the number of patients on a hospital unit with ADs utilizing a standardized protocol for RNs to conduct during the admission process. A counterpart hoped to increase the amount of ADs in a standardized, easily retrievable location in the EHR using an ACP navigator. The number of patient’s that reported having an AD decreased after implementation of the protocol. However, the number of patient’s with ADs located in the newly implemented ACP navigator increased. 
The feedback from the Progressive Care Unit (PCU) staff regarding the protocol reflected the importance of training regarding advance care planning (ACP) discussions. Staff were equipped to follow the protocol; however, some did not feel comfortable approaching the conversation with patients and or family members. Perhaps a better approach would be to provide formal education to staff who would be working with patients regarding ADs and ACP. An interdisciplinary team, made of chaplains and palliative care HCPs, who have knowledge and experience on ACP, could provide such education. 
Project Strength and Limitations
In the literature review, successful studies implemented electronic chart reminders to prompt the RN to follow-up with admission screening and to obtain requested AD documents. EHR generated rules and triggers to make tasks and alerts for nursing staff are helpful methods of increasing staff adoption of new processes (Deokar & Sarnikar, 2016). Due to time constraints and workload to EHR personnel, electronic reminders were not able to be included in the DNP project. Reasonably, there is an adjustment period for staff to adopt new practices and the pop-ups could help during transitions in practice. 
According to Deokar and Sarnikar (2016) clinical and administrative management support for process change is essential for the intervention to be successful. During the implementation phase of this project, other projects were taking place on the PCU by the Unit Practice Council. Multiple process changes being implemented on a single hospital unit may have led to slower rates of adoption among staff as they were all at the individual workflow level. In hindsight, the inclusion of the Unit Practice Council in addition to management to ensure all efforts were being made to a single process change may have improved AD completion rates.
Before implemented on an organizational level, changes in process should include electronic pop-up reminders, Unit Practice Council and Nursing Congress involvement, management support on an organizational level, project leaders throughout the organization on every hospital unit, early data feedback, process change incentives, staff training and continued 
education, and close monitoring and timely follow-up with project leaders, management, and IT department. 
Project Benefits
After process improvements are addressed, generalizability of the ACP navigator and its use to other hospital units has potential success. All medical units are required to do admission screening to all patients, including inquiring about ADs. The EHR is standard across the hospital and outpatient practices in the hospital network and will have access to the navigator. 
Seemingly, financial reimbursement could increase the rates of this project’s adoption, as well. ICD-10 codes were written allowing ACP to be a billable expense for HCPs. Medicare will now reimburse 80 dollars for 30 minutes of ACP in the hospital and up to 75 dollars for each additional 30-minute ACP discussion (Zeitoun, 2015). This benefit could be stressed to HCPs with hopes to increase the ACP conversations being conducted. Obviously, the financial benefits not only include the reimbursement, but the decrease in unwanted testing, procedures, and even admissions for some patients. 
Recommendations for Practice 
	Practice recommendations include further studies to determine the benefits of an AD protocol to increase the amount of documented ADs. Perhaps formal education should be included in the staff education portion of the implementation to increase the comfort level of staff regarding this topic. This protocol needs to be fine-tuned and data recollected to determine the benefits before implementing on other hospital units or hospital wide. However, if this improved protocol results in increased rates of completed ADs, the protocol could likely be implemented on all adult inpatient units within the hospital network.
	Likewise, the ACP navigator with a standard location for the documented ADs should continue across all settings of the healthcare system within the community. Communities utilizing the same EHR should work hard to create a similar navigator to increase the communication amongst practice settings. This intervention has the potential to create a microstructure of continuity of end of life care. 
Final Summary
	Initially, this quality improvement project sought to review the literature on various benefits of ADs. The research suggests a myriad of benefits. However, there is limited research on how best to get ADs completed and documented into the EHR. Many private companies exist that are available for hire to complete patients’ ADs. However, the DNP project lead sought to design and implement an AD protocol that promoted staff on a PCU to increase the amount of admitted patients with ADs. 
Upon the education and implementation phase of the quality improvement project, staff feedback led to drastic insight. Interestingly, staff did not feel adequately trained to assist patients with AD completion. This education should be designed to include an interprofessional approach to education and to AD completion, perhaps including social work, HCPs, chaplains, and nursing. Through this education, staff may be better equipped to assist patients with completing ADs while hospitalized. Furthermore, this protocol would be generalizable to other inpatient settings. Ultimately, having ADs documented within the EHR for an increased number of patients will decrease futile care, saving valuable healthcare dollars, and most importantly, maintain the patient’s wishes at the forefront of the treatment plan.  
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Figure 1. King’s Theory of Goal Attainment
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	Hammes, B. Rooney, B., Gundrum, J. (2010). A comparative, retrospective, observational study of the prevalence, availability, and specificity of advance care plans in a county that implemented an advance care planning microsystem. Journal of the American Geriatrics Society, 58(7). 1249-1255. doi:  10.1111/j.1532-5415.2010.02956.x
	Level 3
	’07-08 vs. 95-96 Rates of documented ADs increased from 85% to 90% in La Crosse county, WI, and more available in EHR (99.4% vs. 95%) wishes were consistent with tx 98 and 99.5% of the time
	It is possible to create and sustain ACP microsystem across an entire county, need to be constantly improved
	Working to develop a microsystem will likely have the most success with AD completion rate. Initiatives underway in PCP offices in Wilmington. Likely mimic their initiatives, documentation location is the same. 

	Forlini, J. & Goldberg, L. (2014). Respecting choices:  A case study for incorporating advance care planning into person and family-centered health care delivery. Health Policy Brief, 9. 1-4. 
	Level 7
	Respecting Choices has multiple steps for ACP depending on patients age and illness. Now being implemented state-wide in WI
	ACP continually occurs across network, multiple conversations, not just forms alone.
	Education methods for staff including steps. See how the microsystems spill over into the entire state. 
(Protocol)

	Brinkman-Stoppelenburg, A., Rietjens, J., van der Heide, A. (2014). The effects of advance care planning on end-of-life care:  A systematic review. Palliative Medicine, 28(8). 1000-1025. doi: 10.1177/0269216314526272. 
	Level 1
	113 relevant studies: ACP decreased life-sustaining tx, increased hospice and palliative care and decreased hospitalization. Complex ACP interventions seem to increase compliance with patients EOL wishes 
	Complex ACP more effective in meeting patient’s preferences than written documents alone. More studies are needed in different settings. 
	Complex ACP more effective than ADs alone in regards to compliance with EOL wishes, quality of life/quality of care/satisfaction. More studies needed measuring consistency of ADs and care actually received. No adverse effects on psychosocial outcomes is noteworthy. Pts or families denied more stress, anxiety or depression compared to pts who didn’t do ACP. 
(Outcomes)








Appendix C
Figure 1. Advanced Directive Standardized Protocol Document
Standard Work Activity Instruction Sheet
Activity: Advance Directive Completion    Purpose: Complete and document ADS for inpatients
Performed by: RN & Chaplain    Process Owner: PCU    Activity Starts: Upon admission to PCU
Activity Ends:  Once AD is completed, notarized, and documented in EHR
	Step
	Major Steps (What, When)
High Level Steps
	Key Points (How, who)
Detailed Steps
	Reasons for Key Points (Why)

	 1
	Ask patient if he/she has Advance Directive (AD) on admission to Progressive Care Unit. 
	Admitting RN will ask patient or caregiver if he/she has Advance Directive (AD).
· If patient has ADs with them, RN will obtain from patient. 
· If patient does not have AD, RN will provide AD forms to patient and caregiver on day one of hospitalization. AD forms will be available in the business center on the unit for RN to give to patient. 
	Presence of ADs needs to be assessed for all inpatient admissions according to the Patient Self Determination Act. 

	2
	Obtain AD forms from patient/caregiver and ensure they are scanned into the electronic health record (EHR).  
	If the patient has AD with them on admission, RN will acquire documents and give them to Health Unit Clerk, who will scan into EHR. The RN will ensure AD documents are correctly scanned into EHR and available via the linked Advance Directives tab on the top of the EHR.  
	Standardized location of AD in the EHR will allow continuity of care between health care providers (HCPs) and between hospitalizations.

	3
	Give new AD forms to patient and/or caregiver to be completed during hospitalization. 
	If patient does not have an AD, RN will obtain AD forms from the PCU business center and give to patient and/or family member on the first day of admission to unit. RN will provide patient with basic orientation of forms including:
· Explanation of the purpose of the ADs
· Explanation of each section and the required information to complete each section of the ADs
	ADs allow for patients to have their healthcare wishes known by caregivers and HCPs to prevent unwanted medical treatment. 

	4
	Referral to spiritual care department for notarization of ADs
	RN will promote patient to complete AD documents every shift until either completed or reason exists to not be able to complete (i.e. altered mental status, patient/caregiver refusal, etc.). 
· Once forms are completed, RN will order a spiritual care referral in Epic. 
· Chaplain will be notified to obtain two volunteers to bring to the bedside and notarize ADs. 
· Once documents are notarized, they will be given to the Health Unit Clerk who will scan into EHR and ensure ADs are  located in the linked Advance Directives tab on the top of the EHR.  
	Notarization of documents ensures legality of forms.

	5
	Continue assessing patient’s ability to complete AD throughout hospitalization
	If there is a reason that ADs cannot be completed during the admission, document in the ADs flowsheet under the Admission tab in EHR. Re-evaluate patient’s ability to complete AD on every shift. If patient’s status changes and patient is able to participate in a discussion on ADs, please start at Step 1 and initiate AD completion. Communicate to the RN you are giving report to the status of the patient’s ADs (i.e patient refused, forms are completed and waiting to be notarized, ADs are documented in EHR, etc.)
	Completion of ADs for inpatients will improve continuity of care between hospitalizations and among HCPs.  










Appendix D
Table 1. Documented AD Rates Pre and Post AD Standard Protocol 
	 
	Number of total PCU admissions 
	PCU admissions that report having an AD 
	Percentage (from total) 
	PCU admissions with correctly documented AD in the EHR 
	Percentage (from those with an AD) 

	Pre-Implementation 
 7/2/17 - 8/26/17 
	341 
	122 
	35.8 % 
	32 
	 26.2 % 
	

	Post-Implementation 
9/10/17 - 11/4/17 
	335 
	115 
	    34.3 % 
	41 
	35.7 % 
	



Table 2. Weekly Post- Implementation Data of AD completion rates and documented ADs in EHR
	Week 
	Number of Weekly PCU Admits 
	PCU Admits that Report having an AD 
	PCU Admits with AD documented in EHR 

	Week 1: 
9/10/17 - 9/16/17 
	46 
	18 
	8 

	Week 2: 
9/17/17 - 9/23/17 
	40 
	12 
	8 

	Week 3: 
9/24/17 - 9/30/17 
	44 
	15 
	5 

	Week 4: 
10/1/17 - 10/7/17 
	39 
	17 
	5 

	Week 5: 
10/8/17 - 10/14/17 
	47 
	14 
	6 

	Week 6: 
10/15/17 - 10/21/17 
	44 
	12 
	3 

	Week 7: 
10/22/17 - 10/28/17 
	36 
	12 
	4 

	Week 8: 
10/29/17 -1 1/4/17 
	39 
	15 
	2 

	TOTAL 
	335 
	115 
	41 























Appendix E
Date:  March 23, 2017
To Whom It May Concern
 We at New Hanover Regional Medical Center have reviewed Lila Byrd and Daina Worcester’s DNP Project title “Implementing an Advance Directive Protocol among Hospitalized Patients” Lila Byrd and Daina Worcester have organizational support and approval to conduct their project within our institution. We understand that for Lila and Daina to achieve completion of the DNP program, dissemination of the project will be required by the University which will include a public presentation related to the project and a manuscript submission will be encouraged. 
Our organization has deemed this project as (either/both) improvement initiative and requiring (or not requiring) institutional IRB review.  

Thank you 
[image: ]
James K. Adgent, MD
NHRMC Medical Director
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EAST CAROLINA UNIVERSITY

Office of Research Integrity and Compliance (ORIC)

University & Medical Center Institutional Review Board (UMCIRB)

Brody Medical Sciences Building, 4N-70e 600 Moye Boulevard ¢ Greenville, NC 27834
Office 252-744-2914 o Fax 252-744-2284 » www.ecu.edu/irb

TO: Daina Wotcester, ECU College of Nutsing, DNP Program

FROM: Office of Research Integrity & Compliance (ORIC)g%

DATE: June 30, 2017
RE: Doctor of Nursing Practice (DNP) Scholatly Project

TITLE: Implementation of an Advance Directive Protocol among Hospitalized Patients

This activity has undergone review on 6/30/2017 by the ORIC. A Doctor of Nursing Practice candidate is
planning a quality improvement project in the Progtessive Care Unit (PCU) at New Hanover Regional Medical
Center (NHRMC) in Wilmington, NC. The purpose of this project is to implement a standardized guideline to
increase the number of admitted patients with completed Advance Directives in the electronic health record.
Education on this new protocol will be provided to the PCU staff and pre/post implementation data will be
reviewed to determine improvement. The NHRMC IRB has determined this project does not meet the definition
of human research and the ORIC agrees.

This activity is deemed outside of UMCIRB jurisdiction because it does not meet the current federal descriptions
for human subject reseatch. Therefore, this activity does not require UMCIRB approval. Contact the office if

thete are any changes to the activity that may require additional UMCIRB review or before conducting any human
research activities.

Relevant Definitions for Human Subject Research:

® Research means a systematic investigation, including research development, testing and evaluation, designed to
develop or contribute to generalizable knowledge. Activities which meet this definition constitute research for
purposes of this policy, whether or not they are conducted or supported under a program which is considered
research for other purposes. For example, some demonstration and service programs may include research
activities
®  Human subject means a living individual about whom an investigator (whether professional or student)
conducting tesearch obtains:
(1) Data through intervention or interaction with the individual, ot
(2) Identifiable ptivate infotmation.

The UMCIRB applies 45 CFR 46, Subpatts A-D, to all research reviewed by the UMCIRB regardless of
the funding source. 21 CFR 50 and 21 CFR 56 are applied to all research studies under the Food and
Drug Administration regulation. The UMCIRB follows applicable International Conference on
Harmonisation Good Clinical Practice guidelines.
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