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[bookmark: _GoBack]Abstract 
A quality improvement (QI) initiative was implemented to increase Advance Care Planning (ACP) conversations and documentation by healthcare providers in two southeastern skilled nursing facilities (SNF) in North Carolina. An evidence-based practice (EBP) algorithm initiative was developed based on literature review and identification of the problem. Research demonstrated a lack of ACP conversations among providers and documentation into the electronic medical record (EMR). These SNFs lacked both a standardized process for screening patients and protocol for initiating or completing ACP forms, especially the Medical Orders for Scope of Treatment (MOST). The algorithm was created to utilize an interdisciplinary approach to promoting ACP conversations among providers and increasing completion of the ACP forms. 
There was a total of 193 EMRs reviewed, pre-project n=90, post project n=103. Of the reviewed charts there was demonstrated increase in the percentage of SNF residents with documented ACP forms in the EMR, with a growth rate greater than 30% for all forms combined post project completion. The MOST form had the greatest increase and potentially offers the highest level of benefit for the SNF resident. Some of the implications discovered include the need to increase advocacy for utilization of all ACP forms within the SNF setting and promotion of provider initiation of ACP conversations. Some recommendations include promotion of collaboration between healthcare disciplines to promote higher quality patient outcomes and initiation of MOST forms during admission to a SNF. 
Keywords:  advance care planning, quality improvement, electronic medical record, algorithm, medical orders for scope of treatment form, evidence-based practice, skilled nursing facility

Table of Contents
Acknowledgments	2
Dedication…………………………………………………………………………………...3
Abstract	4

Chapter One:  Overview of the Problem of Interest	10
Background Information	10
Significance of Clinical Problem	11
            Benefits …………………………………………………………………….12
            Documentation ……………………………………………………………..12
            Medical Orders for Scope of Treatment ……………………………………13
            Financial Impact…………………………………………………………….13
Question Guiding Inquiry (PICO)	14
Population	14
Intervention	15
Comparison	16
Outcome(s)	16
Summary	16
Chapter Two:  Review of the Literature	18	

Methodology	18

             Sampling Strategies………………………………………………………...19  

             Evaluation Criteria………………………………………………………… 20

Literature Review Findings	20

             ACP education ………..……………………………………………………20
  
             ACP outcomes…………... ………………………………………………...20 

             Geriatric Population and ACP..……………………………….……………23

             Financial aspects of ACP….……………………………………………….24

             ACP algorithm intervention……….. …….………………………………..25

Limitations of Literature Review Process	26

Discussion	27
Conclusions of findings	27
Advantages and disadvantages of findings	27
Utilization of findings in practice	28
Summary	28
Chapter Three:  Theory and Concept Model for Evidence-based Practice	30
Concept Analysis	30
             Communication…………………………………………………………….31
             Acceptance…………………………………………………………………31
             Continuity of Care…………………………………………………………32
             Autonomy………………………………………………………………….32
             Death Preparedness………………………………………………………...33
Summary of Concepts………………………………………………………………34
Theoretical Framework	34
             The interpretation phase ……………………………………………..…….35
             The evaluation phase ………………………………………………………36
             The decision phase ……………………………………………………...…37
Application to practice change	37
Evidence-Based Practice Change Theory	40
Application to practice change	41
Plan………………………………………………………………………….41
Do…………………………………………………………………………...41
Act…………………………………………………………………………..42
Study………………………………………………………………………..42
Summary	42

Chapter Four:  Pre-implementation Plan	44
Project Purpose	44
Project Management	44
Organizational readiness for change	45
Inter-professional collaboration	46
Risk management assessment	48
Organizational approval process	49
Information technology	49
Cost Analysis of Materials Needed for Project	50
Plans for Institutional Review Board Approval	51
Plan for Project Evaluation	52
Demographics	52
Outcome measurement	52
Evaluation tool	53
Data analysis	53
Data management	53
Summary	54
Chapter Five:  Implementation Process	55
Setting	55
Participants	56
Recruitment	56
Implementation Process	57
Plan Variation	57
Summary	59
[bookmark: _Hlk2269279]Chapter Six:  Evaluation of the Practice Change Initiative	60
Participant Demographics	60
Intended Outcome(s)	61
Findings …………………………………………………………………………… 61
Figure 1	62
Discussion ………………………………………………………………….62
Summary	63
Chapter Seven:  Implications for Nursing Practice	64
Practice Implications	64
Essential I: Scientific underpinnings for practice	64
Essential II: Organization and systems leadership for quality
improvement and systems thinking	66
Essential III: Clinical scholarship and analytical methods for EBP	67
Essential IV: Information systems/technology and patient care
technology for the improvement and transformation of healthcare	68
Essential V: Healthcare policy for advocacy in healthcare	69
Essential VI: Interprofessional collaboration for improving patient
and population health outcomes	70
Essential VII: Clinical prevention and population health for
improving the nation’s health	71
Essential VIII: Advanced nursing practice	71
Summary	72
[bookmark: _Hlk2274659]Chapter Eight:  Final Conclusions	75
      Significance of Findings 	75
      Project Strengths and Limitations	76
      Project Benefits	77
      Recommendations for Practice …………………..……………………………..78
        Final Summary……………………………………………………………..………..…79
References…………………………………………………………………………………...81
Appendix A ACP Algorithm …....………….……………………………………………… 92
Appendix B Concept Map and PDSA Cycle………………………………………………...94









Chapter One:  Overview of the Problem of Interest
    Life is full of difficult conversations with topics that create anxiety and stress. Advance Care Planning (ACP) is regarded as one of those topics. Healthcare providers need to learn how to navigate ACP in conversations to ease emotions related to unknown events and support individuals seeking information on the issue. This subject is difficult to broach, but it has been proven within the literature that addressing ACP concerns prior to end-of-life events can improve overall outcomes for the patient and their family (Swetz et al., 2011).
[bookmark: _Hlk507235715]Discussions about ACP are a complex facet of one’s healthcare.  Early introductions to ACP could allow for adequate information processing for patients to make decisions. It can also help patients confidently map-out an anticipated trajectory of care, along with relieving stress caused by the topic itself (National Consensus Project for Quality Palliative Care (NCPQPC), 2014).  It is imperative that providers be open and understanding towards patients and their loved ones when ACP is addressed.  Literature has demonstrated that it is a communication process designed to develop goals of care between patients, families, and their providers and can improve overall outcomes and quality of care (Alhuwalia et al., 2015). The purpose of this chapter is to provide background and clinical significance of ACP to provide the audience with an overview of the topic, thereby mapping the road to the Doctor of Nursing Practice (DNP) scholarly project.
Background Information
The dynamic aspect of ACP is created from an amalgamation of evidence-based practice care and the patients’ desired care that corresponds to their wishes about their chronic condition or illness. This is an issue that has gained attention within the last several years, especially in the healthcare system (Chung, Yoon, Rasinski, & Curlin, 2016).  Patients at the end-of-life have seen an increase in admissions for futile treatments secondary to being admitted as a full code, rather than a do-not-resuscitate (Zalenski et al., 2016).  With individuals living longer with chronic conditions, ACP can parallel the healthcare condition and aid in symptom management and introduction of death preparedness, which can ease the burdens that ensue at the end-of-life. 
It has been established in the literature that when ACP conversations occur early and with all parties involved, there are healthier and more desirable outcomes. It provides a space for the patient and family to accept the terms that life is finite (Dube, McCarron, & Nannini 2015). According to Alhuwalia and colleagues (2015), ACP establishes and protects the patient’s wishes throughout their healthcare continuum. It also reduces the cost of healthcare dollars from patient and the system (Bond et al., 2018).  In a study performed by Detering et al. (2010), higher levels of patient and family satisfaction with end-of-life events was demonstrated when ACP communication was provided. It is also supported and recommended by several professional societies that healthcare providers have multiple ACP conversations with a patient over the course of a serious illness (Detterbeck, Lewis, Diekemper, Addrizzo-Harris, & Alberts, 2013; NCPQPC, 2014; Institute of Medicine (IOM) 2014). 
Significance of Clinical Problem
Clinical significance is a driving force for both practice and healthcare change. Most
providers and patients will not change behaviors or practices until there is valid reason and proof of the need to adjust. In these cases, ACP is essential as it facilitates conversations and their various influences on practice regarding patients and their healthcare providers. The current clinical significance comes from previous research findings, which illustrate the benefits of addressing ACP conversations early on, defines the lack of documentation of ACP on the providers part, and the financial impact on the entirety of patient and system. Thus, clear identification of ACP’s clinical significance is provided in the three areas previously mentioned, subsequently aiding in the need for addressing and pursuing a quality improvement initiative for practice change.
[bookmark: _Hlk511223198]Benefits. Research demonstrates that early initiation of ACP, prior to end-of-life needs 
can establish a conduit for open dialogue between the patient, their family, and the healthcare team (Billings & Bernacki, 2014). There is profound significance in establishing ACP for all individuals of the healthcare team, especially the patient and their families. Patients demonstrate better progress, satisfaction, and outcomes when their wishes are made known (Swetz et al., 2011). Furthermore, their quality of life is increased, as well as the ability to have more support and comfort (Brandt et al., 2012). Overall, encouraging patients to engage in ACP with development of goals of care can increase patient satisfaction and quality of care while consequently, reducing hospital stays, cost, and of futile hospital readmissions (Klinger et al., 2013).
Documentation. Documentation from providers is part of the issue with ACP, as these conversations need to be a part of the patient’s electronic medical record to ensure continuity of care (Stanek, 2016). Otherwise, patients can end up receiving futile or undesired medical treatments, rather than the appropriate and desired symptom management (Zalenski et al., 2016). Aside from being best practice, documentation provides all the healthcare team, such as the provider or nurse, with the patient’s treatment plan of care that they wish. This would include: code status preferences and advance directives (Stanek, 2016). 
[bookmark: _Hlk507235508]All healthcare team members can provide the highest level of quality care when these conversations are documented (Yu-Hin et al., 2018). To support the patient and their family during times in which ACP is enacted, the documents need to be swiftly recovered to accentuate their chosen wishes (Turley et al., 2016). Turley and colleagues (2016) further describe that documentation of ACP forms such as, the Medical Orders for Scope of Treatment (MOST) provide a legal basis for patient’s preferences. Patient centered care is also maintained when ACP conversations are documented, and signed forms are entered into the electronic medical record, as they are directly what the patient requests.
Medical Orders for Scope of Treatment. The Medical Orders for Scope of Treatment (MOST) form is a tool that is utilized during ACP conversations. The form is signed by both the patient or their legal representative and the medical provider. It is bright pink and specifically identifies four sections for medical treatment options for both emergent and nonemergent situations. As provided by a sample form from the North Carolina Division of Health Services Regulation (2016), the sections include: section A which designates cardiopulmonary resuscitation attempts (if patients do not have a pulse and is not breathing); sections B specifically ask about hospital transfers; section C details the use of antibiotics; section D outlines fluids and nutrition options and lastly section E list who was present for the signing and conversations of the form. The benefit of the MOST form is that it interprets the patient’s wishes for treatments into medical orders that can be conveyed across multiple settings of care (Caprio, 2014). It is essential to provide a MOST form for patients that reside at a skilled nursing facility, at it can empower the patient and their legal representative in navigation of healthcare planning and disease trajectory.
Financial Impact. The Centers for Disease Control and Prevention (CDC) have annually reported, for the United States, that chronic conditions and risky health behaviors account for most expenses within the healthcare system (CDC, 2016). ACP conversations are simple interventions that can reduce futile treatments and excess hospitalizations which account for 22% of healthcare spending cost for the year 2012 according to a review of healthcare statistics (Emanuel, 2012). Another study found that chronic conditions account for nearly 50% of healthcare cost, and of that around 11% were advanced stage: End-of-life (Aldridge & Kelley, 2015). Worldwide, the economic gross cost burden associated with hospital mortality and increased length of stay (LOS) is estimated to be in the millions (O’Sullivan et al., 2016).  
In the United States, ACP with specific target of end-of-life conversations resulted in a 35% reduction in cost related to the final week of life in cancer clients (O’Sullivan et al., 2016). Most individuals with chronic conditions need to have ACP conversations to prevent unnecessary treatment and promote symptom management. Thanks to medical advancements and technology, many of these persons living with chronic or progressive illnesses are within the geriatric population. Life expectancy continues to slightly increase, based on reports from the CDC (2014), there was a 0.1 raise in the year 2014 from 2013. This growth was related to the decrease in mortality of those living with chronic illness such as cancer, heart disease, and chronic respiratory diseases. Therefore, geriatric patients are living longer with a chronic illness, making them the ideal population upon which this DNP scholarly project will be implemented. 
Question Guiding Inquiry (PICO)
[bookmark: _Hlk507235556]          Population. Geriatric populations providers should initiate ACP discussions and introduce their nature of being fluidic; establishing them when they first meet the patient and adjusting as prognosis changes.  Initiation of ACP in a geriatric population prior to the end-of-life has proven of value in supporting symptom management with chronic conditions, as well as overall patient and family outcomes, when an advance directive is in place (Wentlandt et al., 2016). Primary Care Providers (PCP) often avoid or neglect these conversations (Chung et al., 2016); therefore, the project focus will be on helping providers to establish these discussions and improve their documentation of them. 
	The Center for Medicare and Medicaid Services (CMS) (2012) found that more than two-thirds of its beneficiaries, had at least two or more chronic conditions. Congruently, they identified that one of the most vulnerable populations that had a chronic condition are those that are 85 years of age (CDC, 2012). Furthermore, the CDC (2016) reports that skilled nursing facilities care for a significant amount of geriatric and chronic disease patients. Occupancy rates nationally for skilled nursing facilities in 2014 were 82%; North Carolina was at 81% in the year 2015 (CDC, 2016). Overall this accounts for around 1.4 million individuals in the United States.  Correspondingly, most of the residents are between 65 and 95 years of age (CDC, 2016). Our geriatric population continues to grow and that means more patients in the skilled nursing facility. It has been proven in a study by Lum et al., (2017) that when patient preferences are documented on admission when using the MOST form, nearly 95% of them will receive care derived from their goals of care. With the geriatric population having some of highest numbers of those living with a chronic disease or illness (Ham et al., 2014), there is a need for change in aiding them to navigate their chronic condition, as their healthcare declines. Therefore, it is cognizant to address this population with this project. 
	Intervention. The planned intervention for this project is the application of an evidence-based algorithm to aid in facilitation of initiation of ACP conversations. The algorithm will build confidence in introducing this topic into discussion, as well as improve the providers’ documentation by insuring that the preferred provider method in the skilled facility, Medical Orders Scope of Treatment (MOST) is in the electronic medical record. The project was completed by a several healthcare providers including: two nurse practitioners and one medical doctor. There was an educational session about the algorithm. All providers then applied the project for ten weeks to all new patient admissions and long-term care follow-ups. A chart reivew prior to the start of the project was completed, as well as during weekly Plan, Do, Study, Act (PDSA) cycles to gather if the project needed to be adjusted or changed. Results from the chart reviews were compared and analyzed using statistical software (Excel). A mean score documentation of ACP documentation overall was obtained prior to the first week of the project. A second mean score related to the MOST form was gathered to identify the area in need of intervention. A chart review was preformed to collect means both pre education and post education to compared for clinical meaning. Every two-week PDSA cycles results were used to identify unforeseen and seen barriers, limitations, or problems with the projects use in practice. The algorithm will be further defined in other chapters.
Comparison. The comparison will be for the pre- and post-chart reviewvalues, to see if an increase of documentation occurred with these conversations in this geriatric population within a primary care setting. The PDSA cycles will demonstrate if the intervention tool is useful in the primary care setting (skilled nursing home). 
Outcomes. There are several outcomes that this project would like to accomplish at it’s
conclusion. First, development and implement an algorithm tool that can be incorporate into practice at both skilled nursing facilities. Secondly, to improve the practice of ACP conversations, as evidenced by an increase of their documentation of the MOST form in the electronic medical record.
Summary
This project hopes to build supportive conversations surrounding ACP (while remaining truthful with discussions of prognosis) and helping the patients and families understand their illness and possible situations related to it, and therefore will hopefully arrive at a patient centered decision for documentation of a MOST form in the electronic medical record. The lack of current documentation, as well as deficiency of conversations themselves, is in dire need of being addressed. As with any clinical problem, the significance of improving the issue demonstrates a wealth of benefits, which further aid in the need for practice change. It is also relevant to address the financial impact of ACP, as the cost of healthcare will only increase in the coming years. It is imperative to provide information that details the knowledge deficit regarding these conversations and its current and potential effects on both the healthcare system and the patient. The following chapter will detail more of the literature and its findings to aid in bridging the gap for both providers and their patients. Literature is a foundational base for this DNP scholarly project.














Chapter Two: Review of the Literature
        There has been waxing and waning of literature and research studies regarding Advance Care Planning (ACP) over the last two decades. Due to the nature of the topic, a review of the literature helps to explore its various elements and the concepts that surround it. ACP has started to become a trending matter; accordingly, healthcare providers should educate themselves on how to aid their patients on ways to maneuver through such a difficult topic in life, thereby promoting the best possible outcomes. There are several ways to educate on this subject, one being a literature review. A solid literature review is the cornerstone of a well-developed project. Another way is to data mine and analyze the numbers to display the current statistics surrounding these topics which also corroborates the literature review’s findings. This Doctor of Nursing Practice (DNP) scholarly project started with a problem question based on clinical concerns, which then led to a review of the current research. Once the problem was established and had justified meaning from the literature, the evidence was utilized to develop an intervention for quality improvement. Data from the intervention will be collected and analyzed for clinical significance. After which dissemination of the findings can ensue and a confident practice change can occur. This is all possible thanks to the literature review. The purpose of this chapter will be to discuss the methodology of the DNP scholarly project, it’s literature review and findings, along with their impact on current practice in detail, thus providing the audience with a thorough understanding of the process behind the development of the DNP scholarly project.
Methodology
Once the topic of ACP was decided upon, research was gathered to support the significance of the clinical problem, thereby illustrating a need for practice change. This was initiated with a literature review, which analyzed the current practice of ACP. An integrated review was conducted with two databases: CINAHL and PubMed. Database searches of titles, abstracts, and keywords were performed, using a variety of search terms, which are provided in the search sampling strategies. Limitations of search findings were limited to English-language, publications of full text available, those that were peer reviewed, and the chosen time: January 2011 to July 2018. The review included articles that connect the impact of current practice on ACP, the use of algorithms in healthcare, the influences on ACP, and theories that support motivation and information seeking. Older, and dated articles served to support the theory, model, and algorithm development, as well as the redesigning of a system for process change.  Articles on coding or informatics for technologies related to ACP were excluded. These details are further explained in the evaluation section of this chapter. Some data mining was performed to gain a full picture of ACP.  Data mining has becoming increasingly more valuable in healthcare due to its ability to extract information from data sets and archives (Tekieh & Raahemi, 2015). 
              Sampling strategies. The author of this paper performed a CINAHL and PubMed search strategy to collect articles pertaining to the DNP scholarly project’s topic: ACP. This included numerous articles over the period of 18 years. Older more dated articles were utilized to support the theory and model portions of the project, while more up-to-date articles support the topic of ACP.  Inclusion criteria and search terms included: main concepts of advance care planning, algorithm use and development, end-of-life conversations, theory of motivation information management, cost of end-of-life, geriatric care at the end-of-life, and concept analysis of various concepts, Medical Orders Scope of Treatment forms. The projects exclusion criteria included: if data was discredited in a more recent study, an illness was the main concept versus ACP, or the outcome prediction of the DNP project was not supported with outcomes of the article. 
              Evaluation criteria. A current review of the articles on the evaluation for the DNP scholarly project include support for the ACP topic. The sampling strategy performed produced 85 articles. Thirty of these articles met the criteria, but only 20 were kept for the purposes of this literature review. Evaluation criteria also included evidence-based practice and support for algorithm development and use. 
Literature Review Findings
[bookmark: _Hlk507235599]This section of the chapter contains the literature review of the articles that were included for support, develop, and aid in implementation of the DNP scholarly project. Findings are organized into five main themes identified during the literature review including: ACP education, ACP outcomes, geriatric population and ACP, financial aspects of ACP, and ACP algorithm intervention. Below the audience will be educated on the importance of ACP regarding a variety of aspects, thereby further establishing the foundation for the DNP scholarly project. 
ACP education.  A study by Aluwalia et al. (2015) was constructed of two multidisciplinary focus groups that interviewed 20 providers. The study’s results concluded that Primary Care Providers (PCPs) should have a bigger role in ACP, as well as promotion of the role of ACP.  Current literature demonstrates that ACP is a communication process designed to develop goals of care between patients, families, and their providers and can improve overall outcomes for all involved (Ahluwalia et al., 2015).  According to Billings and Bernacki (2014) who established timing of ACP through analyzing articles, over the last two decades that patients with terminal illnesses were not having their ACP addressed. Often, patients would be hospitalized at the end-of-life before there was any questioning as to what they would want for life-sustaining treatments, if any. 
Dube et al. (2015) conducted a quantitative nonexperimental descriptive study involving 160 Nurse Practitioners. They utilized a survey to gather data, which was then analyzed with the use of SPSS for statistical significance, a post hoc power analysis was performed, and sample size was sufficient to achieve 80% power.  In their study the prevalence of ACP was assessed, 79% of the Nurse Practitioners stated that additional training could improvement their capability to conduct these conversations (Dube et al., 2015), thereby supporting the need for intervention that both aids as a conduit and educational tool for ACP. 
In the consensus report Dying in America, there are findings that support improving the value and availability of medical and social services that can enhance quality of life by (Institute of Medicine (IOM), 2014). These services include ACP conversations. Furthermore, public education is lacking on ACP, which leads to a knowledge deficit, therefore creating a barrier when providers try to initiate a conversation about it. Current findings about ACP and their value have gained support of professional societies, which now endorse that providers have multiple conversations with their patients over the course of a chronic or fatal illness (NCPQPCC, 2014; Detterbock, Lewis, Diekemper, Addrizo-Harris, & Alberts, 2013). In doing this, they provide enough time for the patient to accept their prognosis and encourage death preparedness, as well as supporting the patient to articulate their desires, (thus creating an individualized care plan), which supports the patient’s autonomy.  
ACP outcomes. When ACP is involved, a higher level of quality care is provided.  In an ACP implementation study, conducted on 287 long term care residents over the age of 65 years, it was discovered that patients were being hospitalized even if they had end-of-life preferences (O’Sullivan et al., 2016). ACP can aid in defining what it is that the patient desires at the end-of-life. Patients that are in long term care facilities should have ACP conversations on the admission to the facility, because it is seen that a patient will be transferred for hospitalization from the facility, which results in futile treatments due to the lack of documentation of conversations and wishes (O’Sullivan et al., 2016). Even with the increase in ACP support as a collaborative process with the patient and their provider, there are barriers to these conversations being implemented into practice.  
Due to fragmented care related to patients seeing so many providers and specialists, there is a lack of ACP transference across settings (Ahluwalia et al., 2015; IOM 2014). This has been partially addressed with the use of electronic medical records and the access to patients’ records if they are seen within the same system. Even still, there is lack of correspondence with obtaining and applying patient ACP wishes. As discovered, in the Kaiser Family Foundation Health Tracking Poll in September of 2015, these conversations should start in the outpatient setting, as patients have stated they wish to have these discussions with their providers (DiJulio, Firth, & Brodie, 2015). Literature demonstrates that ACP conversations can be productive and meaningful and are a skill that can be learned and improved upon with practice (Wheeler, 2016).
There are numerous studies that support the need for ACP prior to the last days of a patient’s life. Billlings and Bernacki (2014) found that earlier intervention with ACP was supportive and assisted the patient and family on figuring out their loved ones needs, prior to their end-of-life. Swetz et al. (2011) performed a retrospective review of 19 patient cases who were on course for a left ventricle assistive device placement. It was found that patients who were provided with palliative medicine consultation had higher completion rates of ACP legal documents with 68% of patients completing the paperwork and discussing their preferences for end-of-life needs.  Further findings of the study concluded that higher satisfaction and healthier end-of-life outcomes are related to autonomy of decision making (Swetz et al., 2011). Healthcare providers have a hard time with discussing a terminal prognosis with their patients (Billings & Bernacki, 2014), thereby leading to reduction of ACP conversations, and risking futile treatments at the end-of-life, even with literature showing support of the discussion. 
In a structured review of 10 research articles on ACP in primary care, it was reported that PCPs are not making ACP a part of practice in a systematic way (Glaudemans, Moll van Charante, & Willems, 2015). As further discussed by this article review from databases, PCPs do not know when the “right time” is to initiate these conversations, unless the patient has been diagnosed with a terminal illness, which allows the topic to be broached due to the circumstances of the situation.  In this same review, Glaudeman and colleagues (2015) reported that patients perceived that ACP initiations were lower than that of the reported by their PCPs. It is seen in the research that primary care currently has a difficult time addressing ACP.  This can be perceived as neglect or avoidance; therefore, it is most prudent that these conversations are recognized when establishment of care is performed, as well as throughout the patient’s healthcare continuum.  PCPs do not address ACP in a methodical way, thus making conversations difficult to address, as they are unsure of the moment and content of discussion (Glaudemans et al., 2015). In contrast, there were also reports found by Glaudemans et al. (2015) in which providers took more initiative when a patient suffered from a terminal condition. 
Geriatric population and ACP. In the United States, there is rapid growth of the aging population, this combined with chronic illness and frailty create an environment that needs goals associated with the Triple Aim (IOM, 2014). Further identified in multiple studies are the factors related to death preparedness in the elderly population.  In an observational cohort study with 304 participants aged 60 years and older, there were significant findings that demonstrated death preparedness and readiness to discuss end-of-life preferences with providers (Amjad, Towle, & Fried, 2014).  Additionally, participants might not have realized the necessity of communicating their ACP wishes to their healthcare providers, thereby leaving the initiation and timing of these essential conversations to the provider (Amjad et al., 2014). 
Likewise, in a prospective study conducted by Cook, Rocker, and Heyland (2013) which involved 278 elderly participants, it was found that while most patients shared a preference about ACP desires, they did not communicate them well, nor when they were communicated were they appropriately documented in the medical record. Only 30.2% of this study’s participants who had expressed preferences about end-of-life were found documented in the medical record (Cook et al., 2013). As reported by Cook et al. (2013) previous literature illustrated that older adults value the quality of life over unnecessary prolonging through technology, but providers continue to offer supportive measures over comfort in the final months of the patient’s life. 
Financial aspects of ACP. Conversations on ACP are simple interventions that can reduce futile treatments and excess hospitalizations which account for 22% of healthcare spending cost for the year 2012 (Emanuel, 2012). These numbers have not declined, rather they continue to grow and flourish. Teo et al. (2014) performed a quasi-experiment study, which took place within seven nursing homes combining 345 participates in Singapore. Their research found that while most research on ACP is descriptive or qualitative, often the focus is lost before the financial burden and impact on both patient and system are acknowledged. Their results concluded that ACP programs have a range of 42-51% reduction leading to a positive cost savings impact on nursing homes and hospitals (Teo et al., 2014). Throughout the literature it has been discovered that promotion of ACP conversations alone has been found to produce cost savings to both the system and the patient (O’Sullivan et al., 2016). It is valuable to understand the cost of advance care at the end-of-life, as this impacts the healthcare system on a whole. 
Furthermore, providers were not able to bill for ACP conversations, prior to recent years, due to not having a coding ability for this kind of care. Insurance companies have developed a coding for billing for these conversations. This offers providers an incentive for them to acknowledge and initiate ACP discussions. Medicare Part B and Medicaid will now reimburse for having a goals of care conversation (Centers for Medicare and Medicaid Services, 2016). Billing codes must be appropriate and explain the visit with the patient to meet standards for guarantee reimbursement. The use of correct codes will aid the provider in preventing an audit, as well as providing a positive motivation for future conversation. To detail the need of these conversations regarding the American public, The Kaiser Family Foundation (2015) produced data from their Health Care Tracker Poll that revealed nine out of ten adults believe that their providers should discuss end-of-life issues with their patients, yet only 17% said, they have had the conversation. Additionally, the adults that had not had ACP conversations, stated that they would want to discuss the topic with their providers (DiJulio et al., 2015).
	ACP algorithm intervention. Quality care is an achievable goal of every healthcare organization, which is why redesigning systems, based on quality improvement findings, occur frequently. Quality improvement projects, such as this DNP scholarly project, are necessary due to disjointed care, increased workloads, poor patient satisfaction, and delays in appropriate treatment modalities (HRSA, 2016).  To provide the most recent advancements in care regarding the use of evidence-based practice, systems will utilize models, such as algorithms that have illustrated a significant improvement in the area they were established for. This project’s promotion of ACP conservations will help the patient and provider address and establish a healthy outcome and increased quality of life.  Algorithm development and use in the healthcare setting has grown over the decades with professional organizations establishing them to aid providers with guidelines or too calculated risk assessments. 
[bookmark: _Hlk511378862]In a 53-hospital cohort study conducted by Delahanty, Kaufman, and Jones (2018) it was found that algorithm use established a higher quality of care, while low adoption of an algorithm impeded quality of care. As discussed by Delahanty and colleagues (2018) to build an accurate and appropriate algorithm it would be best to include a reliable risk adjustment model for support on how algorithms work. Algorithms are essential in evaluating the performance of healthcare providers (Breslow & Badawi, 2012). As they allow for comparisons between facilities which aid in the establishment of performance benchmarks, thereby enabling providers to set goals for quality improvement (Salluh & Soares, 2014).  Hus (2016), conducted an open cohort study in Canada, that utilized a risk evaluation tool developed into an algorithm to assess the risk of mortality in approximately 437,000 community-dwelling elderly. The study assumption is that use of a communication aid, such as an algorithm that is built around commonly gathered health information can provide great potential in the assessment of mortality risk. In general, current algorithms for predicting death in people who are frail or near the end-of-life have performed well (Hsu, 2016), therefore it is an assumption of this author to utilize literature to develop an algorithm intervention that is appropriate for use in the primary care setting of the skilled nursing facilities.  
Limitations of Literature Review Process
Data collection and utilization provides relevant and recent information on desired healthcare improvement. For this reason, the time frame of January 2011 until May 2018 was the data period utilized to gather information for the literature portion of this project. This limitation is an exclusion and reduces some appropriate attribution data to the topic. More dated research was utilized to support the theory of choice for the DNP scholarly project. 
Discussion
              Conclusion of findings. When initiating ACP conversations, providers should first assess the prognosis of the patient, as well as their values of end-of-life and their death preparedness, prior to dialogue about the topic. Assessment of prognosis is supported in the evidence with the use of an algorithm, thereby giving the healthcare provider some degree of comfort with opening the conversation. Rather than feeling like they are making the decision, the use of an algorithm can assist the providers that lack the confidence when assessing a patient for ACP needs, thus, helping to eliminate this barrier. Skilled nursing facility residences and geriatric patients are a vulnerable high-risk population that need ACP addressed, as they are the majority living with chronic, progressive and often fatal illnesses.
             Advantages and disadvantages of findings. The advantages of the literature review findings are supportive of the need for an intervention that offers healthcare providers with the knowledge of evidence-based practice when addressing ACP. There is a score of research that aids the initiative of providers addressing this topic earlier in the healthcare continuum, rather than later. It continues to demonstrate a positive impact not only on the patient and their families but the healthcare system. Disadvantages of the findings are the various composites over the last two decades. There has not been a ground-breaking approach, in all the research, to improve this area as requested by the IOM. According to the IOM (2014), the highest impact for positive change in ACP modalities could lie in the healthcare system itself with reforms of processes.  The lack of recent use of theory in this area of interest also makes it difficult to find up-to-date and relevant research. 
             Utilization of findings in practice. The literature findings demonstrate a great need for practice change regarding how ACP is handled. This chapter illustrated the need for a process change and has brought up some thought-provoking inquiries. The DNP scholarly project will explore the role of the patient and provider in the promotion and documentation of ACP conversations. According to Bardach, Dunn and Stein (2017), multiple barriers were identified in the literature, some of these include, but are not limited to: the lack of knowledge about ACP, delay in initiation from providers for ACP conversations, ordering futile treatments, conflict with patient’s beliefs on ACP, mistrust of the healthcare system and even providers themselves not wanting to give into the transition. Even with the findings above and initiation of the barriers in research, there has been limited improvement on practice change pertaining to ACP conversations and their documentation. 
Summary 
Quality care for ACP would be addressing the discovered barriers to help develop a practice change initiative that would help with their conversations as well as improve their documentation. Medical advancements continue to produce ways that individuals with chronic conditions are managed and live. ACP conversations should be addressed before a hospitalization in all patients with a chronic condition which accounts for most of the geriatric population. addressed in the geriatric population group prior to hospitalization. It has been discussed in the literature review section of this paper, that early initiation of ACP conversations promote symptom management and application of the patient’s wishes to their plan of care. To support that the patients’ goals and wishes for their end-of-life are met, it is imperative to have and document ACP conversations. To promote the enhancement of ACP, it is prudent to provide knowledge surrounding what it is and how to support intervention with the use of current literature and evidence-based findings. There is demonstrated a need that supports the clinical question of the DNP scholarly project, as providers continuously demonstrate difficulty addressing ACP conversations. 




















Chapter Three:  Theory and Concept Model for Evidence-Based Practice
       Concepts, theories, and models are all gathered from literature and are utilized to give support to quality improvement initiatives, such as this Doctor of Nursing Practice (DNP) scholarly project. These components help to guide this project by providing a framework, which was built on a foundation rooted in evidence-based practice, thereby ensuring its strength, validity, and reliability with knowledge. To better understand theories, there are basic terms, such as concepts, that provide theories with a sturdy platform to be built and defined according to the discipline of which they are to be implemented.  It should be mentioned that concepts should be elucidated to permit the implied interpretation of the discipline it is being applied to, thus allowing for the inclusion of useful material and exclusion unnecessary material (D’angelo et al., 2014). A concept analysis was performed utilizing Rogers’ evolutionary method (2000) with the main goal of identifying the core philosophies and relationships related to Advance Care Planning (ACP) thus, illuminating the concept for use in the DNP scholarly project. The concepts found in the analysis that support ACP in this DNP scholarly project, include, but are not limited to: communication, acceptance, continuity of care, autonomy, and death preparedness. It is the purpose of this chapter to elucidate these concepts, as they have fluidity and can evolve over time. This chapter will also introduce the Theory of Motivated Information Management (TMIM), which supplied navigation for the project’s foundational framework with development, implementation, and applicability of its intervention. 
Concept Analysis
            There are several concepts that will be used in this DNP scholarly project: communication, acceptance, autonomy, continuity of care and death preparedness. The analysis of the chosen concepts will aid the audience with a global understanding of the project’s aim and overall goals. Each concept will be provided in a manner that is relevant to the project’s intended outcomes. Furthermore, the concept analysis defines these terms for their meaning within both the project and the healthcare discipline.
Communication. Every person must come to terms with the finite time of life, however, this 
aspect can be improved with communication of what is to come. Communication as a concept is important to the patient, the family, and the healthcare team, as this means addressing the “elephant in the room.” Communication needs to be effective to develop trust with the provider, thereby encouraging the patient to embrace the initiation of an ACP conversation (McLeod‐Sordjan, 2014). Additionally, Lokker and colleagues (2012) found that communication about and near the end-of-life support a positive experience and increase acceptance for death. Communication lays the bridge for the concept of acceptance, which does not necessarily happen when the conversation takes place. Rather, it occurs individually and can take different shapes and forms, as the individual comes to terms with their life stages. These conversations rely on open and honest communication to help the patient process their values and beliefs about ACP needs.
Acceptance. For there to be a conversation about ACP, first there must be a variation of
acceptance in regards to death this is derived from communication about prognosis with the healthcare provider.  These terms aid in the quality of end-of-life care and experience (Lokker et al., 2012). Equally, acceptance as a concept should be regarded as an essential requirement for ACP and the decisions that will arise from it. Prior to being able to engage the patient and family in these conversations, their attitudes towards death should be investigated (Piers et al., 2011). Previous experiences and fears related to death or dying will need to be addressed to promote healing and build trust with the healthcare provider. These are variables that can influence acceptance of the end-of-life and therefore, prevent a healthy conversation on ACP. 
           Continuity of care.  Primary Care Providers (PCPs) are ideally suited to initiate and communicate ACP conversations, as the literature demonstrates that the patient does desire to have continuity of care with their general provider (Barnet & Shaw, 2013). The prognosis of dying is perhaps one of the most difficult conversations to have with a patient. It remains taboo in many cultures, including Western culture (Thulesius, Scott, Helgesson, & Lynöe, 2013). Open and honest communication from the healthcare provider remains a vital element to these conversations. The fact remains that the patient needs to understand that having a dialogue now does not preclude final decisions, should changes need to be made. It should be expressed that ACP is fluidic and should be handled as such. According to the IOM (2014), ACP can occur at any age or state of health along the healthcare continuum. Consequently, communicating about ACP on a yearly basis, or when prognosis changes, is appropriate and is a part of evidence-based practice. Active communication provides the highest level of compassionate patient-centered care by offering the patient autonomy to individualize their healthcare journey. 
	Autonomy. There are four main principles of bioethics that the field of nursing and healthcare utilizes for moral direction: respect for autonomy, nonmaleficence, beneficence, and justice. Throughout a patient’s health care trajectory, autonomy should be acknowledged and supported when decisions regarding ACP are made. As defined by the law, a patient has the inherent right of self-determination until they no longer have the capacity to do so (Hunsaker & Mann, 2013). Both the concept and principle of autonomy have value in this DNP scholarly project and healthcare. The concept promotes integrity and respect for all patients as human beings, and thereby honor their choices; while the principle of autonomy governs the aspect that healthcare workers should respect a patient’s abilities to self-determine their healthcare choices (Kilbride & Joffe, 2018).
There is a variety of research on ACP programs across the world that accentuate the essential need for patient autonomy during the end-of-life (Johnson, Butow, Kerridge, & Tattersall, 2018). The concept of autonomy is highly valued, as it is one of the bioethical principles this is a critical factor when addressing a patient’s desires in ACP.  Assumptions about a patient’s autonomy are not enough to prompt a patient to discuss ACP (McLeod‐Sordjan, 2014). Therefore, to encourage patients to participate in ACP there needs to be a perceived benefit, that can influence a patient’s readiness to address death preparedness, which will support the all the previously discussed concepts in conversation. As such, the healthcare provider can explain how ACP outcomes are healthier and carry higher satisfaction. ACP conversations and their legal documents, such as an advance directive, have the potential to promote patient healthcare autonomy (Johnson, et al., 2018). When the patient makes their end-of-life wishes known, this can be perceived as a benefit, as it reduces the stress on all parties involved. 
	Death preparedness. The concept of death preparedness is the ability of the patient to rationalize their understanding of what they desire to be done prior to their end-of-life. It was found that early referral and discussion about ACP needs not only enabled appropriate symptoms management, but it also lessens caregiver distress and futile procedures at the end-of-life (Temel et al., 2010). Acknowledgment of death preparedness allows for active participation and engagement with the healthcare team when conversations of ACP arise. There is an associated finding with death preparedness and improved quality of death (Lokker et al. 2012).
 Furthermore, this concept defines the need for one to be ready for death, it is not easy to expect a patient or even a healthcare provider to understand when that time should originate. As reported by McLeod‐Sordjan (2014), caregivers and patients that are not prepared for death can experience higher levels of grief. Therefore, it is a goal of the healthcare provider to help the patient and their family build a toolbox to support an understanding of death and dying by addressing ACP, as soon as possible. 
Summary of Concepts
The healthcare provider establishes respect for the patient by acknowledging that they are the most qualified person to decide what pertains to their quality of life (Utley et al., 2018). Thereby, healthcare providers can offer patients the tools necessary to guide them through these concepts in hopes that they gain the comfort to discuss their health care trajectory and plan. The concepts of communication, acceptance, autonomy, continuity of care and death preparedness support the ACP intervention. It was the purpose of this section to illuminate these concepts, as they have variability in and outside the healthcare discipline and can evolve over time.
Additionally, it is the goal of this DNP scholarly project to utilize these concepts to encourage the use of the intervention tool to support healthcare providers’ initiations of ACP, consequently influencing healthier outcomes. Theories can act like a beacon, for which these concepts are the mainframes of the structure. Implementation of theory and this project’s concepts will aid the audience with a greater understanding of the predicted DNP scholarly project outcomes.                                                                   
Theoretical Framework
[bookmark: _Hlk507235756]Theories that consist of supportive concepts and assumptions can create a context for change. One such theory is the Theory of Motivated Information Management (TMIM), whose framework can provide direction for ACP conversations. A theoretical framework involves laying a foundation that will provide structure for proceeding thoughts and actions.  A review of databases revealed several articles on TMIM and its utilization when a difficult subject, such as end-of-life or ACP was broached.  TMIM was developed and transcribed to be applied to those that seek information about important topics of concern, especially pertaining to the context of interpersonal encounters (Afifi & Weiner, 2004). This theory has been expanded out across multiple disciplines and has experienced success in several of those areas (Afifi, Dillow, & Morse, 2004).  The accomplishments it has seen as a theory of interpersonal information seeking make it ideally suited to be applied to conversations about ACP. 
A key term of TMIM is motivation. Motivation is the innate action that sparks forward movement on something desired or needed, much like we search for food or drink when the sensation of hunger or thirst occurs.  Individuals also seek out information on topics of concern, such as healthcare insurance coverage or advance directives use. TMIM offers expectations for prediction of information seeking and avoidance behaviors experienced by individuals (Afifi & Afifi, 2009). The theory outlines a three-phase process for the decision to engage in information management seeking behaviors: interpretation, evaluation, and decision (Afifi & Afifi, 2009). These phases are defined as concepts and are used to devise a communication plan that is effective in ACP. TMIM hypothesizes that individuals make attempts to manage their uncertainty surrounding a specific communication issue with information management strategies (Afifi & Weiner, 2004). For an illustration of the concepts from TMIM and its applicability to the proposed DNP scholarly project, see Appendix B, Table B1, for the concepts map. 
               The interpretation phase. The interpretation phase of information management is characterized by the individual identifying an uncertainty discrepancy and the emotions that surround the information deficit. An uncertainty discrepancy occurs when individuals become aware that there is a knowledge deficit about a topic, in which, they desire more information about (Afifi & Weiner, 2004). Once the discrepancy causes distress, it elicits an emotional response, thereby motivating the individual to seek information (Afifi & Weiner, 2004). The degree of these emotions will influence the evaluations made in the next phase of the TMIM process (Afifi & Afifi, 2009; Fowler & Afifi, 2011).
The evaluation phase. The second phase of information management, the evaluation phase, is characterized by outcome expectancies and perceived abilities associated with a decision (efficacy). Afifi and Weiner (2004) explain that the outcome expectancies consider an individual’s perceived costs and benefits associated with an information management strategy. Outcomes perceived to be high in cost and low in benefits are less likely to attract change or information seeking motive compared to outcomes perceived to be low in cost and high in benefits. The efficacy assessment is the individual’s perception of his or her ability to successfully engage in the information management strategy, discussion and decision making for the area that is lacking knowledge, such as ACP (Afifi & Afifi, 2009). This assessment is based on three components of efficacy: coping, communication, and target efficacy. As an individual’s coping efficacy increases, so does his or her perceived ability to engage in the chosen information management strategy.  Individuals who perceive themselves to have high communication efficacy concerning the situation are more likely to engage in information management strategies, compared to individuals who perceive themselves to have low communication efficacy. As the individual’s perception of target efficacy increases, so does the probability of the individual trusting the information source, which in this situation, would be the healthcare provider.  
The decision phase. The third stage of TMIM is the decision phase. In this phase, the information management strategy is chosen. Three possible decisions exist information seeking, information avoidance, and reassessment (Afifi & Weiner, 2004). Individuals who engage in information seeking actively pursue information, data sources, and opinions related to the original communication issue. Information avoidance occurs when individuals actively or passively avoid information. In cases of reassessment, individuals return to the interpretation phase and reassess their uncertainty discrepancy and associated emotional responses. Patients and providers can falter in this phase as ACP conversations are difficult to have. It is one’s perceptive contemplation that brings about the persuasive path to either seek information or avoid the discussion (Rafferty, Cramer, Priddis, & Allen, 2015).
           Application to practice change. As healthcare providers, the first step to assisting patients in ACP conversations is an assessment of the patient’s health-related needs. As previous stated, ACP should be addressed as a dynamic and fluidic concept. It relies on various variables from interactions with the healthcare team, cognitive boundaries, efficacy, and uncertainty of current knowledge about the topic. The TMIM observes why one would be motivated to seek information, as well as the avoidance of it. In this context, TMIM can be the framework that adds stability and diversity to the information management process. It also addresses the role of the information source (the healthcare provider) and their interactions. TMIM has been applied and implemented in various contexts and disciplines to seek an understanding of how individuals manage difficult and sensitive information (Afifi & Morse, 2009).  The theory has had success when seeking sensitive and or difficult health information; these include family discussions about organ donation (Afifi et al., 2006). More recently, Rafferty and colleagues (2015) found value in the use of TMIM as a framework for understanding factors that influence couples seeking information on end-of-life care.
Application of the theory to real healthcare scenarios helps to elucidate understanding.  For instance, individuals that are facing a fatal disease may experience higher levels of emotion, specifically anxiety, related to the unknown of what is to come from their own prognosis. Therefore, leading them to assess and evaluate their knowledge and needs. In turn, this could motivate them to seek information about ACP as demonstrated by their engagement with their healthcare provider. 
In the case of ACP conversations and decisions, the process assessment of the theory is related to the act of opening a discussion about what ACP is; while the outcome assessment is related to the potential results of addressing desires pertaining to ACP and the implications of these results for the individuals’ next steps. To illustrate, once the provider has introduced the topic of ACP to the patient, they start to consider completing an advance directive form for themselves. It is during that time they will assess if they can cope with the positive or negative result of their choices (which is usually an internal struggle to be at peace with the decisions they make). Thereby, they are provided a conduit for them to be able to speak with their family or caregivers about their desires and wishes surrounding the advance directive. 
When TMIM is applied to ACP, it suggests that patients who believe that they can engage effectively in these conversations will be more likely to participate in the information seeking initiation of completing the advance directive forms. Target efficacy is the patient’s perception of the ability of the healthcare provider, used in his or her information management strategy to provide useful information (Afifi & Weiner, 2004). Patients make judgments related to the providers’ trustworthiness, expertise as a source of information, if they are an honest and reliable source of information, as well as if they can provide accurate information (Afifi & Weiner, 2004). Therefore, PCPs can utilize this theory during conversations related to ACP.
The TMIM suggest that if a patient believes that ACP is helpful and manageable then they are more likely to engage in seeking information about ACP, along with completing any necessary forms. Patients who engage in information seeking strategies may pursue information from their family about what they should do for their ACP. They might search the internet or engage in a hypothetical scenario about ACP components, such as what an advance directive is and what would they want if something happened to their health. Patients who engage in information avoidance strategies may deny end-of-life events or issues and avoid sources of information regarding ACP or end-of-life measures. Patients who engage in reassessment strategies may resolve their uncertainty discrepancy through personal acceptance or denial that they do not need advance directives.  Also, these patients may restructure emotions associated with their uncertainty, thereby lessening the need to resolve their feelings. Patients who engage in reassessment do not open themselves up for ACP; rather they resolve the issue cognitively. 
To apply the TMIM to this DNP scholarly project it is best to address the theory’s assumptions. These are emphasized throughout its three-phase process.  First, the theory adapted an assumption from The Uncertainty Reduction Theory by stating patients have a desire to reduce uncertainty related to anxiety (Afif & Weiner, 2004). Therefore, one would see that patients will seek information about decisions that might create anxiety in their daily life. It is that driving force of anxiety that motivates the patient to speak with their providers, and at times will nudge the provider to ask questions pertaining to certain healthcare factors.  These two events direct the patient to either seek information for their knowledge deficit or provoke the provider to distribute the needed knowledge to the patient. Another assumption is that patients are rational beings, and therefore seek to make rational decisions (Afifi & Weiner, 2004). While TMIM is structured on a rational model of decision making, it also clearly recognizes the cognitive and emotional variables that limit a patient’s ability to rationalize (Afif & Weiner, 2004). It is the ability of this theory to distinguish the emotional boundaries of ACP that make it ideal for use in this DNP scholarly project’s framework.
Evidence-Based Practice Change Theory
[bookmark: _Hlk4253009]     Models are utilized when redesigning a system or aiding in adjustments to current on-going projects.  A well-designed studied and utilized model that can support redesigning is the Plan-Do-Study-Act.  Plan, Do, Study, Act (PDSA) model was developed by Walter A. Shewhart as the Plan, Do, Check, Act (PDCA) in the 1920s (Popescu & Popescu, 2015). It was later adapted to be known as the PDSA an improvement model, with the help of W. Edwards Deming in the 1950s (Popescu & Popescu, 2015). The model or cycle follows a clear and concise wheel pattern.  The PDSA handles quality of flow issues and localized problem areas. It can be implemented with few improvement resources but requires skilled staff and leadership to follow through. The model can be repeated multiple times until the final desired aim is achieved. Also, the PDSA can work in various situations, systems, and with large or small-scale projects for improvement. (Popescu & Popescu, 2015). The use of the PDSA improvement model is suitable for a variety of settings since it is a process of repeated testing, from which two decisions arise: the implementation of an intervention versus abandonment and restarting the cycle (Gillam& Siriwardena, 2013).  The PDSA model provides a framework that includes developing a plan for the change that will be implemented or tested, data collection while carrying out the plan, data comparison and summarization for what was learned, and planning for the next test or implementation utilizing necessary modifications (Gillam & Siriwardena, 2013).  See, Appendix, B, Table B2 for an illustration of the PDSA model with application to the DNP scholarly project.
[bookmark: _Hlk4253033]Application to practice change. The use of the PDSA improvement model is suitable for the outpatient setting since it is a rapid turnover testing process for small-scale test change, which is carried out in a sequence pattern, therefore permitting ability to see whether the quality intervention(s) worked, prior to implementing one or more of the studied changes on a broader scale (Gillam & Siriwardena, 2013).  To adopt a quality improvement tool for organizational purposes the system should run the Plan, Do, Study, Act (PDSA) cycle, to test the tool, prior to implementing the intervention (HRSA, 2016).  This occurred during the implementation phase of the DNP scholarly project.
Plan. The “Plan” portion of the model starts when a plan is enacted to address a knowledge deficit with evidence-based practice integration with a practice problem. For the DNP scholarly project, this step included identifying the lack of addressing ACP, prior to the end-of-life.  PCPs are at the forefront of being able to address this topic with their patients at any time throughout their healthcare continuum. As reported in a review, PCPs find it difficult to approach and introduce this topic for discussion (Glaudemans, Moll van Charante, & Willems, 2015). The proposed DNP scholarly project is designed to build a quick reference assessment for PCPs, to assist them in identifying the patients in need for ACP.
[bookmark: _Hlk511223547]Do. The “Do” portion of the model is the action phase. This is where the implementation of the change, in this case, the DNP scholarly project will take place. The project will be completed by several providers including two nurse practitioners and one medical doctor. Each participating provider will have an educational session on the DNP scholarly project intervention will be provided. They then will apply the project for ten-weeks to the patients that qualified for ACP initiation or follow-up. A chart review prior to the start of the project will be performed, as well as during the weekly PDSA cycles to gather if the project improved documentation results on ACP. See, Appendix, B, for a copy of the results from the chart reviewutilized in this DNP scholarly project. 
Study. The third step in the model is “Study” here is where the project coordinator will analyze the data gathered during and after the implementation (Do) portion of the cycle.  The chart reviewresults will be compared and analyzed using Excel. A mean score for documentation of ACP will be obtained prior to the first week of the project. Weekly post-intervention mean scores will be calculated during the implementation phase of the project. These mean values from the chart review will be compared for clinical significance levels. These results will be discussed in a later chapter. 
Act. The final phase of the PDSA model is “Act.” This step is where modifications if any can be applied during the project implementation. If there is significance found in the project’s outcomes, this would be considered a success and the project would become a new standard of care for clinical practice. Therefore, promoting the intervention for diffusion and adoption within the system. If there is a failure, modifications, and or the abandonment of the change will happen should it be the prior, then there will be a restart of the PDSA cycle until an adoption can occur. 
Summary
The benefit of utilizing and applying the chosen theory was to ensure accountability of both patients and healthcare providers with information exchange, as well as an assessment of variables that initiate the motive to seek out help for a knowledge deficit. Value is added to change implementation when uniting a proven theory and model. This amalgam brings about the greatest influence of an intervention in respects to practice change. The TMIM theory is cross-cultural, as well as cross-discipline, which makes it ideal to handle situations from a variety of settings. The ability to be pliable to different cultures makes the TMIM a widely accepted theory of information seeking behaviors. The PDSA model utilizes the TMIM thoughts on individual needs and desires, which are driving points to initiate a context for change within a practice. The combination of TMIM and PDSA model proves effective in producing the desired intervention for practice improvement.  The current practice analysis and the literature review identified active issues with PCPs addressing ACP, therefore a decision was made to trial a DNP scholarly project. Post implementation of the DNP scholarly project an assessment will occur with the use of the PDSA cycle, that will be performed to confirmed healthy and positive outcomes, thereby a decision can be made on whether to implement the intervention into practice. 
In conclusion, the use of a theory and concept analyses builds a sound DNP scholarly project with trust and knowledge of research and literature. It aids the progression of plans and ideas for clarity and creativity. It supports the gathering of materials and review of the literature, along with the organization of concepts and hypotheses. The TMIM theory brings data and facts about patient engagement with information seeking, thus supporting the development of the quality improvement tool to be implemented in the DNP scholarly project. It is with the application of the TMIM theory, that the DNP scholarly project will develop assessment variables for the PCP to utilize during the patient interaction of ACP conversations. The various concepts discussed within this chapter flourish the intervention tool with the sustenance of patient engagement and therefore can assist the provider in the initiation of ACP conversations. Further explanation of the DNP scholarly project’s management and pre-implementation plans will be discussed in the next chapter.



[bookmark: _Hlk518953757]Chapter Four:  Pre-implementation Plan	
	The purpose of this Doctor of Nursing Practice (DNP) scholarly project was to provide a new process improvement tool for Advance Care Planning (ACP), as well as a cumulative assessment of the student’s DNP education progression. Every DNP scholarly project has a purpose and a plan that should be developed prior to the implementation of the project so that its intentions are identified and clearly understood. This chapter offers an overall review of the organization's readiness, the professional collaboration, a cost analysis narrative, the Institutional Review Board (IRB) process, and how the project was evaluated. 
Project Purpose
	Quality care is usually the number one goal of every healthcare organization, which is why redesigning current systems occur frequently and in an on-going manner. To provide the most up-to-date advancements in care with the use of evidence-based practice (EBP), systems will implement projects for quality improvement, such as this DNP scholarly project. The purpose of this project was to enhance current EBP, by adding knowledge to clinical practice from its findings. It was the hope of this DNP scholarly project to provide insights related to ACP, thereby improving several areas of execution regarding these conversations. The project worked to improve areas of ACP that have demonstrated a lack of attention in the clinical setting, such as initiation of the conversations, their documentation in the electronic medical record (EMR), and any follow-up, thereby inspiring providers to strive for practice change and improvement for ACP communication.
Project Management
There are several influences of a project that must be addressed ahead of time. These factors include the organizational readiness for change, inter-professional collaboration, a risk management assessment, the organizational approval process, and the use of information technology. It is the navigation of these factors that prove essential to the success of the project. In the above sections, the purpose of the project was delivered; this is one of the first steps in the plan, with the establishment of the overall goal, desired outcomes are more likely to be achieved (Moran & Burson, 2014). The previously mentioned factors of management for this project are discussed in the next sections.
Organizational readiness for change. When one desires an intervention to be adopted, it is important to include the stakeholders (the leadership of the system, the health care providers, and ancillary staff). The implementer (DNP project leader) of this project played a vital role in the elements that helped to promote the algorithm to the stakeholders. Upon the development of an intervention, gathering proper support will ensure sustainability and establish a social system for the intervention (Rogers, 1995).  Furthermore, several areas are impacted during the implementation of change: the leadership and finance, the policies and procedures, the internal and external resources, and the culture of the system, as well as, the staff (Aarons, Hurlburt, & Horwitz, 2011; Gandia & Tourancheau, 2015). Each one of these areas will need to be addressed in some fashion by the student project leader.
The healthcare facilities where the project was implemented at are newer subsidiaries of the previously discussed southeast healthcare system. There was no current process in place for ACP and therefore, implementation of a tool that would streamline and promote ACP was of value to these facilities. The key stakeholders included the medical physician, two nurse practitioners, the director of nursing, and social workers. This team of individuals was open to the process of improvement regarding ACP. All parties mutually agreed that a change was needed and voiced their desire to support the tool and in turn the project. 
To initiate change, leadership needs to understand that a gap in quality exists, as well as the benefits of this new process change (intervention) and its ability to improve care (current practice). It is imperative that the organization in which the project is to be implemented be prepared and prepped, prior to the start of the intervention, as key stakeholders are more likely to support the project when they have a clear understanding of the project’s goals (Moran & Burson, 2014). According to the Medical Director, the need for renovation was clear, as there was a failure in initiation, documentation, and follow-up on ACP at these facilities. The search for a quality improvement tool to aid a practice change was currently being reviewed by the system (Medical Director, Large Southeast Health System personal communication, April 15, 2018).	
Inter-professional collaboration. Interdisciplinary approaches often succeed more than other approaches, by fostering an environment of respect. This method also demonstrates how an intervention can be viewed differently and the various aspects it can affect (Aarons, Hurlburt, & Horwitz, 2011). It has been found that having a team of multiple disciplines assess the need for ACP produces a higher level of acceptance for palliative transitions, due to the alliance of colleagues (Zalenski et al., 2016).  Interdisciplinary work is collaborative, supportive, builds trust, and provides value to innovation. All these components are factors in the promotion of project sustainability.  
Facilitators of the DNP scholarly project included: the student project lead, site champion, and navigator, all health care providers and office staff at the setting of the project, and leadership from the system, and academic faculty from the university. The student project lead was responsible for: the establishment of the background for practice change, explanation of purpose, a literature review, design and education of the project, the implementation of the project and the analysis of findings, and the dissemination of the findings. The site champion and navigator were responsible for: the guidance of the project during implementation at the site, the navigation of the system in which the intervention was to be implemented, as well as the feedback on tools utilized for the project and data collection. The site champion provided valuable feedback to the project student lead during the development phase of the algorithm to allow for the inclusion of all providers. Everyone’s input aided in establishing how the algorithm would be carried out during the 10-weeks. The site champion also provided comments on the chart review tool and results in post conclusion of the project. The navigator of the system helped to establish clarity for proper flow of the intervention for the project student lead and reviewed rough drafts of the algorithm and paper. 
The healthcare providers and office staff were recruited to support the application of the project during the implementation phase. Healthcare providers are the main stakeholders, as it is their time and efforts during implementation that will aid the project’s success in practice. The main providers were comprised of one medical physician and two nurse practitioners. The office staff included two certified medical assistance, two nurses, and the director or nursing and social worker at each facility. Leadership aids in sustainably post implementation of the intervention (DNP scholarly project) should the findings of the project demonstrate a quality improvement with practice change for ACP. Finally, the academic faculty supervises, provides guidance, and support for the student project lead during the research, implementation, analysis and dissemination steps of the DNP scholarly project.
It is important to remember that as the developer of the project, the student, had an impact on the decision towards implementation and acceptances with changes when addressing the PDSA model process of the intervention, as discussed in chapter three. All individuals that worked with and on the DNP scholarly project had an influence on the success of the intervention. For a quality initiative to be successful, it is prudent to remain cognizant of the culture in the organization, the staff, and the patients.
Risk management assessment. Risk management is a process of assessment on both foreseeable and unforeseeable events that could take place during the project’s implementation phase. Prior to this DNP scholarly project, the student project lead performed a Strength, Weakness, Opportunity, and Threat (SWOT) analysis. A SWOT analysis is a good component to include in risk management assessments. Strengths of this project included up-to-date research, recent support by several professional agencies to implement ACP practice change; and the algorithm protocol is a step by step process and is user-friendly. However, the algorithm is standard, and each patient is unique, and care should always be individualized. The algorithm protocol was developed to be a quality improvement (QI) process and therefore opportunities to improve its process and steps during the project timeframe were necessary. The threats to this project included barriers such as an increase visit time, the process of follow-up from staff, unable to get notarization of documents, the patient declining the conversations itself, and the providers’ comfort with ACP conversations. 
The SWOT analysis allowed for all parties to be aware of some risks and setbacks that could occur. This DNP scholarly project’s risk included but were not limited to: the lack of initiation on the providers part post education, an increase in the provider's workload, an increase of time constraints for the day, and an unintended conversation initiation of hypothetical and or confusing future healthcare scenarios. It is imperative that providers remain mindful of these risks, as they should persist in a forward motion to improve their practice for the benefit of the patient. Realization of risk and consequences allows the developer of the project and the stakeholders to understand possible impediments. This DNP scholarly project had several PDSA cycles during the implementation phase to address any setbacks.
Organizational approval process. The system of implementation there is a process in which one gains approval for a QI project (DNP scholarly project). It is a step by step process, that guides one through the proper channels to guarantee compliance with their research, development team, as well as with the Health Insurance Portability and Accountability Act (HIPAA). Through this process, the system supports the student project lead by pairing them with a project navigator, who can guide them through the process of submission for the Institutional Review Board (IRB) with the system. The navigator helped the student project lead set up meetings with the office of research compliance and development. After that consult with the office of compliance, the decision as to what type of project was being implemented was made. In this case, quality improvement status was provided, and therefore the project was waived from needing IRB review. For this DNP scholarly project, both the Chief Nursing Officer, as well as the Nursing Research Council, each approved the project to not be human research and, thereby it was waived from IRB needs, and was deemed a quality improvement project. 
Information technology. The technology that was utilized in this project included the systems electronic medical record (EMR), statistical software (Excel), internet for email utilization, and a smartphone for communication. It was with these various modalities of communication that the student project lead was able to fine-tune the intervention (algorithm protocol) based on newly gained knowledge during the project implementation.  A current way of promoting ACP conversations was non-existent, therefore the use of the technology was able to aid providers in a smooth transition of practice change. With the application of EBP, this algorithm protocol was developed to support the system’s need for a policy and procedure for ACP. The providers did not feel encouraged by the system to address such this topic, unless there was a direr need, such as when the patient was at the end-of-life. This project was able to transform the way providers in the selected primary care setting initiated and addressed ACP conversations with the aid of information technology.
Cost Analysis of Materials Needed for Project
Operational plans and budget development are detailed action strategies that accomplish specified goals: short and long-term (Baker, Baker, & Dworkin, 2018). As the background data demonstrates, the financial burden of a chronic condition is heavy, both on the patient and the healthcare system. Even more so, patients in skilled nursing facilities’ have a higher cost of living, especially when transferred to the hospital during an exacerbation of a chronic illness. If more individuals understood the use of ACP, and systems implemented programs to support these conversations, then costs regarding this topic would be reduced. This section of the paper provides a cost analysis narrative of the DNP scholarly project.
The projected cost for the implementation of this project was low cost, as it only requires the time of the student project lead. There are several associated costs of the project, which included: books for reference, printer paper, toner, internet, cell phone, electricity, gasoline for travel to the facilities of implementation. Most of these the student project lead already had and used, there was no need to purchase or gain access to any of the stated materials. The DNP scholarly project had foci on cost-effectiveness in guiding ACP conversations in the primary care setting of two skilled nursing facilities with those living in long-term care and with new admissions to the facility itself. Providers that participated in the project noticed a reduced amount of transfers to the hospital for futile treatments and unnecessary admissions related to a chronic condition. Thus, there would be a reduction in healthcare spending, upon successful implementation. It would take longer the allotted ten-weeks for the project to verify this.
This project could be adopted by the facility in which it is being implemented. There are some additional costs of adopting this project system-wide. There would be staff training cost, reduction of productivity hours during the training and transition of practice. All of these would be a set cost to occur for education, during and post-rollout for several weeks after. These costs should return to the previously budgeted plan, with the new additional improvement to practice. When a system takes on a project, it accrues a higher level of operational cost, insurance payments, and the cost that varies from outpatient to inpatient. These numbers are not available, but the influx of additional insurance payments for ACP conversations should aid the budget post-practice change. Some research has demonstrated that hospital transfers and admissions are reduced, in addition to a reduction in hospital deaths when the use of ACP conversations and programs are implemented system-wide (O’Sullivan, 2016). It is stated throughout the research that ACP reduces the cost to both the system and the patient once implemented into practice. 	
Plans for Institutional Review Board Approval
	This DNP scholarly project was by nature designed to be a QI initiative. A QI project is defined as a systematic and continuous action that produces a measurable improvement with a healthcare service in a specific patient group (Health Resources and Services Administration (HRSA), 2011). To verify that a project is QI, and not research with human subjects, the IRB process is utilized. IRB is a method that ensures participant protection in research. The healthcare system’s Nursing Research Council declared that this DNP scholarly project did not rise to the level of patient involvement that would require IRB review, and was, therefore waived and passed as a project for QI.
ECU’s IRB waived the project from IRB review, stating it is not research on human subjects. This decision was made after submission of the project’s intended outcomes, tools, and data collection process demonstrated that the initiative was QI and did not include any patient data or provide data that would require it to reach the level of IRB status.
Plan for Project Evaluation
	It is important to account for how a project would be evaluated with a plan. This helps to identify areas that require an assessment prior to implementation, thereby making sure that all aspects of management were addressed. These areas included: demographics, anticipated outcomes, an evaluation tool, and any data collections, all of which are a part of the plan evaluation and are detailed in this next section.  	
Demographics. The providers of that participated in this DNP scholarly project included: two nurse practitioners and one medical doctor. Furthermore, office staff including the medical assistants and social workers also helped with the intervention. All the providers and medical staff were employed in the selected primary care settings, where the project took place.  There was no patient information gathered from the chart review, rather a collection of ACP documentation; updated code status, living wills, healthcare power of attorney, Medical Orders for Scope of Treatment (MOST) forms or an advance directive that addresses the patients’ health care, and utilization of Current Procedural Terminology (CPT) coding. There were no identifying data collected from providers. 
Outcome measurement. The intended outcomes of this DNP scholarly project were to improve ACP utilization in a primary care setting. The first outcome was the development and implementation of an algorithm protocol to incorporate the facilities’ expectations of ACP and its process in the large healthcare system. The second outcome was to improve the practice of ACP conversations as evidenced by improved documentation in the EMR via ACP forms and CPT codes. 
Evaluation tool. The tool developed by the student project lead was intended to evaluate the improvement of ACP in practice with documentation of ACP in the EMR. The tool utilized was a standard developed Excel sheet that carried the counts of the data for the various ACP forms and their documentation. 
Data analysis. All data that was recorded was analyzed by the student project lead. ACP form completion means were found on chart review data pre education and post project completion. The main form of ACP foci for this project was the MOST (Medical Orders for Scope of Treatment) form, as it provides the maximum scope of patient-centered care for residents in a skilled facility. The means of the MOST and other ACP forms were computed based on the total patient population prior to the start of the algorithm and post the algorithm.
Data management 
Data management includes the security aspect of the information gathered during projects.  Data security is vital and must be pre-planned prior to the implementation of a project. This aids in protecting participant information. This project did not require identification numbers or a master list, therefore, there was no need to discard of this information at the later time.  The data gained from the chart review was placed on an ECU drive and was encrypted. There was a maintained project log of documented issues and the decisions on how they are handled during the implementation of the project. These issues are discussed in the planned variation section of this paper.


Summary	
In summary of this chapter, there are several important factors to recall in a project during its pre-implementation phase. The above-discussed topics included: the organization's readiness, the professional collaboration, a cost analysis narrative, the Institutional Review Board (IRB) process, and how the project was evaluated. These are deemed pre-implementation planning and are illustrated in this chapter along with the description of the purpose of the project. Once these have been established implementation could occur. It was important to explain the pre-implementation phase, as this explains the background of the intervention prior to implementation, which is discussed in the following chapter with more detail.














[bookmark: _Hlk519032983]Chapter Five:  Implementation Process
	Implementation is a process, in which a developed intervention is put into action. It is here that the methodology of the proposed DNP scholarly project was utilized. There are several various components that are elaborated on to explain the duration and the working parts. These included: the setting, its participants, recruitment, the implementation process, and a plan of variation. Each of these is discussed in this chapter for the application of their concept to the Doctor of Nursing Practice (DNP) scholarly project on Advance Care Planning (ACP). 
Setting
	The setting for this DNP scholarly project included two primary care facilities that provided skilled nursing care. The two skilled nursing facilities are in a large Southeast city. As part of a Metropolis area, the city resides in one of the larger counties of the State, and it is the third most populated city in the state with the estimated census of 2015 being above 290,000 (United States Census Bureau, 2015). Residences over the age of 60 years account for more than 16% of this city’s population. The median household income is under $35,000 with 19.9% of individuals living below the poverty level. Furthermore, 11.4% of people under the age of 65 do not have health insurance and 6.6% have some form of disability either from injury or chronic disease (US Census Bureau, 2016). Over 2 million dollars were collected in health care and social assistance in cost in the city, while its county had a collection over 3 million for health care and social assistance (US Census Bureau, 2016). 
The facilities are owned by a major and well-established healthcare system in the Southeast. They general provider care for patients with disabilities and illness that range from rehab to memory care, and the ages can vary from 60 and older. There are three healthcare providers with a distribution of 1 physician and 2 nurse practitioners, who serve clients of all races and cultures. The practice residents come from the local city, county, as well as the surrounding cities and counties. Approval for the project was obtained from the health system of which the office is affiliated with.
Participants	
	The participants of the project included two types of providers: one physician and two nurse practitioners are the main stakeholders of the project. Social workers, medical assistants, and registered nurses played a role in follow up, as needed. Each provider did currently work at one of the primary care settings that were described above. The one medical physician divided her time between both facilities. Each nurse practitioner is delegated to one specific facility. Therefore, some days there was only one provider at a facility, and that usually is the nurse practitioner. When the medical physician is present, there were two providers on that campus. The medical provider has worked with these facilities since June of 2018 and, the nurse practitioners have been there for a few years. All providers have worked with the main healthcare system for over 5 years with all their experience being in primary care.  
	The patient population from the skilled facility was utilized for chart reviewing of providers documentation and ACP review. All of them met the inclusion criteria for chart reviews due to be a patient of the system, having needs for ACP, and being a resident of the skilled nursing facility. There were no identifiable data collected from the patient chart review. Only information about ACP charted in the electronic medical record by the above-described providers.  
Recruitment	
Recruitment of the providers occurred during an office meeting when all the potential participants were in attendance. The student project lead developed an educational presentation and handout. This presentation included a brief explanation and background on the topic of ACP, the intervention (algorithm), and its use. The providers were educated about the requirements for the algorithm and its use for 10-weeks and the start date of 8/27/2018. Furthermore, the student project lead detailed that every other week a PDSA cycle would be performed. Post education of the DNP scholarly project, the student project lead and site champion answered questions pertaining to the intervention, to the best of their ability.              
Implementation Process 

The project was implemented by the providers at each facility.  A chart review prior to the start of the project was performed. Education for the project tool was provided in-depth one week prior to implementation and the week of implementation. Implementation of the algorithm occurred over a 10-week duration with a PDSA rapid cycle performed every other week or as needed for troubleshooting (Popescu & Popescu, 2015). The chart review was evaluated and analyzed for significance, to determine if the tool was useful in improving documentation of ACP conversations. 
As detailed in chapter four, the use of simple mathematical equations from the chart reveiws data was utilized to compare the ACPs documentation pre-intervention algorithm and post-intervention algorithm with use of the mean scores from the MOST forms. It is important to analyze data to address erroneous parts and make improvements for the project to support sustainability (HRSA, 2016).  Results were provided to the site champion and staff that helped with the project. The plan variations that occurred are described in the following section.            
Plan Variation	
Early on the project plan was varied to address concerns of the site champion. On the first day of the project, the student project lead met with two of the providers to discuss the implementation phase of the project. It was during this meeting that the site champion (medical provider) requested that only two patients a week at each facility be addressed with the algorithm. To further define, it would be preplanned so that the providers could adjust their schedules accordingly, and so that family meetings could be prearranged if needed due to cognitive impairment of the patient. 
Another adjustment to the project came later that same week, the site champion after discussion of changing from all patients at the facility to only the skilled population, decided that narrowing the population would be more beneficial for the facility. The population now moved from new admissions to long-term routine visits of the skilled nursing residents, as they are seen every 30 days and as needed. The assisted living residents are seen every 3 months and as needed, and lastly the independent living residents are seen annually and as needed. Therefore, adjustments were made to the project to only have the algorithm implemented during preplanned meetings and for long-term residents. This would allow for more process changes to be visualized. This adjustment eliminated the first 2 steps of the algorithm. Consequently, at this time, a true representation of the algorithm will not be collected.
Another alteration occurred during the second week of the project, this modification was to follow the data as instructed by lead academic faculty. This change occurred as the data for ACP conversations did not warrant practice changes as previously described. The pre-chart review found that ACP was nearly 100%. Upon further analysis, it was found that the MOST forms were deficient in the facility. These forms are one of the most influential forms for a skilled nursing resident. This was when the adjustment to improve documentation of only the MOST form was made. This was a major transition for the project. 
The final variation of the project occurred to accommodate for the occurrence of a resident’s death. While this was known, it was not calculated in for a variance during planning. Deaths occur infrequently and sometimes without notice. It is important to provide this detail for the audience so that they see the variation in the data set (i.e. the total number of patients). This allows for an account of deaths to aid in the removal of these patients’ chart from the final analysis. Therefore, the number of active patients at the beginning of this project was different from the final count due to patient deaths. This is a plausible account for the changes in the data set over the duration of the project. 
Summary
	In conclusion, this chapter detailed the setting, the participants, recruitment, and implementation process. It is the design of the study that allows for these segments to be detailed. The setting was important to illustrate as this allows for a greater understanding of ACP as a concept and its utilization in practice. Without knowledge of the setting, it is harder to associate ACP and its importance. Description of participants was required to provide background.  Recruitment needs to be understood as it should be performed ethically and with an informed understanding of what the participants are signing up for. Overall, the implementation process details a step by step account of how the project was executed. This can provide other individuals with a background of how to set up a similar quality improvement projects based on the same topic. Finally, it is important to understand a plan variation, as this will occur in nearly every project even with extensive research and development. There are some events the student project lead cannot account for and perhaps would not be seen until the project was implemented into the practice. 

Chapter Six: Evaluation of the Practice Change Initiative
	The Doctor of Nursing (DNP) project lead collected the findings of this project over a ten-week period post education and implementation of the advanced care planning (ACP) algorithm. The Plan, Do, Study, Act (PDSA) model was utilized every two weeks to gather data. Dissemination occurred post completion of the project and evaluation of findings. The methodology of the algorithm was changed during the start of the project due to some request by the medical director, who was the site champion. This change was to increase the ACP completion of Medical Orders Scope of Treatment (MOST) forms in the skilled nursing population, as previously detailed in the plan variation. This chapter will detail the results and findings from the DNP project. The findings and feedback allowed for implications for practice to be discovered, this was then disseminated staff and leaders of the system. These detail implementation of ACP into a policy or protocol like the algorithm used during the project, this would help providers to have success with initiation and completion of the ACP forms. 
Provider Demographics
This DNP project setting was at two skilled nursing facilities in the southeastern area. There were three participants, each of which was a healthcare provider. One was a medical doctor of internal medicine, who has worked with the office for five years and at the skilled nursing facility since June of 2018. The other providers included two nurse practitioners who had been with the office and skilled nursing facility for almost 7 years each. Their certifications were in adult-gerontology. All providers were well versed on geriatric care. No 
provider was certified as a geriatrician or in palliative care.


Intended Outcomes
	The intended outcomes of the DNP project were to first develop and implement an algorithm tool that can be integrated into practice at both skilled nursing facilities. Secondly, it was the desire to improve the practice of ACP conversations, as evidenced by an increase of their documentation via the MOST form in the EMR. These would hopefully lead to improved continuity of care for the patient, as well as promote autonomy. Furthermore, as stated in the literature, these outcomes support the discussed findings, which is ACP improves patient satisfaction and automony, decrease futile medical treatment and admissions, and ultimately reduce healthcare costs.
Findings
There was a total of 193 electronic medical records (EMR) reviewed for this project via the Epic EMR. The 193 charts covered the patient population that had ACP conversations addressed during the 10-week project period. As previously discussed in the plan variation, the number of charts reviewed changed to account for deaths, transfers, and rehab patients. Prior to implementing the DNP project, it was noticed during the pre-chart review that the MOST form was poorly represented in completion rates. As displayed by Figure 1 below. Completion of ACP forms prior to the project confirmed these rates: Healthcare Power of Attorney (HPOA) rate of 66%; Do-Not-Resuscitate (DNR) rate of 77%; Medical Orders Scope of Treatment (MOST) rate of 26% (n=90). After the education of the ACP algorithm, it was seen that the completion rates rose across the board, most significantly with MOST forms. Rates were analyzed again post project completion via another chart review. Each form had an improved rate of completion as illustrated by the column graph below. The increases included the HPOA form with a shown growth of 0.32%; the DNR form improved by 4%, and the MOST form dominated the growth rate with an increase of 27% (n=103). 
Figure 1. Completed ACP Forms 

Figure 1. Illustration of project findings. Completed ACP Forms discovered during both pre and post implementation chart reviews. 
Discussion
This DNP project is an exoskeleton of the originally developed project, as detailed in the plan variation section of this paper. There were some unanticipated variables that caused some significant changes to the project's process and intervention. Therefore, these findings are not a true representation of the project algorithm, but rather the process change based on my plan variation. The findings illustrate the data collection process of the project and demonstrate the usefulness of an algorithm to improve the process of discussion, completion, and documentation of ACP forms in the EMR.
As demonstrated in the literature, ACP can improve the quality of life, reduce healthcare cost, and boost patient satisfaction, as well as, autonomy. There are several forms for ACP, but this project focused on the HPOA, the DNR, and the MOST. Of these, the MOST form is highly beneficial for the population of skilled nursing residents, which is who this project was geared toward. The outcomes are based on the fact the DNP project lead followed the data that was discovered during the pre-implementation chart review. Originally, it was believed that none of the ACP forms were documented as they should be. Rather it turned out that both the HPOA and the DNR forms were documented well, but the MOST form was missing its target. This form was being underutilized, even though it is the most beneficial due to the more detail of interventions for the residents in skilled nursing facility. 
Furthermore, it should be stated that some residents were able to have the MOST form implemented for them during the project time frame. This, in turn, supported a few residents in having a death with dignity and reduced their chance of unnecessary treatments and transfers to the hospital. It should be stated that at the completion of the project, the site champion and the office medical directed had started to work on an algorithm instruction sheet regarding ACP. This sheet included several of the same aspects as the algorithm the DNP project utilized. They clearly saw the demonstrated need for improvement from this DNP project. 
Summary 
In conclusion, while this DNP project did not go as planned, it was the presence of the DNP project lead and the education on ACP and its importance did have an impact, as previously discussed and seen in the graph provided. The DNP project lead gained insight on how being persistent about ACP can improve its documentation. During the 10-weeks many patients benefited from the project, as they were able to have ACP conversations and the forms properly documentation in their charts. This project could be meshed back with the original set up and or further developed to help with the development of an Epic flowsheet for the MOST form, which would make documentation more efficient and easier for providers. 
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There were several implications to practice, which involved the learned aspects of both the literature review and the outcomes of this Doctor of Nursing Practice (DNP) project. Standards of care are supported by implications found from evidence-based practice (EBP).  These findings aid the advanced practice registered nurse (APRN) with the incorporation of EBP into practice by application of a quality improvement (QI) practice change. In reviewing the literature regarding advance care planning (ACP), a DNP project was established and implemented to improve the quality of life for the population it was applied to. It is in this chapter that the implications and the recommendations for them are discussed.
Practice Implications
Practice implications are recommendations that one learns through the process of QI. These implications can have a significant impact on clinical practice. The implications of this DNP project were found to assist providers in improving the quality of care and the standards of care for the patients and their families by increasing ACP conversations through the QI process.  The American Association of Colleges of Nursing (AACN) (2006) developed eight Essentials that were utilized as a framework for discussing the practice implications derived from the DNP project regarding ACP. It is the purpose of this chapter to highlight the Essentials and described the implications rendered from the DNP project. 
Essential I:  Scientific underpinnings for practice. According to the AACN (2006), nursing theories, as well as theories from other disciplines, are used to develop and evaluate new practice initiatives. The first step is to research the practice problem this is the starting point for all QI projects. A literature review was performed and produced a significant number of articles, 20 of which were utilized for this project’s literature review. From these articles, it was found that encouraging patients to engage in ACP by developing goals of care can increase patient satisfaction and quality of care while consequently, reducing hospital stays, cost, and of futile hospital readmissions (Klinger et al., 2016). It was discovered during the literature review that, of all the ACP forms reviewed, the Medical Orders for Scope of Treatment (MOST) form is the most beneficial to the skilled nursing facility population, which was the project’s target population. Additionally, the MOST form interprets the patient’s wishes for treatments into medical orders that can be conveyed across multiple settings of care (Caprio, 2014). Therefore, promotion of ACP with MOST forms as a focus can produce a higher standard of practice and elevate the quality of care and life for the patient. Furthermore, it was found in the literature review that ACP conversations were lacking initiation by primary care providers (Chung et al., 2016; Ahluwalia et al., 2015; IOM 2014). It was this knowledge that supported the developed of an ACP algorithm to promote conversations. 
This DNP project utilized the Theory of Motivated Information Management (TMIM) for the promotion of ACP. This theory supports information seeking behavior on difficult topics, like ACP, which in turns assist in their discussion (Afifi & Weiner, 2004). This occurs because TMIM observes why one would be motivated to seek information, as well as the avoidance of it. This theory also addresses the role of the information source (the healthcare provider) and their interactions. The use of TMIM assisted the DNP project lead in developing the EBP algorithm, thereby aiding the healthcare providers to increase both their initiating ACP conversations and their documentation. This was demonstrated with an increase of ACP form documentation, as discussed in chapter six of this paper. 
It should be mentioned that the DNP role is intertwined with the PhD role. As both contribute to clinical practice but can do so in different ways. The role of the APRN is to export gained knowledge from nursing theories and research, as well as review look to improve practice concerns. This research is performed and developed by PhD colleagues. The APRN position itself is guided by both the DNP and PhD roles as the research and quality improvement aspects help to lay a foundation and solidify clinical guidelines for practice. 
To concluded, the APRN’s role is to research and review theories that aid in enhancing health care delivery (AACN, 2006). One implication for this regarding the DNP project findings is that there needs to be a more definitive look at the primary care office being an area of comfort and promotion of ACP conversations, this can be further improved by the DNP role. There are still barriers to having these conversations across the board. ACP conversations are a meaningful skill that can be improved upon with practice. This can occur when healthcare education curriculum incorporates this topic with various learning modalities, like case studies (Wheeler, 2016). The more experience one has with these conversations the stronger and more prepared as a healthcare provider they will be to have them.
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  This essential identifies the quality improvement process from a systems perspective and how that can affect a population (AACN, 2006). The DNP project was developed and evaluated by the project lead with the knowledge of knowing the identified gap in practice regarding ACP conversations. A systems approach to handling identified practice issues includes utilization of QI projects. This DNP project was implemented as QI, and worked to promote ACP conversations based on the scientific findings, as discussed in Essential I.  Implications for the system included cultural competency it is important to engage in this on a systems level, the DNP project supports all cultural aspects from inclusion of the family during all parts of the healthcare journey to the personal desires of the patient’s last wishes, such as a shaman or the last rites reading, or another cultural request by the family. Further findings included foci from the systems leadership view as this project is an economic innovation with healthcare cost. As demonstrated throughout this paper, ACP lowers health care cost for all parties involved that is the system, and the patient (Emanuel, 2012). 
To adopt a QI tool for organizational purposes the system should be trialed with several Plan, Do, Study, Act (PDSA) cycles, to test the tool, prior to implementing the intervention as recommended by the Health Resources and Services Administration (HRSA) (2016).  A variety of concerns arose from the implementation phase of the DNP project. These later were discovered to be implications based on the project’s findings. Systems thinking, and leadership often focus on models to promote process and practice change. The utilization of the PDSA model helps to promote this type of growth within a project. This project had to navigate against the provider's desire to control the number of conversations that occurred. This placed a barrier on the project. Another concern that developed was the population itself and its high variability. Skilled nursing home resident can transition between levels of care (skilled, assisted and independent) and at times they die, these events were not predicted. It is the use of the PDSA model that help to navigate these unanticipated events and allowed for an explanation of these findings to stakeholders through a system thinking approach (Popescu & Popescu, 2015; Gillam & Siriwardena, 2013).
Essential III:  Clinical scholarship and analytical methods for EBP.  According to the AACN (2006), it is the APRN’s ability to apply evidence-based knowledge from various sources and disciplines that enhance patient outcomes. This DNP project was designed to promote safe and effective promotion of ACP with increased use of the MOST form via using an algorithm developed from the use of EBP and clinical scholarship. The foundation laid in Essential I and II are reinforced with the implementation of Essential III. 
As discussed by Delahanty and colleagues (2018) to build an accurate and appropriate algorithm one must incorporate the use of EBP.  When the use of EBP is involved in practice change it enables the healthcare providers to set goals for QI. This supports benchmarking and can elevate the standard of practice within the system (Salluh & Soares, 2014). DNP projects that are implemented as QI are necessary due to fragmented care, increased workloads, poor patient satisfaction, and delays in appropriate treatment modalities (HRSA, 2016).  To provide the most recent advancements in care regarding the use of EBP, the APRN will utilize the QI process to build clinical scholarship and strength within a standard of care for clinical practice. The implication from this essential entails that the project’s use of itself algorithm, the PDSA model, and the literature review have proven significant in illustration of the QI process. The recommendation for this is to support the various ACP forms to initiate a practice change to improve the quality of care for the resident of the skilled nursing facility, as evidenced by the findings from the QI process during the implementation portion of the DNP project, as it can now be considered EBP. 
Essential IV:  Information systems and technology and patient care technology for the improvement and transformation of healthcare.  Technology utilization was an essential need in the evaluation process of the DNP project. The use of electronic medical records (EMR) allowed for relative ease in performing the chart reviews. Implications for technology were discovered from the review findings. Additionally, the EMR provides a streamline for the standard location of all ACP documents. Thereby, ensuring continuity of care with transitions between healthcare settings.
The implications with technology include the on-going adjustments to improve the access and availability of needed documents quickly. Currently, all ACP forms must be scanned and loaded into the media section located in the patient’s EMR. As discovered in the literature and the project there can be errors and delays on entries, which can disrupt a plan of care if the ACP form information is needed soon after it was filled out (Yu et al., 2018; Stanek, 2016). The recommendation for this is to support the continued use of the physical forms and their scanning but ask for an EMR taskforce to help develop an electronic version within the patient’s chart. This can further improve the use of them by providers throughout the healthcare setting and help prevent delays in care. 
Essential V: Healthcare policy for advocacy in healthcare.  In this essential, it is identified that the APRN is prepared to educate policymakers about nursing and how patient outcomes can be improved with advocacy. Moreover, the doctoral-prepared nurse helps healthcare policy on multiple levels from develop, evaluate, to providing leadership. All of these help to that support and sustain the financing, regulation and delivery aspect of health care financing, regulation, and delivery” (AACN, 2006). The Patient Self Determination Act (PSDA) requires that all healthcare systems design a policy for how to handle advance directives and their aspect to patient care. This is still a work in progress. As demonstrated by both the literature review and this DNP project, ACP forms, such as the Healthcare Power of Attorney (HPOA) or the MOST are underutilized and that can impact healthcare negatively. The strongest promotion to improve this gap in care is the push for policy change. 
The implications discovered in the project were that ACP forms, especially the MOST form, needed strong advocacy within both the skilled setting and throughout the healthcare arena. The recommendation would be to improve stakeholders, leaders, and policymakers thoughts about ACP forms, such as the demonstrated improvement in care when one of these forms are utilized. It would be useful to have policymakers fill out an HPOA or Living Will (LW) visually for the community, this would help engage others in these types of conversation with their primary care providers and families. Commercials and other marketing abilities can be implemented to help consumers of technology learn the true meaning of an LW and the other forms of ACP.  This would be a benefit to society, as it would allow everyone to see how ACP can impact the quality of life during life, and not just at the end of life. 
Essential VI:  Inter-professional collaboration for improving patient and population health outcomes. APRN’s are educated and trained to develop effective communication and collaborative skills regarding improving patient and population health outcomes as stated for Essential VI. Myers (2017) reports that use of inter-professional collaboration not only promotes patient and population health but also improves overall fiscal outcomes. This DNP project utilized opportunities to collaborate via communication to support PDSA cycles and troubleshooting during the implementation phase of the project. The DNP project lead provided education about ACP to all involved. The social workers set up meetings for ACP conversations. The healthcare providers spoke to patients and families about ACP conversations. The office staff made sure the forms were scanned and placed into the EMR. Throughout the entire project, the collaboration was fluid and holistic in nature, allowing for respectful modifications if issues arose. As the literature demonstrated, communication is a significant part of the process that is designed to help develop goals of care between patients, families, and their providers and can improve overall outcomes and quality of care (Alhuwalia et al., 2015).
Implications regarding collaboration include allowing a spot at the table for all those that the project or practice change impacts. It was discovered during the QI process that collaboration can be challenging when implementing a DNP project. Recommendations include support of teamwork that occurs when a variety of disciplines can respectful congregate and discuss the standards and quality of care for patients (Aarons, Hurlburt, & Horwitz, 2011. This, in turn, can reinforce collaboration and comradery of the entire healthcare team organization-wide. 
Essential VII:  Clinical prevention and population health for improving the nation’s health.  According to the AACN (2006), the doctoral graduate should be able to address and improve health promotion within the given population. The improvement of a community or population usually starts with the improvement with an individual (Cupp-Curley & Vitale, 2016). In the DNP project, it was discovered that health promotion should include the ability to provide for what is to be expected or to come. This means that ACP is a type of preventive and tertiary care as it addresses things that could or will arise. These types of care are strong vectors for health promotion across a variety of populations nation and worldwide, as evidence in the literature when ACP forms are completed. Care is more holistic and covers the unforeseen and the expected events.
[bookmark: _Hlk4322458]	The implication revealed during the DNP project was that APRNs should shift their focus on efforts that promote care and health promotion with the implementation of ACP forms, such as the MOST form. Recommendations for this could be ensuring that all skilled nursing patients receive the MOST form on arrival to the facility. This would help to promote family and patient awareness, as families are usually present during the admission. It is prudent that the APRN provides education when the forms are given to the families so that everyone understands its purpose for skilled nursing facility use and its usefulness in the patient's plan of care. This would support the literature findings of reducing transfers the hospital when not needed, promoting continuity of care, and increasing the patient’s autonomy. 
[bookmark: _Hlk4322268]Essential VIII:  Advanced nursing practice.  The doctoral prepared APRN understands the art and science of their nursing practice and knows how to appropriate apply various other disciplines to enhance and support the nursing profession. The AACN (2006) further details that APRN providers of doctoral level should develop and sustain relationships with patients to promote optimal care and outcomes. As discussed in the findings of the DNP project, as well as in the literature review, there is great need to increase communication and documentation of ACP (Wall, Hiestand, & Caterino, 2015; Garand et al., 2011). It would, therefore, be recommended that all APRN’s work increase their comfort of initiating ACP conversations to help improve patient care along the healthcare continuum. This could be supported on all levels from micro to macro with the use of programs, conferences, and education sessions regarding ACP and how to encourage communication and breakdown barriers regarding it.
The nursing college curriculum does not have enough of this topic to make most advance nursing providers comfortable with even mentioning the topic, as proven in the literature (Dube et al., 2015). It is suggested that the topic of ACP be incorporate throughout the classes in some fashion, whether it be case studies, on-site clinical simulations, discussion boards, or requiring the students to look at filling out the forms in practice on themselves or a loved one. This helps to engage the student in the needed emotions to handle these conversations. Thereby, breaking the barriers that surround this tough topic of discussion. 	

Summary
	In summary, it was explained that through the evaluation of the DNP project via the QI process findings that implications exist during the entire journey.  Implications were identified that promote provider awareness and communication, improve the patient’s quality of life, reduce health care cost, and an overall increase for support of positive and healthy patient outcomes. Additionally, recommendations were also provided to help support these implications in a positive way. All levels of healthcare providers can use this DNP project’s recommendations to initiate communication of ACP with the patients and their families, thereby increasing their autonomy, communication, death preparedness, and continuity of care. This will promote healthy goals for the patients’ and reduce stress on the family at the end of life. Therefore, all ACP forms and conversations improve the quality of practice and standards of clinical practice when they are utilized. 















Chapter Eight:  Final Conclusions
With continuous medical advancements in healthcare, patients are living longer and doing so with chronic diseases that require management and navigation at their end of life. With patients living longer, there is a greater need for continuity of care, this is accomplished with the use of the electronic medical record (EMR). Utilization of an EMR and implementation of advance care planning (ACP) in combination can promote the patient’s continuity of care with transitions along their healthcare trajectory. This chapter is an overall discussion of the project’s findings, limitations, strengths, and benefits, as well as a summary of recommendations discovered. 
Significance of Finding
This Doctor of Nursing (DNP) project intended to increase the initiation of ACP conversations. Sequentially, the aim of the project would also promote the increase of ACP documentation within the EMR. After implementation of education on ACP there was demonstrated growth in the number of ACP conversations.  As discussed in chapter six of this paper, there was an increase in all three reviewed ACP forms which included: The Healthcare Power of Attorney (HPOA), the Do-not-resuscitate (DNR), and the Medical Orders for Scope of Treatment (MOST).  This was confirmed with their improvement regarding documentation in the EMR. The greatest growth was seen by the MOST form with the highest rate of increase for completion and documentation in the EMR. Prior to the project, the MOST form had a 26% completion rate for the 90 charts that were reviewed. Post education and project conclusion the MOST form had a completion rate of 53% for the 103 charts that were reviewed. This demonstrates a total increase of 27% for the completion of the MOST form over the duration of the project timeframe. 
In the discussion of findings to the site champion and healthcare providers, their feedback regarding the project and the algorithm detailed that they felt the most important aspect was feeling supported in these conversations, rather than the actual algorithm itself. This in reflection is supported by the literature as education is key to ACP discussions. The providers were educated on the impact of ACP prior to the project implementation, this appeared to be the influence in helping to achieve the goals set forth in the development of the project. One of the nurse practitioners did not feel as comfortable approaching the conversation with patients and or family members, even their new knowledge and increase support. 
Project Strengths and Limitations. Strengths of this project included a pre-chart review which supported the findings in the literature concerning the lack of documentation of ACP. It also identified barriers that were discussed in the literature, such as discomfort with ACP conversations and the need for more training to help providers have these types of discussions. As provided in feedback from the providers the education aspect of the project influenced them the most in the initiation of ACP conversations, even when comfort with the discussions was difficult for them. Furthermore, evidence from the literature sections of this paper illustrated the importance of having ACP forms filled out prior to the end of life care. Lastly, the strongest aspect of this DNP project was that many residents were able to obtain the MOST form during the project timeframe. A few of those residents died during the project duration and not long after the implementation of the form. Utilization ACP demonstrates reduction and prevention of unnecessary hospital admissions. This project demonstrated its strength two ways. One was by support of literature with its outcomes, the other was significant improvement to many of the skilled nursing resident’s quality of care and life.
However, as with all projects this one had its limitations. First, the fact that most individuals in this population require a family member or healthcare proxy to speak on their behalf can complicate the process. This limited the number of MOST forms, and in general ACP conversations, that could be accomplished during the short duration of the DNP project.  This transpires to the second limitation, which is the time duration of the project. Ten-weeks is much shorter than one might realize, as time goes quickly when trying to implement a quality improvement project. Third, a final limitation of this project was the population of foci. The skilled nursing home resident has many variables: rehab only needs, transfers to another healthcare setting, and death. These variables made the number of charts that were reviewed different, as a portion of the patients changed. Therefore, one patient might have been placed in the facility for rehab needs or greater level of care needs; while another one died or one might have transferred back to assisted living when their level of care needs improvemented. There are also transfers into skilled that were not present during the pre-chart review. This implication only made for a limitation that would require a better process for chart reviewing and identification. Even with several deaths, the number of residents post-implementation was higher due to more patients being admitted to that facility for other reasons.
Project Benefits. The findings of the DNP project have beneficial outcomes for the healthcare system. The broad view regarding the algorithm for ACP and its potential to influence the organization and its healthcare providers with conversations is massive. As detailed above, the findings, the strengths, and the limitations of the project would need to be addressed to help with the implementation of future practice policy changes. A policy change would benefit the system regarding patient satisfaction and reduction of futile admissions and treatments. As well as raising the standards of care offered system-wide and elevating their benchmark values across the board with higher quality of care.
	In addition to the above benefits for the system, the more valuable benefit is to the resident and or patient, as well as their family. The navigation of end of life care is difficult and the lack of understanding the healthcare trajectory can impede this more. The most advantageous way to support a patient with a chronic disease or who is at the end of life, and is residing in a skilled nursing facility, is to promote ACP conversations and improve their documentation in the EMR.
Recommendations for Practice. There are several practice recommendations as detailed in chapter seven of this paper. The top recommendations for this project included an increase in the education of healthcare providers, promotion of collaboration between all members of the healthcare team, and identification of the best way to initiate the ACP conversations. The education of ACP includes both changes to the school curriculum and healthcare provider training post-academia. Currently there is a lack of education on ACP in the nursing curriculum (Dube et al., 2015). The healthcare provider needs to feel solid in their skills for discussing ACP conversations. It is recommended that all healthcare providers work to increase their comfort with initiating ACP conversations to help improve quality of care for the patient along the healthcare continuum. Utilization of hospice and palliative care programs, conferences, and education sessions regarding ACP and how to encourage communication and breakdown barriers regarding it would be of benefit to support these recommendations.
The next recommendation that stood out was for improved communication between the healthcare team. The inter-professional collaboration which helps healthcare providers understand the holistic approach to the patient’s care and encourages ACP to begin earlier in the healthcare journey (Myers et al., 2017). Recommendations to support this include a taskforce and teamwork which occurs when a variety of disciplines can respectfully congregate and discuss the standards and quality of care for their patients. The last and one of the most important identified recommendations was the need to address ACP as soon as possible, to promote the most benefit of its use (Yu et al., 2018). Ideas to support this recommendation, regarding the project, would be ensuring that all skilled nursing patients receive the MOST form on arrival to the facility. This could help to promote family and patient awareness, as families are usually present during the admission time.
Final Summary
	In conclusion, this DNP project was established as a quality improvement process, which started with a review of the literature to address concerns about ACP documentation. The research advocates that ACP conversations and their documentation of forms provide a myriad of benefits. Nevertheless, even with the support, there is a lack of the best approach to ACP and its conversations. The DNP project lead sought to develop an algorithm that would provide the healthcare providers with comfort in assessing and initiation of ACP conversations, and their form completion and documentation in the EMR.  	
	Upon the completion of the DNP project, the healthcare providers involved in the project reflected and came to conclusions that ACP is valuable and they should work to complete these forms, the MOST form specifically. As previously stated, one provider did not feel well educated and this impacted their comfort with these conversations even after the education session and repeated support from other providers. ACP education should be included as apart of academic programs and professional training for all members in a healthcare profession.
It will be the cumulative factors of collaboration, education, and system support for ACP conversations, even with or without the use of an algorithm, that will demonstrate their proven influence with healthcare reform and cost. Patient autonomy and continuity of care are critical aspects of all healthcare systems and should be a number one goal when assisting a patient in planning for the future in regards to their health. The goal of this DNP project was achieved, even with variations of the plan, but nonetheless, improvements can be made via the quality improvement process. 
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Appendix A
                                         Advance Care Planning Algorithm 
Instructions: This process is to be followed step by step to ensure quality outcomes. Follow the steps for direction on the use and what each step includes and how to proceed to the next step in the algorithm. This is the be administered on each new admission and each long-term care patient appointment at both Friends Home West and Friends Home Guilford, over the next ten weeks. A PDSA cycle will be performed every two weeks, during which feedback will be gathered on what is working and what is not working. These meetings will take a few minutes of time and will be at the convenience of the provider(s) and other healthcare staff involved. I appreciate your participation in this DNP scholarly project and look forward to working with you to help improve both initiations of advance care planning conversations and completion of their documentation in the electronic medical record.
Step 1: (Who is this for and Who performs the step)
Every new admission and long-term care patient at the above listed skilled facilities. (100%) 
All healthcare providers perform during admission assessment.
· Please note that all patients deserve the conversation about Advance Care Planning (ACP) and therefore this algorithm is inclusive of all patients, especially those newly diagnosed and or living with chronic health conditions such as Diabetes, Cancer, Chronic Obstruction Pulmonary Disorder, Heart, Hepatic or Renal failure, Dementia, or having sustained a disabling fall or are on a blood thinner. These chronic conditions or events account for nearly every patient that is admitted to a skilled facility. Therefore, 100% of the newly admitted patients should have ACP addressed on admission and have followed up to ensure the patient's desires are documented to prevent unnecessary treatment and or futile transfers to a hospital. This goes with the acknowledgement that in some incidences the family might be the individuals that the provider will have this conversation with due to the mental capacity of the patient. 
Proceed to Step 2
STEP 2: (What to do and Who does it) 
Providers will open discussion on ACP if both of the following components are met prior to conversation initiation.
1: Does the patient have a decision capacity and or family present? Does the patient have condition awareness? There must be a competent individual present for the conversation if the patient is unable to communicate. 
2: Assess the patient’s current knowledge of ACP and if they have had these conversations before.
IF both 1 and 2 can be checked off, proceed to Step 3. If NO to either, explain why the conversation cannot happen and prepare the patient and or family for the next visit for discussion. Converse on needs for future conversations i.e. language barriers, spiritual guidance, or family present.

Appendix A Continued

STEP 3: (Does the patient have ACP, What to do, and Who does it)
Providers will assess each patient on if they have a current ACP (Advance Directive, Living Will, Healthcare Power of Attorney, MOST form). 
If NO: Ask if they know what ACP is and if they have had a conversation prior to this admission
If YES: Ask for documentation to be provided for placement into the electronic medical record. 

Proceed to Step 4 according to response in Step 3.
Step 4: (What to do and Who does it)
The provider will open conversation. 
A nurse or Social Worker (or if student present) will provide any documents post provider conversation. (Look for forms) THESE MUST BE PLACED IN CHART. Notary if available will be used to complete forms.
If NO from Step 3: Open conversation with stating this is an important healthcare factor that you as the patient or caregiver have to say in, and it would be great to have a brief conversation about what you would want should something happen, not saying that anything will. If the patient is open to the conversations proceed to If YES from Step 3. 
If the patient is apprehensive assess their willingness to address this at the next visit. Acknowledge the patient’s desire not to discuss but explain it will be addressed at each visit to maintain the highest quality of care. *At a minimal document code status in the chart. End conversation on the discussion for needs of future conversations i.e. language barrier, spiritual guidance, or family present.
If YES from Step 3: Assess patients preferences and values, as well as willingness to discuss ACP.  Have forms ready, if needed to provide for completion. Explain the documents of ACP and how to proceed*. The nurse or social worker will come by with the packet(s) or forms for filling out. If notary is available, then completion can occur in the house.
*If possible, refer to the MOST form and conduct an open and honest conversation about ACP. Explain the fluidity of ACP and how it can be changed at any time. Educate the patient that this is their desires for their care and promotes shared decision making during their healthcare journey. Utilize teach-back method to ensure understanding. Complete MOST form and place in the chart.

Proceed to Step 5
Step 5: (Completion and Goal)
The provider should document conversation as required in EPIC and bill CPT codes for proper reimbursement and management of the patient. CODES: 99497 & 99498. 
Copies of forms should be in the electronic medical record.
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Appendix B Continued
Table B2
	PDSA
	Current Practice
	Proposed QI

	The plan starts with a change or test aimed at improving a process.
	Advance care planning conversations made at the last minute, usually prior to the patient’s passing or within 12 months.

	Assessment and Identification of the need for advance care planning.

	Do is the implementation of the change. In this case the algorithm.
	Waited for poor prognosis or patient request. 
	Screened within the first 24 hours of admission to inpatient status, or within the first year of outpatient care.

	The study comes from analysis of the results gathered during and after the project.
	Poor patient satisfaction, outcomes, and current practice not backed with evidence-based practice or with very little. 
	Increase in patient satisfaction and outcomes related to end of life needs, practice is supported and adheres to current and relevant evidence-based practice. 

	[bookmark: _Hlk508562960]The act is the diffusion and adoption of the change and or the abandonment of change to restart the cycle.
	Upon identification of practice problem, the decision was made to trial a QI project and assess outcomes prior to adopting the change. 
	Upon assessment of the PDSA cycle after implementation of the QI intervention, a decision was made to implement the intervention into practice. 
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Chart Review: ACP Forms

Pre Implementation (Charts Reviewed: 90)	
HPOA	DNR	MOST	60	70	24	Post Implementation (Charts Reveiwed: 103)	
HPOA	DNR	MOST	69	84	55	
HPOA	DNR	MOST	Types of ACP Documented


Number of Completed Forms




image1.emf
 

Concept Map:    Advance Care P l anning  Algorithm  

Motivation for  information   management  

Advance Care Planning  

Uncertainty  and  emotions  

Evaluation of  self and  k nowledge  

Decisions  

Detail one ’ s end  of life wishes   and  is   fluid ic   in  nature.   

Can be implemented  should an  unanticipated   event  occur  

Motivation  initiation    

Choices about  information  gained  

Acceptanc e and  understanding of  newly gained  knowledge    

Uncertainty   and  identification   of  knowledge   deficit    

Anxiety, fear  of the  unknown.  

Conversations on  advance care  planning  


