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Abstract:  

Purpose of Project: Advance care planning (ACP) entails use of living wills, designation of healthcare 

proxies, conversations of hopes and fears, and specific medical interventions the patient desires or wishes 

to forgo. Benefits of early ACP include increase in patient dignity, autonomy, satisfaction, greater 

utilization of palliative care services, less aggressive medical treatments during end-of-life care, and 

decreases in healthcare costs (Dube et al., 2015). Despite these benefits only 18 to 36% of Americans 

have a completed advance directive (AD) on file, which is linked to an average of $750 billion, or 30% of 

all healthcare costs being spent on unwanted medical interventions (Splendore & Grant, 2017). Evidence 

points to the lack of initiation of early ACP discussions by healthcare providers (HCPs) as a contributor to 

the low rates of completed ADs. For HCPs, the most cited reasons for not initiating these discussions are 

lack of time and most importantly, lack of knowledge and training on ADs and how to engage patients in 

these sensitive discussions with proper, culturally-sensitive communication skills (Howard et al., 2018). 

Methodology: This quality improvement project utilized a pre- and post-quasi-experimental study design 

to measure healthcare providers attitudes towards initiating ACP discussions. A pre- and post-survey with 

identical statements using a Likert-scale was administered prior to and upon completion of the 

educational module. Results: The findings of this study demonstrate an increase in healthcare provider 

comfort to initiate ACP conversations with patients in response to the educational module. Implications 

for Practice: Therefore, an online educational module geared towards HCPs on how to engage patients in 

early ACP discussions using the Five Wishes AD tool and proper billing for these services will foster 

positive attitudes that will lead to an increase in patient-healthcare provider conversations. This article 
supports the need for HCP educational interventions to foster early ACP conversations that will increase 

AD completion rates in the United States, a national goal of the Institute of Medicine report. 
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An Educational Module for Healthcare Providers to Foster Positive Attitudes Towards Advance  

Care Discussions 

Introduction 

Medical and technological advances in the United States have prolonged life expectancy 

for patients living with multiple chronic illnesses. These advances have blurred the concept of 

end-of-life care (EOL) and when or how individuals should prepare for it. There is considerable 

evidence that patients in healthcare crises and during EOL care often receive treatments that are 

incongruent to their desired wishes (Advance Directives and Advance Care Planning: Report to 

Congress, 2016). Advance care planning (ACP) provides a method for ensuring patients 

maintain their autonomy during these difficult times resulting in improved patient and family 

satisfaction with the healthcare system. According to Reidy et al. (2017) ACP and advanced 

directives (ADs) reduce unwanted aggressive medical treatment associated with increased 

medical costs. 

Despite widespread state and federal efforts to promote ACP and ADs, only 18 to 36 % 

of Americans currently have completed ADs on file (Advance Directives and Advance Care 

Planning: Report to Congress, 2016). These numbers are of major concern as lack of patient 

ADs has been directly linked to vast unnecessary healthcare spending, estimating about $750 

billion. These unnecessary costs take away from funding to other areas of healthcare, such as 

research and programs offered to children and the elderly. In addition, increased patient and 

family anxiety have been associated with lack of planning for a medical crisis. Patient and 

healthcare provider (HCP) barriers have further contributed to the lack of ACP discussions and 

AD completion. This project aims to address the barriers related to healthcare providers initiating 
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early ACP discussions with their patients. The research hypothesis is that an online educational 

module for healthcare providers detailing benefits of ACP, addressing HCPs and patients’ 

attitudes towards ACP, fostering communication skills to increase comfort with ACP, and use of 

The Five Wishes tool by HCPs to facilitate AD completion by patients, would foster positive 

attitudes towards initiating and having ongoing discussions about advance care planning. 

Background and Significance 

 Advance care planning entails use of living wills, designation of healthcare proxies, 

conversations of hopes and fears, and specific medical interventions the patient desires or wishes 

to forgo (Splendore & Grant, 2017). Several benefits of ACP include but are not limited to 

increased patient comfort, increased patient autonomy, increased patient and family satisfaction, 

improved healthcare provider-patient communication, greater utilization of palliative care 

services, decreased anxiety and stress during EOL for patient and families, and shortened length 

of hospital stay (Woollen & Bakken, 2016). Despite the proven benefits of having ADs, only 18 

to 36% of Americans have one completed.  

Low rates of ADs affect all populations including healthy individuals and individuals 

with chronic or terminal illnesses. This has become an alarming issue as failure to discuss ACP 

and implement an AD has resulted in distress, guilt, and suffering for both patients and 

caregivers due to unwanted aggressive medical procedures (Splendore & Grant, 2017). More 

importantly, these unwanted medical interventions have led to a significant increase in healthcare 

costs. According to the Institute of Medicine (2012), an estimated $750 billion, accounting for 

30% of all healthcare costs, were linked to unwanted medical procedures.  
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Patient barriers 

 

Various studies have been conducted to assess reasons for the low completion of ADs 

amongst patients despite the overwhelming benefits. The main reasons for not completing an AD 

were related to both patient and HCP barriers. Patient barriers include but are not limited to lack 

of knowledge about ADs, lack of available healthcare proxies, fear of burdening loved ones, and 

cultural traditions (Dube, McCarron, & Nannini, 2015).  For example, African Americans were 

less likely to complete an AD and more prone to want aggressive medical treatment during EOL 

care. Hispanics and Asians were also less likely to complete an AD due to the traditional custom 

of relying on family members to make medical decisions when loved ones are not capable 

(Spoelhof & Elliott, 2012).  

One of the greatest reasons for lack of interest in completing ADs can be traced to a 

reluctance of patients and families to initiate conversations about death and EOL issues (Myers 

et al., 2018). This may be due to denial of medical conditions, prognosis, or the patient being too 

young and feeling they are too healthy to focus on advance care planning. In addition, patients 

often feel that HCPs should be the ones to initiate discussions regarding ADs; while providers 

feel that the patients themselves would bring up the sensitive topic when they are ready (Woollen 

& Bakken, 2016). Furthermore, healthcare providers are often found asking themselves how do 

they even start this conversation.  

Healthcare provider barriers  

 

 Healthcare provider barriers have been noted as major contributors to the alarmingly low 

rates of advance directives. Barriers include but are not limited to communication difficulties, 

anxiety about decreasing hope for patients, personal discomfort with the topic of death, not 
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feeling the need was urgent for their particular patient population, family disagreements, 

perceived lack of reimbursement, and time constraints (Chander et al., 2017). For instance, in a 

review by Spoelhof and Elliott (2012), ACP discussions with patients and families averaged 30 

minutes or more of the total appointment time. Physicians perceived this as lengthy and many 

stated that billing for this service was problematic or at times impossible. This led to negative 

provider attitudes towards initiating discussions about ACP.  

 A crucial barrier amongst healthcare providers was lack of experience with ADs and lack 

of proper training in conducting ACP discussions (Dube et al., 2015). This lack of formal 

training left providers feeling ill equipped to discuss ADs and appropriately handle the emotional 

response it can elicit from patients. Fulmer et al. (2018) found that less than two thirds or 68% of 

providers reported not having formal training on communication with patients and families about 

ADs and EOL care. The lack of formal training has led to less knowledge about AD tools and the 

available resources. Minimal to no experience with proper communication skills for discussing 

ACP has left HCPs feeling inadequately prepared to have these active discussions with their 

patients. As a result, discussions about ACP are delayed until health crises occur or are even 

avoided all together.  

 Reviews of literatures have found consistent evidence on the lack of formal training for 

HCPs in discussing advance care planning. The next important step is to find methods to 

overcome this significant barrier in order to foster positive attitudes in providers towards 

initiating ACP discussions with patients and families. This will hopefully lead to an increase in 

rates of ADs on file in the United States. In 2012, the Center for Disease Control and Prevention 

(CDC) identified the need to educate HCPs and the public about ACP and palliative care 

services. In a study by Hutchison, Raffin-Bouchal, Syme, Biondo, and Simon (2017), the ability 
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of clinicians to engage and communicate the importance of ACP in a way that is meaningful and 

relevant to the patients and families fostered a willingness from them to participate in ACP 

discussions and complete advance directives. Therefore, the focus must be on further education 

to all current HCPs about ACP with proper communication skills and a strong knowledge base 

about advanced directives.  

Needs Assessment 

 The Institute of Medicine report Dying in America solidified ACP as “critically 

important” in synchronizing a patient’s wishes with the medical treatment received and reducing 

unnecessary treatments at the EOL (Reidy et al., 2017). According to the Agency for Healthcare 

Research and Quality, 25% of all Medicare spending, about $139 billion, is spent towards care 

for 5% of beneficiaries in their final year of life (Advance Directives and Advance Care 

Planning: Report to Congress, 2016). Of the most important benefits of ACP is the potential to 

reduce overall healthcare costs.  Research indicates that about $1.7 billion can be saved annually 

in health-care expenses if all adults had a completed advance directive.  

 The associated financial impact in addition to other unfavorable healthcare outcomes of 

not completing an AD have made this an alarming issue for the entire nation. Several federal and 

state initiatives have been developed in order to address the problem. In 1990, Congress passed 

the Patient Self-Determination Act to incite competent adults to complete ADs that would foster 

their patient autonomy (Advance Directives and Advance Care Planning: Report to Congress, 

2016). The act requires healthcare facilities obtaining Medicaid or Medicare reimbursement to 

ask patients whether they have ADs, provide information on ADs if patients do not have one, and 

incorporate ADs into the medical record. Unfortunately, this act did not result in the intended 

reduction in unwanted aggressive treatment at the EOL or its associated costs. This was largely 
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due to ADs being underused with only 18 to 36% of Americans having a completed AD on file 

despite the federal initiative.  

The Uniform Health Care Decisions Act of 1993, a state effort, focused on the concern of 

unwanted resuscitation of terminally ill patients in hospice settings (Advance Directives and 

Advance Care Planning: Report to Congress, 2016). The national model centered on AD 

portability and resulted in use of out-of-hospital do-not-resuscitate (DNR) orders. In addition, the 

act established simple rules for accepting almost any kind of oral or signed written statement as 

an AD, even if not witnessed. The state of New Jersey added to this act by being the first state to 

combine the living will with the healthcare proxy into a single advance directive. By 2008, the 

number of states offering this dual type of AD increased to 26 federal states.  

The Oregon state initiative, called the Physician Order for Life-Sustaining Treatment 

(POLST) program, was made in an attempt to elicit patient care preferences and translate these 

wishes into a set of medical orders (Advance Directives and Advance Care Planning: Report to 

Congress, 2016). These medical orders are documented in highly visible form ensuring 

portability across different healthcare settings. Studies have demonstrated positive effectiveness 

of this initiative in translating patient care preferences across the continuum of care. Populations 

using POLST received increased comfort care and were seldom transferred to a hospital for life-

sustaining efforts.  

In addressing the specific barrier related to lack of HCPs starting the discussions with 

patients about early ACP, two major initiatives have been established that have been considered 

promising. In January 2016, in a federal effort to increase provider conversations with patients 

about ACP, Medicare began reimbursing providers for time spent with patients or families 
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engaging in ACP discussions (Wright, 2018). In order to bill, these dialogues must be face-to-

face and involve discussions about patients’ EOL wishes and designation of healthcare proxies. 

This change to Medicare regulations was in response to the American Medical Association’s 

(AMA) support for the need to reimburse providers for ACP discussions, in an effort to increase 

the number of discussions providers are having with their patients about advanced directives. 

Under the new regulation, HCPs will be reimbursed for ACP discussions of thirty minutes in 

length or longer. CPT code 99497 will bill for discussions lasting 15 to 45 minutes and CPT code 

99498 will reflect each additional 30-minute increment after the first 45 minutes (Dingfield & 

Kayser, 2017). The reimbursement value is $86 for inpatient discussions, $80 for outpatient 

discussions, and $75 for additional time spent (CPT 99498). In addition, there are no limits to the 

frequency of reimbursement for ACP discussions. Beneficiaries are not responsible for any costs 

of ACP discussions if completed as part of the annual wellness visit, but billing during other 

visits are coverage-dependent therefore providers must be aware if the patient’s insurance will 

cover this service at future appointments to avoid patient copays (Wright, 2018). As to the 

effectiveness of this initiative, results are mixed. According to Center for Medicare and 

Medicaid Services (CMS) (2016), the number of patients for which providers billed for ACP 

services is only a small fraction of the more than 55,000,000 Medicare recipients. This may be 

due to lack of provider knowledge about the Medicare rule change that allows ACP service 

reimbursements. Another reason for the low billing can be traced to low institutional support 

evidenced by lack of sections in the electronic health records to document ACP discussions, 

which are a requirement for Medicare reimbursement. In addition, studies are revealing that 

provider participation in ACP discussions remains low due to discomfort with EOL topics traced 

back to a lack of formal training on how to conduct these conversations. 



 AN EDUCATIONAL MODULE 

Rutgers, The State University of New Jersey 
 

11 

The second initiative showing promise to foster positive attitudes in HCPs and therefore 

increase patient-provider ACP discussions is through educational interventions. According to the 

Advance Directives and Advance Care Planning: Report to Congress (2016), studies performed 

to improve provider communication skills to foster comfort in ACP discussions have mixed 

results. Some studies have shown education alone has no effect on provider comfort in 

conducting ACP discussions, while vast studies have shown positive effects of educational 

interventions on improving attitudes of providers to initiate ACP discussions with patient and 

families. The review of literature will present articles of different levels of evidence 

demonstrating the effectiveness of educational modules in fostering positive attitudes in HCPs 

towards ACP discussions.  

Problem Statement 

 Several benefits have been associated with early ACP in the literature, such as increased 

patient dignity, autonomy, patient and family satisfaction, greater utilization of palliative care 

services, less aggressive medical treatments during EOL care, and decreased healthcare costs 

(Dube et al., 2015). Despite these benefits only 18 to 36% of Americans have a completed AD, 

which has been directly linked to an average of $750 billion, or 30% of all healthcare costs, 

being spent on unwanted medical treatments during EOL care (Splendore & Grant, 2017).  

 Evidence has pointed to the lack of initiation of early ACP discussions by HCPs as a 

major contributor to the low rates of completed ADs amongst Americans. For HCPs the most 

cited reasons for not initiating these discussions were lack of time and most importantly, lack of 

knowledge and training on how to prepare an AD and on how to engage patients in these 

sensitive discussions with proper, culturally-sensitive communication skills (Howard et al., 

2018). Therefore, it is imperative to educate healthcare providers on early ACP discussions in 
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order to foster positive attitudes that will lead to an increase in patient-HCP conversations about 

EOL care.  

Clinical Question 

Will an online educational module, using the Five Wishes tool, affect healthcare 

providers’ attitudes towards initiating advance care planning discussions with patients? 

Aims and Objectives 

 The principal aim of this project was to foster positive attitudes among HCPs in initiating 

early ACP discussions with patients and families through education. The project attempted to 

foster positive attitudes and comfort in HCPs to discuss ACP through the following objectives: 

1. To evaluate the knowledge deficits of healthcare providers towards advance directives. 

2. To evaluate current attitudes and comfort with engaging in early ACP discussions. 

3. To increase provider knowledge about advance directives including benefits, Medicare 

reimbursement updates, and proper communication skills.   

4. To introduce providers to an easy-to-use advance directive tool called The Five Wishes.  

5. To compare attitudes in initiating early ACP discussions with patients and families pre 

and post educational module. 

6. To assess healthcare provider perceived effectiveness of using The Five Wishes AD tool 

with patients and families post educational module.  

By completing the stated objectives, it was hoped that the project would lead to positive HCP 

attitudes towards initiating early ACP discussions with patients and families leading to an 

increase in discussions and in the future to an increase in rates of completed ADs by the 

American public.   
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Review of Literature 

 An in-depth review of literature was performed to identify current healthcare providers’ 

comfort with ACP discussions, knowledge of ACP and available tools, and the correlation 

between education and provider attitudes in initiating ACP discussions with patients and 

families. The key terms ‘module’; ‘healthcare providers’; ‘the Five Wishes’; ‘attitudes’; 

‘advance care plan*’ and ‘end-of-life’ were searched in CINAHL, PubMed, and The Cochrane 

Library. The keywords were combined using ‘OR’ and ‘AND’. These searches yielded 67, 695 

results. The search was further narrowed by including key terms ‘online’, ‘education’, ‘nurse 

practitioners’, ‘residents’, ‘medical students’, ‘perspectives’, ‘comfort’, ‘advance directives’, 

‘end-of-life discussions’ and after a thorough analysis of the available literature, fifteen articles 

were selected for critical appraisal. Thirty articles were excluded due to being performed outside 

the U.S and written in non-English language.   

  Fifteen articles were critically appraised (see Appendix A), of which two sources were 

non-research references and the remaining thirteen were research articles. Of the thirteen 

research articles, two articles were systematic reviews, seven were quasi-experimental studies, 

two were non-experimental descriptive studies, and the remaining two were randomized control 

trials. All studies took place in the United States and were written in the English language. The 

studies included were assessed for strength and quality of research evidence using the John 

Hopkins Nursing Evidence-Based Practice (JHNEBP) appraisal tool. Based on the literature 

appraisal, all fifteen articles were assigned a level of evidence and quality rating. Three studies 

were appraised level I, eight were level II, two were level III, and two were level IV. The 

majority of studies were assessed to be of good quality of evidence (B), four were high quality of 

evidence (A), and one study was low quality of evidence (C).  
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In 2015, the Institute of Medicine (IOM) conducted a consensus study on the current 

medical care given to patients of all ages suffering from a life-threatening medical condition, 

which was entitled Dying in America: Improving quality and honoring individual preferences 

near the end of life. This consensus report had four objectives: 1) to review progress made from 

the 1997 and 2003 IOM reports on palliative care, 2) evaluate approaches to providing family 

and team-based care to patients with life-threatening conditions, 3) develop recommendations to 

change policies, payment practices, research, and supportive care, and 4) promote public 

participation and action. Through research, the report found individuals who engaged in ACP 

often chose maximizing quality of life and independence over quantity of life. These patient 

preferences demonstrated that early ACP could reduce healthcare costs associated with unwanted 

medical treatments. With this evidence, the report established several recommendations in an 

attempt to increase ACP discussions and AD completion. Several of the recommendations were 

tailored towards healthcare providers. Recommendation two urges professional societies to adopt 

policies that facilitate ACP reimbursements for healthcare providers. Recommendation three 

states that educational institutions, healthcare organizations, credentialing bodies, and state 

agencies need to establish appropriate training for all clinicians to strengthen palliative care skills 

and knowledge. These initiatives support the need for the principle investigator to establish an 

educational module for healthcare providers to foster early ACP discussions.  

The release in 2018 of the New Jersey Governor’s Advisory Council on End-of-Life Care 

Report and Recommendations further recognized the emerging importance of healthcare 

providers establishing goals of care with patients that are congruent with their wishes and 

increasing utilization of palliative care services. This was based on the Dartmouth Atlas Project 

that demonstrated that patients residing in New Jersey experienced more aggressive medical care 
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at EOL without benefit. In fact, N.J. was ranked first on resource consumption compared to any 

other state.  As a result, the report laid out several recommendations based on the latest evidence. 

Recommendation four states that all licensed physicians, medical residents, nursing 

professionals, social workers, and hospital administrators should be required to take education 

courses on EOL options and advance care planning. Recommendation six states that ACP 

education should be required on an annual basis for all clinicians incorporating the topics of EOL 

and POLST. Recommendation eight further emphasizes developing a standardized educational 

module for training advance practice nurses and physicians on AD in all healthcare settings. 

Therefore, the consensus report supports the need for the proposed DNP project.  

A common theme surfaced throughout the researched literature; healthcare provider 

barriers of time and discomfort with EOL topic due to a lack of formal training impeded early 

ACP discussions (Dube et al., 2015; Howard et al., 2018; Houben, Spruit, Groenen, Wouters, & 

Janssen, 2014; Flowers & Howe, 2015; Chan et al., 2016; Splendore & Grant, 2017). For 

example, Dube et al. (2015) conducted a study with 160 nurse practitioners (NPs) in which 

participants were surveyed about barriers and facilitators for ACP discussions. Results indicated 

that 79% of NPs believed that additional training would enhance ACP discussions. In addition, 

NPs having formal education on EOL or who had taken continuing education courses reported 

having more ACP discussions with their patients than those without education (86.8 % compared 

to 72.8%, respectively). In conclusion, an educational program tailored for NPs is critical to 

enhance ACP discussions with patients and families. 

To overcome healthcare provider discomfort with ACP discussions, several interventions 

have been tested. In a systemic review by Houben et al. (2014), eleven studies demonstrated 

increase occurrences of EOL discussions between HCPs and patients following an educational 
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intervention compared to control groups. In addition, five studies supported an increase in 

knowledge of HCPs following an educational intervention. Another systemic review by Chung, 

Oczkowski, Hanvey, Mbuagbaw and You (2016), found that in eight studies, including 522 

participants, end-of-life communication training was positively correlated to improved provider 

self-efficacy with discussion. In addition, four studies, including 290 participants, found that 

communication training led to increased knowledge scores.  

Research studies have further introduced specific educational programs for clinicians to 

foster comfort in ACP discussions (Flowers et al., 2015; Chan et al., 2016; Murray, Stacey, 

Wilson & Oconnor, 2010; Bergman et al., 2016; Green & Levi, 2011; Trietsch, 2017). In a study 

by Flowers et al. (2015), a training program was established for healthcare staff members where 

they used an AD tool called the Five Wishes to fill out their own care preferences. The 

educational program resulted in an increased understanding of benefits of EOL documents, staff 

conversations with their own family members, and staff willingness to discuss EOL issues with 

patients. In studies by Chan et al. (2016), Green and Levi (2011), Murray et al. (2010), and 

Trietsch (2017), medical students and residents participated in educational interventions 

involving online modules, lectures led by facilitators, small group discussions, and simulations. 

All studies resulted in an increase in participant comfort and confidence in initiating ACP 

discussions. Limitations of these studies included small sample sizes, single settings affecting 

generalizability, and lack of instrument validity.   

 The remaining literatures focused on effectiveness of an AD tool called The Five Wishes, 

which can be utilized by healthcare providers to increase AD completion by patients and families 

post-ACP discussions. The Five Wishes is an advance directive, developed by the organization 

Aging with Dignity, that is considered a legal document in 42 states. The document was 
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originally introduced in 1996 in Florida and was the first AD to combine a living will, health 

care proxy, and matters of spirituality and comfort care. It was disseminated nationally with the 

help of a grant from the Robert Wood Johnson Foundation. It has been described by the 

developers as a “living will a heart and soul.” It is also made available in 28 languages and in 

Braille (“The Five Wishes,” 2019). 

In a study by Martin (2015), more knowledge and comfort with AD tools and living wills 

by healthcare providers led to increased rates of AD completion by patients. The Five Wishes 

document is a feasible, easy to understand AD tool that breaks down preferences for patient care 

into five categories in layman terms: Wish 1: The Person I Want to Make Healthcare Decisions 

for Me When I Cannot, Wish 2: The Kind of Medical Treatment I Want or Do Not Want, Wish 

3: How Comfortable I Want to Be, Wish 4: How I Want People to Treat Me, Wish 5: What I 

want My Loved Ones to Know. Most of the literature (Splendore & Grant, 2017; Marshall, 

Avery, & Weed, 2014; Hinderer & Lee, 2014) demonstrated the use of the Five Wishes tool was 

feasible, generated positive patient responses, and was effective in increasing AD completion 

rates.  

In a study by Wenger, Asakura, Fink, and Oman (2012), the Five Wishes AD tool was 

administered to registered nurses in an attempt to increase RN AD completion rates and 

determine if improved RN documentation of patient AD discussions in different hospital units 

(ICU, oncology, and acute care units) occurred after the intervention. The results demonstrated 

that 58% of RN participants fully completed and 28% partially completed the Five Wishes AD. 

Overall, 99% of participants would recommend the Five Wishes to others, including their 

patients. In addition, RN documentation of patient AD discussions improved after the 

intervention, which may have indicated more confidence to address EOL issues with patients.  
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The literature review illustrates the Five Wishes document as an effective AD tool for healthcare 

providers, therefore supporting its use in the proposed educational module.  

Theoretical Framework 

 The Knowledge to Action Model (see Appendix B) is a framework developed by Graham 

and colleagues that integrates knowledge creation, knowledge translation, and knowledge 

application (White & Dudley-Brown, 2012). The process begins with knowledge inquiry and 

research on the topic, which funnels down to knowledge being synthesized and finally tools 

created to present the new knowledge. The new tools and products are key features to the 

acceptance and adoption of the new knowledge. Planned actions using these tools are intended to 

facilitate change, which encompasses evidence translation.  

 The Knowledge to Action model provided an appropriate framework for the integration 

of the DNP project. The model provided step-by-step direction to implement the project by 

synthesis of knowledge regarding the existing HCP barriers to ACP discussions and 

interventions to overcome these barriers. Initially, there was a creation of a tailored educational 

module for healthcare providers to assist with implementation of existing evidence. Finally, the 

knowledge was monitored using pre-and post-Likert scale surveys. The outcomes were then 

evaluated and ultimately sustained knowledge regarding initiating ACP discussions by HCPs 

was accomplished that could potentially translate into clinical practice changes. 

Methodology 

Study design 

 As discussed in the literature review, lack of knowledge and formal training were cited as 

major barriers to initiation of early ACP discussions with patients and families. In all studies, 
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these barriers were overcome by providing education to healthcare providers about advance care 

planning and tools that could be utilized to increase patient AD completion rates. Therefore, the 

goal of this project was to foster positive attitudes in healthcare providers to initiate ACP 

discussions through an educational module which introduced the Five Wishes AD tool. This 

quality improvement project utilized a pre- and post-quasi-experimental study design to measure 

healthcare providers attitudes towards initiating ACP discussions. A pre- and post-survey with 

identical statements using a Likert-scale (see Appendix C) was administered prior to and upon 

completion of the educational module.    

Setting 

The educational module was disseminated to graduate-level nurse practitioner students 

and licensed independent practitioners in the  community. All affiliated nurse 

practitioner students and licensed independent practitioners had access to “Canvas”, an online 

interactive platform. The advance care planning module was optional and made available 

through this online platform to facilitate access.  

Study population 

 The  community includes three regional campuses: 

. Inclusion criteria for this study included graduate-level 

nurse practitioner students and licensed independent practitioners with access to the “Canvas” 

system. An exclusion criterion included individuals less than 18 years of age and undergraduate 

health science students. The study used a convenience sampling. The online educational module 

was made available to the study population for three months (August to November 2019). 
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Subject recruitment  

 Subject recruitment commenced August 18, 2019 with emails being sent to all graduate-

level NP students and independent practitioners via  Outlook email. The introductory 

email sent encouraged the study population to complete the educational module on fostering 

positive healthcare provider attitudes towards initiating ACP discussions with patients that was 

be made available through their “Canvas” course shell. Following this introductory email (see 

Appendix D), the researcher sent email reminders every 3 weeks to the participants to complete 

and submit the module during the three-month period. A total of 135 subjects were recruited via 

a Canvas course invitation using a convenience sampling method. Of these 135 invitations sent, 

17 participants consented to partake in the study, which represented about a 13% response rate. 

A total of 16 out of the 17 participants completed the entire online module and received 1 hour 

CEU for participation.  

Consent procedure  

The consent for participation in this study appeared as the first section of the educational module 

on Canvas (See Appendix E). Participants consented in order to start the educational module. 

Consents were voluntary and subjects were permitted to stop participation in study at any given 

time.  

Risks and Benefits  

 The risks to participants in this study were minimal but included discomfort with pre- and 

post-survey questions and known participation in the study. All data collected for analysis was 

de-identified. The benefits to the participants included increased knowledge on advance care 

planning tools, communication skills, and CMS billing for these services. In addition, the 

educational module could serve as a future tool for healthcare providers in different setting, such 
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as institutional organizations or universities. The anticipated benefit of participation in this study 

would be an increase in patient AD completion in the United States by motivating healthcare 

providers to have the conversation with patients and families.  

Subject cost and economic consideration 

 There were no subject cost in this study and participation was voluntary. Subjects were 

not paid or compensated for participating in this study. Participants received continuing 

education credits (CECs) through for completion of the entire educational module. The 

associated cost for providing the CECs was $500, which was free of charge for the investigator 

through  University. There were no associated costs for participants in this study other 

than their dedicated time spent to complete the module. 

Study intervention 

 The study intervention was an educational module intended for healthcare providers of 

the Rutgers community that was made available through an online platform called Canvas. The 

following educational points regarding advance care planning were covered in the module (see 

Appendix F) : 

• ACP introduction 

• Background and significance  

• Needs assessment 

• Patient and healthcare provider barriers 

• Literature review on HCP education on ACP 

• Why, when, where, and how to initiate ACP discussions 

• Use of advance directive tools  
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• The Five Wishes overview 

• Literature review on the Five Wishes 

• The Five Wishes resources 

• Billing for ACP discussions 

Outcomes measure 

 In the literature review presented, healthcare provider education led to increased comfort 

to initiate discussions with patient about advance care planning. In these studies, the researchers 

used a variety of educational methods including online modules, simulations, open discussions, 

and lectures. However, the appraised articles did not delineate the educational material covered 

in their studies. Therefore, the education module was developed de novo using various 

references on advance care planning. In addition, there was no single valid tool used to assess 

healthcare provider attitudes. Consequently, questions were developed using subsets of questions 

from different research studies appraised. The pre-Likert survey and post- Likert survey 

constructed were identical and administered prior to and upon completion of the module 

respectively. The Likert scores on both the pre and post surveys were measured and used to 

assess the outcome of the educational module on healthcare provider attitudes.  

Project Timeline   

 The project timeline was outlined using the Gantt’s chart (see Appendix G).  

Evaluation Plan 

 The educational module addressed one of the major barriers cited in the literature review, 

which was lack of knowledge, education, and formal training on advance care planning. The 

educational module on Canvas was disseminated with the assistance of Dr. Jeanette Manchester, 
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a director at the Center for Professional Development at Rutgers University. An anticipated 

barrier to completion of the educational module was participant constraints due to work-life 

responsibilities. This was addressed by development of a time efficient module that took an 

estimated forty-five minutes to complete. Continuing education credits were provided to study 

participants, in order to incentivize module completion.  

Data analysis 

 The sample size for this study was 17 participants. Of the 17 participants who provided 

responses pre-intervention, only one did not complete the post-intervention survey, and this 

participant was therefore excluded from analysis. The statistical analysis was performed using 

Microsoft Excel software. Data was tracked and datasets were cleaned on Excel. Responses were 

evaluated for each of the 11 survey items, both pre- and post-intervention. In addition, two 

questions were only posed post-intervention, and the responses to these items are described 

below. In order to test for changes in the rate of agreement post-intervention, responses were 

converted from a five-point Likert scale (Strongly disagree, disagree, neither agree nor disagree, 

agree, strongly agree) to a binary grouping of agree (agree, strongly agree) or did not agree 

(neither agree nor disagree, disagree, strongly disagree). 

Changes in the proportion of agreement to each question were evaluated using 

McNemar’s test, a repeated-measures Chi-square (χ2) design. Rather than evaluating the 

proportion of agreement to an item for the group as a whole, this approach addresses the changes 

in attitudes of each individual. For example, while half of a group may agree with an item and 

the other half may disagree pre-intervention, if every individual changed their opinion, then the 

group results would appear identical (50% agreement both pre- and post-intervention), and a 
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group evaluation would overlook the significance of this finding. The results of this analysis are 

outlined below in the study results section. 

Data Maintenance and Security 

 

The data was securely stored in a password-protected computer in the Rutgers 

Biomedical Health Sciences building located at 65 Bergen Street, Newark NJ 07103.  All data 

was locked, following the RU encryption process. A secure Qualtrics server collected and stored 

the data in the password protected electronic format. This server ensures that all responses 

remain anonymous, as it does not collect information such as name, link to e-mail, or IP address. 

The data collected was then tracked using Microsoft Excel. Microsoft Excel was then used for 

data analysis of de-identified data. No names or identifying information will be included in any 

publications or presentations, and all responses to the questionnaires will remain 

confidential. Subject confidentiality will be maintained and only the principle investigator will 

have access to the information from the pre and post-Likert surveys. 

Study Results 

 The findings of this study demonstrate an increase in healthcare provider comfort to 

initiate ACP conversations with patients in response to the educational module. The ultimate 

goal of this study is to foster positive attitudes in healthcare providers to begin ACP discussions 

with patients by providing knowledge on the Five Wishes ACP tool, billing procedures, and 

communication skills using an online platform. The agreement of each individual’s response to 

an item (agree, did not agree) were evaluated both pre- and post-intervention, placing each 

individual into one of four categories for each question: 1) agree pre, agree post, 2) agree pre, 

disagree post, 3) disagree pre, agree post, or 4) disagree pre, disagree post. Table 1 (see 
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Appendix H) outlines the number of individuals in each category for each question, with the χ2 

test statistic indicating the significant rejection of the null hypothesis that no change in opinion 

occurred. Significant findings (p < .05) indicate that a significant change in attitudes occurred 

following the intervention. Critically, all 16 participants who were included in this analysis 

agreed with question 1 (Q1) both before and after the intervention. Similarly, the majority of 

participants disagreed with Q2, Q3, Q4 and Q5 both before and after the intervention. While a 

small handful of individuals indicated a change following the intervention, the proportion was 

not high enough to be considered significant or replicable. 

For all remaining pre- and post-intervention items (Q6, Q7, Q8, Q9, Q10, and Q11), the 

majority of individuals did not agree prior to the intervention, but did agree following the 

intervention. In all cases these changes in attitudes were found to be significant, even at a strict 

threshold of p < .01. Despite the small sample size (n=16), these findings are considered reliable. 

Comparisons of the proportion of agree responses pre- and post-intervention are shown in Figure 

1 (see Appendix I). Lastly, two items were only posed post-intervention (Q12 and Q13). 

Agreement was found in 15 of 16 individuals for each of these two items, suggesting that an 

overwhelming majority of participants feel more strongly equipped as a result of the 

intervention. In addition, according to the course evaluation results, 92% of participants stated 

they would be able to explain the Five Wishes AD tool to a patient and family and integrate 

proper communication skills when engaging patients in ACP discussion. All participants (100%) 

stated they would be able to state the requirements to bill for ACP discussions. These results 

highlight the aim and objectives of this study were met.  

Discussion 
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The results of the study positively correlated to the findings of previous literatures. In two 

important systemic reviews by Houben et al. (2014) and Chung et al. (2016), studies 

demonstrated increases in EOL conversations between healthcare providers and patients 

following an educational intervention compared to control groups. In other studies by Chan et al. 

(2016), Green and Levi (2011), Murray et al. (2010), and Trietsch (2017), medical students and 

residents participated in educational interventions involving online modules, lectures led by 

facilitators, small group discussions, and simulations. All studies resulted in an increase in 

participant comfort and confidence in initiating ACP discussions. 

Importantly, all listed study objectives of the project were met. This was made possible 

by the facilitating factors of an exclusively online educational module that targeted healthcare 

providers of all practice settings (ICU, oncology, cardiology, etc.). This comprehensive module 

combined all study objectives into one 45-minute online session. The statistical significance of 

the project was affected by the small sample size of participants. Low participation rates can be 

largely due to barriers involving lack of time to complete the module or lack of interest in the 

subject material. Other limitations of this study include a single institutional setting affecting 

generalizability and lack of instrument validity of the Likert survey. 

An unintended negative consequence of this project was potential participant emotional 

distress due to the sensitive subject matter. This could explain the reason one participant 

consented and started the module but never completed it. A possible unintended positive 

consequence could be further development of educational modules on ACP by inspired 

participants of the study. The plan for process evaluation is geared towards addressing 

suggestions for improvement from the course evaluations. Participants felt the healthcare 

provider communication section of the educational module did not assist with their confidence 
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level in having these actual sensitive conversations with patients and families. This could be 

addressed in future modules by implementing videos of real case scenarios where providers are 

seen using effective communication skills to address ACP issues with patient and families. 

Nonetheless, the majority of participants demonstrated increases in confidence level with use of 

the Five Wishes AD tool and in knowledge regarding how to bill for ACP discussions. 

Study Implications 

 

Clinical practice  

 

The educational module introduced to healthcare providers in this study will hopefully 

lead to clinical practice change. This practice change involves healthcare providers engaging in 

early ACP discussions with patients and families using proper communication skills. Healthcare 

providers engaging in these discussions and normalizing them as part of clinic visits will elicit 

better acceptance from patients to discuss their end-of-life wishes. These open discussions will 

generate increases in patient AD completion rates, which has been outlined as a major goal in the 

Institute of Medicine report: Dying in America (2015). Ultimately, growth in AD completion 

rates will translate to better patient quality of life and autonomy as patient preferences will be 

acknowledged and fulfilled.  

Healthcare policy 

 

 Based on the study findings, changes in policy need to occur. These changes could 

include mandating healthcare providers to complete at least two hours of continuing education 

credits annually on advance care planning and advance directives. In this way, healthcare 

providers will have annual refreshers on how to conduct ACP conversations and how to bill for 
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these time-sensitive discussions. This would hopefully translate to more conversations being held 

with patients and families regarding goals of care across an illness continuum.  

Quality and safety  

 

 According to the U.S. Department of Health and Human Services, approximately 80% of 

deaths occur in the acute care setting, whereas most individuals would have rather spent their last 

moments in the community setting (e.g. their home) (Splendore & Grant, 2017). These 

preferences are often not known to patients’ families or healthcare providers due to lack of prior 

ACP discussions and proper AD completion. Low AD completion rates have therefore been 

linked to anxiety, stress, and turmoil among families and healthcare providers as well as adverse 

family bereavement outcomes. Therefore, educating healthcare providers on how to have ACP 

discussions will increase awareness for patients and families about the benefits of having these 

conversations early in a disease trajectory. This would significantly improve healthcare quality 

and safety for patients and families, as well as healthcare providers.  

Education  

 

 The results of the study demonstrated that healthcare providers did not feel adequately 

trained to engage in end-of-life discussions prior to the educational intervention. Post-

intervention, participants had significant changes in attitudes regarding their comfort level with 

engaging patient and families in early ACP discussions. These results correlate with changes that 

need to be made in healthcare provider education requirements, specifically for advance practice 

nurses. Advance practice nurse curriculums should be updated to include courses that focus on 

the topics of end-of-life, palliative and hospice care, advance care planning, and advance 

directives. With more educational focus on these topics in healthcare curriculums, healthcare 
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providers will feel more comfortable and well equipped to discuss ACP with patients and 

families.  

Economic  

 

 The ultimate goal of this project was to foster positive attitudes in healthcare providers to 

have early ACP discussions with patients and families. In this way, patients and their significant 

others would be motivated to complete ADs consequently reducing the economic burden on 

healthcare funding spent on unnecessary medical interventions towards the end-of-life. This 

means cost savings of up to approximately $139 billion per year. In addition, by understanding 

the billing process for ACP discussions healthcare providers could request proper 

reimbursements for these services therefore increasing their net profit as well. 

Plan for Sustainability and Translation 

 

The educational module has the potential to be disseminated to larger groups of 

healthcare providers due to its online accessibility, ease of use, and generalizability to most 

healthcare settings. This is due to the relevancy of advance care planning for almost all 

healthcare settings in New Jersey including private medical practices, long-term care facilities, 

hospitals etc. that have daily contact with patients in need of advance directives. Sustainability 

efforts can initially focus on  University incorporating the educational module into one of 

their DNP theory courses. The instructor of the course can focus one of their class lectures on 

ACP and include the online module for student participation for a pass/fail grade with a 

dedicated deadline for completion. Making this module mandatory to aspiring doctorate of 

nursing practice students would address the barrier encountered in the study of low participation 

rates.  
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Plan for Dissemination and Professional Reporting 

The study was disseminated through various methods. Submission of the study 

manuscript and conclusions are in the process of being sent to The Journal for Nurse 

Practitioners. This project aligns with the purpose of the journal, which strives to help nurse 

practitioners excel as providers of primary and acute care across the lifespan. The study findings 

and subsequent poster will also be presented at the 2020 New Jersey League for Nursing (NLN) 

conference. In addition, it is the hope of the investigator that  University will offer the 

educational module to students and faculty members that are in need of continuing education 

credits for professional licensure maintenance.  

Plan for Future Scholarship 

 

The completion of this study has motivated my future scholarship endeavors. With the 

experienced gained from conducting a study, I would like to engage in research efforts at my 

current institution that is one of the leaders in cancer research. This institution focuses heavily on 

cancer research, including various active clinical trials of innovative therapies. I would like to 

continue my future scholarship by being an active member of one of the teams who are 

coordinating new protocols and clinical trials for the sarcoma oncologic service. Hopefully one 

of these clinical trials that I could be a team member of will lead to a publication in an oncology 

journal, which would be a great career accomplishment. 

Conclusion 

 

 Advance care planning has been outlined as a major goal by the IOM report as ACP has 

been shown to have various benefits on a patient and family’s health and wellness. In addition, 
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early ACP discussions between HCPs and patients often gets the ball rolling for patients to 

consider advance directive completion. With more ADs being completed by patients, less 

financial expenses would be wasted on providing aggressive care to patients towards EOL that 

otherwise would have elected more conservative treatments. This study was geared towards 

delivering education on ACP to primary healthcare providers to foster positive attitudes towards 

initiating early discussions with patients and families. The study results positively correlated to 

previous literatures that demonstrate that education led to increases in provider comfort on 

having these discussions. In addition, this study enhanced providers’ knowledge on an AD form 

called the Five Wishes and on how to properly bill for ACP discussions. In the future, this study 

can be conducted in multiple settings with a larger sample size and a validated confidence tool in 

order to evaluate how education can affect primary care providers’ attitudes towards initiating 

early ACP discussions with patients and families.  
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Appendix A 

Table of Evidence 

Article # Author, year 

of 

publication, 

& title 

Evidence 

Type 

Sample, 

Sample Size, & 

Setting 

Study findings 

that help answer 

the EBP question 

Limitations Evidence 

Level & 

Quality 

1 Houben et al., 

2014, Efficacy 

of Advance 

Care 

Planning: A 

Systematic 

Review and 

Meta-Analysis 

Research 

(Systemic 

review) 

-55 studies 

identified  

-15 studies 

(26.8%) 

recruited 

patients from 

inpatient 

setting; 37 

studies (66.1%) 

from outpatient 

setting; and 4 

studies (7.1%) 

from both 

settings 

-Most studies 

described 

original data, 

were RCTs, and 

were written in 

English 

-Meta-analyses 

demonstrated 

increase 

occurrence of 

patient-provider 

discussions about 

EOL preferences 

following 

educational 

interventions 

compared with 

control groups 

-5 studies 

supported 

increase in 

knowledge 

following 

educational 

intervention 

-Conclusion: ACP 

interventions 

increase 

completion of 

ADs, occurrence 

of discussions 

about EOL 

preferences, and 

congruence 

between patient 

preferences and 

EOL care  

-55.4% of the 

trial were low-

quality trials as 

per the PEDro 

scale  

-Lack of 

intention to 

treat and 

concealed 

allocation 

-Various trials 

used 

instruments that 

were not 

formally 

validated  

-Several trials 

included small 

sample sizes 

and were 

conducted in 

single settings 

making 

generalizability 

difficult 

Level I, 

Quality A 
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2 Chung et al., 

2016, 

Educational 

interventions 

to train 

healthcare 

professionals 

in end-of-life 

communicatio

n: a systemic 

review and 

meta-analysis 

Research 

(Systematic 

review) 

-20 studies (6 

RCTs, 14 

Observational) 

-Most studies 

were completed 

in the USA, and 

17 were aimed 

toward medical 

trainees, one to 

postgraduate 

medical 

trainees and 

nurse 

practitioners in 

acute care 

programs, and 

two studies 

were open to all 

acute care HCP  

-8 studies (2 

RCTs, 6 

Observational), 

including 522 

participants found 

EOL 

communication 

training was 

associated with 

increased self-

efficacy 

compared to no 

training.  

-4 studies (2 

RCTs, 2 

Observational) 

including 290 

participants, 

reported increased 

knowledge 

outcomes 

compared to no 

training  

-Conclusion: 

supports the use 

of structured 

education on 

communication 

training to 

improve HCP’s 

ability to discuss 

and facilitate EOL 

-Low quality of 

evidence, 

according to 

GRADE, due to 

limited studies 

in this area 

-Search 

restricted to 

studies in 

English 

language only  

-Terminology 

used in the area 

of EOL 

communication 

is not well 

established and 

therefore 

literature search 

was difficult  

Level II, 

Quality A  

3 Bergman et 

al., 2016, 

Engaging 

Physician 

Learners 

Through a 

Web-based 

Platform: 

Individualized 

End-of-Life 

Education  

Research 

(Quasi-

experimental) 

114 participants 

composed of 

medical 

students, 

interns, 

residents, 

fellows, and 

attending 

physicians at 

the  

 

 

 and 

-Online education 

has shown 

sustained 

improvement in 

knowledge and 

increased learner 

satisfaction and 

efficacy  

-Participants who 

clicked on both 

online module 

hyperlinks 

-Small sample 

size 

-Assumption 

that hyperlink 

clicks represent 

participants 

desire to learn 

-Measures used 

not formally 

validated  

Level II, 

Quality B 
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the  

 

 

  

experienced 

improvement in 

knowledge and 

attitudes 

compared to those 

who clicked on 

one or no links 

-Auxiliary 

resources 

accessible by 

hyperlinks are an 

effective adjunct 

to Web-based 

learning in EOL 

care as connecting 

students to 

effective 

resources 

reinforces 

learning. 

-Changes in 

knowledge and 

attitudes may 

not correlate 

with changes in 

actual practice 

4 Chan et al., 

2016, 

Outpatient 

Advance Care 

Planning 

Internal 

Medicine 

Resident 

Curriculum: 

Valuing Our 

Patients’ 

Wishes  

Research 

(Quasi- 

experimental)  

-16 post-

graduate year 2 

internal 

medicine 

residents at 

 

 

  

-Responses 

regarding 

residents’ comfort 

level in ACP 

increased from 

2.56 to 3.88 pre-

intervention and 

4.00 to 4.44 post-

intervention  

-Quality of formal 

training showed a 

significant 

increase in the 

post-intervention 

questionnaire  

-Conclusion: 

supports 

structured 

educational 

interventions/curri

culums to educate 

internal medicine 

residents in EOL 

care and led to 

-Subjective 

nature of self-

assessment and 

self-reflection 

survey tools  

-Small sample 

size 

-Single 

institutional 

setting  

-Lack of long-

term follow-up 

on 

communication 

skills  

Level II, 

Quality B  
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increase in 

resident comfort 

level and 

confidence in 

initiating EOL 

discussions 

5 Flowers, 

2015, 

Educating 

Aging Service 

Agency Staff 

About 

Discussing 

End-of-Life 

Wishes  

Research  

(Quasi-

experimental) 

-57 staff 

members from 

a single home 

care agency  

-Conclusion: a 

training program 

educating staff 

members resulted 

in an increase 

understanding of 

benefits of EOL 

documents, staff 

conversations 

with their own 

family members, 

and staff 

willingness to 

discuss EOL 

issues with 

consumers  

-Small sample 

size 

-Single agency 

setting  

-Culturally 

diverse staff 

which pilot 

training did not 

account for 

Level II, 

Quality B  

6 Dube et al., 

2015  

Advance Care 

Planning 

Complexities 

for Nurse 

Practitioners  

Research 

(Non-

experimental, 

descriptive) 

-160 responses 

from a 

nonprobability 

convenience 

sample of NPs 

from a 

statewide 

organization’s 

database  

-79% of NPs felt 

that additional 

training would 

enhance their 

ability to conduct 

ACP discussions 

-NPs with formal 

education on EOL 

or had taken 

CEUs on this 

topic were having 

more discussions 

(72.8% versus 

86.8%) 

-39% of NP 

respondents did 

not have 

knowledge of the 

CMS mandate 

that Medicare 

patients need to 

-Low survey 

response  

-Convenience 

sample 

-Study was 

conducted in a 

medically dense 

geographic 

population thus 

survey may be 

skewed  

 Level III, 

Quality B 
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be provided AD 

information 

-Conclusion: 

offering education 

in EOL care can 

increase the 

incidence of ACP 

discussions 

therefore 

developing an 

educational 

program for 

providers is 

essential  

7 Trietsch, 

2017, 

Educational 

Module on 

Tools for 

Advance Care 

Planning at 

UMass  

Research 

(Quasi-

experimental) 

-9 residents 

from  

 

 

  

-After the 

module, 100% of 

the residents felt 

moderately or 

fairly comfortable 

having ACP 

discussions  

-14% of residents 

were minimally 

likely to introduce 

the Luminat ACP 

tool to their 

patients  

-Small sample 

size 

-Lack of 

discussion of 

CMS 

reimbursement 

-Lack of 

workflow 

suggestions on 

how to 

incorporate 

ACP 

discussions in a 

busy practice 

Level II, 

Quality C 

 

 

 

 

 

 

8 Splendore et 

al., 2016,  A 

nurse 

practitioner-

led 

community 

workshop: 

Increasing 

adult 

participation 

in advance 

care planning  

 

Research 

(Quasi-

experimental) 

-40 community-

dwelling adults  

ages 18 and 

older from 

Pittsburg, 

Pennsylvania  

-13 of 15 

participants who 

completed an AD 

utilized the Five 

Wishes document 

-The workshop 

demonstrated the 

ease of 

implementation of 

the Five Wishes 

in nontraditional 

setting 

-Convenience, 

homogenous 

sample 

-Instruments 

have not been 

validated  

  

Level II, 

Quality B 
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-The Five Wishes 

document was 

feasible, 

acceptable, and 

effective in this 

population 

9 Marshall et 

al., 2014, 

Increasing 

African 

American 

Advance 

Directives: 

Implementing 

the Five 

Wishes 

Educational 

Protocol 

Research 

(Non-

experimental) 

-22 participants 

in three senior 

citizen centers 

-All 

participants 

were African 

American  

-Post-intervention 

77.3% of 

participants 

completed the 

Five Wishes AD 

and 54.5% 

provided copies 

of the completed 

document to their 

PCP 

-Conclusion; the 

Five Wishes 

Education 

Protocol was 

effective in 

increasing AD 

completion rates 

-Small sample 

size  

-Homogenous 

sample 

-Time frame of 

recruitment 

-Use of a single 

education 

intervention  

-Completion 

rates were self-

reported which 

could be 

inaccurate  

Level III, 

Quality B 

10 Hinderer et 

al., 2014, 

Assessing a 

Nurse-Led 

Advance 

Directive and 

Advance Care 

Planning 

Seminar  

Research 

(Quasi-

experimental) 

-103 

community 

dwelling, 

English-

speaking adults 

>/= 18 years 

recruited using 

flyers, 

newspaper 

advertisements, 

community 

calendar, 

emails, etc. 

-Setting: 

Wicomico 

County, 

Maryland and 

Sussex County, 

Delaware  

-Participants had 

overall positive 

response to use of 

the Five Wishes 

document as a 

guide for AD 

completion 

-Development of 

an educational 

intervention was 

an easy way to 

increase AD 

completion  

-Education also 

improved 

attitudes about 

AD and 

willingness to 

-Homogenous 

sample 

-Varying laws 

on ACP and 

AD from state 

to state  

Level II, 

Quality B 
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have ACP 

conversations 

11 Green, M., & 

Levi, B., 

2011, 

Teaching 

Advance Care 

Planning to 

Medical 

Students with 

a Computer-

Based 

Decision Aid 

Research 

(RCT) 

121 second year 

medical 

students (60 in 

Decision Aid 

group and 61 in 

standard group) 

at a single 

midsized 

medical school 

 

 

 

-Decision Aid 

group 

demonstrated 

increased 

knowledge about 

ACP compared to 

control group 

-Students 

confidence 

increased 

significantly in 

both groups post-

intervention, but 

increase was more 

significant in the 

Decision Aid 

group across all 

areas 

-Students’ 

satisfaction with 

ACP was greater 

in the Decision 

Aid group 

compared to 

control group 

-In conclusion, 

the study 

demonstrated that 

a computer-based 

program/module 

significantly 

outperformed 

standard ACP 

materials across 

all parameters 

measured 

-One cohort of 

medical 

students at a 

single academic 

medical center  

-Study was not 

blinded, which 

could have 

affected how 

participants 

responded to 

intervention 

-Measures used 

in the study 

have not been 

formally 

validated 

Level I, 

Quality B  
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12 Wenger et al., 

2012, 

Dissemination 

of the Five 

Wishes 

Advance 

Directive at 

Work 

Research 

(Quasi-

experimental) 

-160 RNs from 

various 

inpatient units 

from a single 

academic 

hospital  

-Of all RN 

participants, 58% 

fully and 28% 

partially 

completed the 

Five Wishes AD  

-Mean scores of 

difficulty in 

completing the 

Five Wishes AD 

were low among 

participants 

-99% would 

recommend the 

use of the Five 

Wishes to others 

-Conclusion: 

focused 

educational 

sessions lead to 

improved RN AD 

completion rates 

-Educational 

sessions 

occurred during 

RN work hours 

affecting 

recruitment 

-One academic 

hospital setting 

affecting 

generalizability  

Level II, 

Quality B  

13 Murray et al., 

2010, Skills 

Training to 

Support 

Patients 

Considering 

Place of EOL 

Care: A 

Randomized 

Control Trial  

Research 

(RCT) 

Participants 

were recruited 

from 7 

community-

based 

organizations 

and 3 hospital-

based 

institutions in 

three Ontario 

health 

networks. 

-Of 112 

practitioners, 88 

(79%) 

consented to 

participate  

-Intervention 

group who 

received 

education scored 

significantly 

higher on the 

knowledge test 

than the control 

group 

-50% of the 

intervention 

group strongly 

agreed to provide 

decisional support 

to patients 

compared to 28% 

of the control 

group 

-Conclusion: 

following the 

education 

-Participants 

were not 

blinded  

-No physicians 

expressed 

interest in 

participating in 

study  

 

Level I, 

Quality A  
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program, the 

intervention 

group provided a 

higher quality 

decision support 

to patients than 

the control group.  

14 Institute of 

Medicine 

report: Dying 

in America, 

2015 

Non-research 

(Consensus) 

N/A  Recommendation 

#3: Educational 

institutions, 

credentialing 

bodies, 

accrediting 

boards, state 

regulatory 

agencies, and 

health care 

organizations 

should establish 

the appropriate 

training, licensure 

requirements to 

strengthen the 

palliative care 

knowledge and 

skills of all 

clinicians who 

care for 

individuals with 

advanced serious 

illness or during 

EOL.  

 

N/A Level IV, 

Quality A 

15 New Jersey 

Governor’s 

Advisory 

Council on 

End-of-Life 

Care Report & 

Recommendat

ions, 2018 

Non-research 

(Consensus) 

N/A Recommendation 

4: Develop and 

require education 

on EOL care for 

all nursing 

professionals, 

physicians, and 

medical residents. 

Recommendation 

8: Develop 

N/A Level IV, 

Quality B 
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standardized 

educational 

module for 

training 

healthcare 

professionals 

including 

physicians, 

advance practice 

nurses, and 

emergency 

personnel that 

incorporates 

advance 

directives in all 

healthcare 

settings.  
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Appendix B 

 

 

Adapted from Graham et al., 2006 
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Appendix C 

Pre- and Post- Survey  

For each of the following statements below, circle the response that best characterizes your 

attitudes about the statement where: 1= Strongly Disagree, 2= Disagree, 3= Neither Agree nor 

Disagree, 4= Agree, and 5= Strongly Agree.  

 Strongly 

Disagree 

Disagree Neither Agree 

nor Disagree 

Agree Strongly Agree 

1. It is important 

as healthcare 

providers to talk 

with patients 

about the care 

they would like to 

receive near end-

of-life. 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

2. It is important 

to talk about EOL 

care with patients 

only when there is 

a significant 

illness or disease 

progression. 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

3. The majority of 

patients want 

everything 

possible done to 

extend their lives.  

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

4. I believe 

patients or 

families will 

initiate the 

conversation 

about ACP when 

they are ready, 

therefore I am less 

likely to initiate 

the conversation.  

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 
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5. I believe that 

initiating 

discussions about 

ACP with 

chronically ill or 

terminal patients 

will make them 

lose hope. 

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 

6. I feel 

comfortable, as 

the healthcare 

provider, being 

the one to initiate 

advance care 

planning 

discussions with 

patients, based on 

their values, in my 

current practice. 

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 

7. I feel I have had 

adequate 

educational 

training that 

enables me to 

communicate 

effectively when it 

comes to 

discussing 

advance care 

planning and end-

of-life care 

decisions with 

patients.  

 

 

 

 

1 

 

 

 

 

2 

 

 

 

 

3 

 

 

 

 

4 

 

 

 

 

5 

8. I feel 

comfortable 

advising patients 

on how to go 

about completing 

formal advance 

directives and 

designating a 

healthcare proxy.  

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 
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9. I feel 

comfortable 

finding reliable 

resources related 

to AD and ACP to 

offer my patients.  

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

10. I feel 

comfortable using 

ACP tools, such 

as the Five 

Wishes, with my 

patients.  

 

1 

 

2 

 

3 

 

4 

 

5 

11. I understand 

CMS 

requirements for 

billing and how to 

appropriately bill 

for ACP 

discussions.  

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

12. Because of 

this module, I feel 

better equipped to 

offer advance care 

planning tools to 

assist my patients 

in completing 

advance 

directives.  

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

13. Because of 

this module, I feel 

confident that I 

can initiate early  

advance care 

planning 

discussions with 

my patients in an 

effective manner. 

 

 

 

1 

 

 

 

2 

 

 

 

3 

 

 

 

4 

 

 

 

5 



 AN EDUCATIONAL MODULE 

Rutgers, The State University of New Jersey 
 

46 

Appendix D 

                   

Let’s Have the Conversation: 

Advance Care Planning 

This research will assess healthcare provider attitudes towards initiating early advance care planning 

discussions (ACP) with patients. The intervention will be an educational module delivered through an audio 

PowerPoint on Canvas geared towards healthcare providers. Information discussed will include barriers to 

ACP discussions, when, where, and how to have ACP discussions, use of an ACP tool to facilitate discussions, 

and billing for ACP services. A pre survey will be given to healthcare providers prior to the start of the module 

to assess attitudes towards initiating ACP discussions. A post-survey will be given after completion of the 

module to assess changes in healthcare provider attitudes after receiving education on the topic of ACP.  

 

Eligibility: Graduate level nurse practitioner students and/or licensed independent practitioners 

Location: Online Canvas platform  

Time Commitment: Approximately 45 minutes time commitment required.  

Benefits: 

• Increased knowledge on advance care planning tools 
• Enhanced communication skills 
• Knowledge of CMS billing for ACP discussions 
• Participants will receive one hour continuing education unit for completion of module.  

Contact Information:                                                                                                    

Principle investigator:     Study coordinator:  

Cara Padovano       Romina Tara 

       

In support of improving patient care, Rutgers Biomedical and Health Sciences is jointly accredited by the Accreditation Council for Continuing Medical Education (ACCME), the 

Accreditation Council for Pharmacy Education (ACPE), and the American Nurses Credentialing Center (ANCC), to provide continuing education for the healthcare team. 

V.2  

7.23.19 
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Appendix E 

 

CONSENT TO TAKE PART IN A RESEARCH STUDY 

TITLE OF STUDY: An Educational Module for Healthcare Providers to Foster Positive 

Attitudes Towards Advance Care Discussions 

Principal Investigator: Cara Padovano, DNP, APN 

This consent form is part of an informed consent process for a research study and it will provide 

information that will help you decide whether you want to take part in this study.  It is your 

choice to take part or not. After all of your questions have been answered and you wish to take 

part in the research study, you will be asked to sign this consent form. You will be given a copy 

of the signed form to keep. Your alternative to taking part in the research is not to take part in it. 

Who is conducting this research study and what is it about? 

You are being asked to take part in a research study conducted by Cara Padovano, DNP, APN 

who is a Rutgers faculty member in the School of Nursing. The purpose of this study is to foster 

positive attitudes in healthcare provider to initiate conversations about advance care planning 

with patients.  

What will I be asked to do if I take part? 

If you agree to take part in this research, you will be asked to take part in a pre- and post- survey 

and review a Canvas educational module. Your participation in this study will take about 45 

minutes. We anticipate 50 to 60 subjects will take part in the study.  

What are the risks and/or discomforts I might experience if I take part in the study? 

Breach of confidentiality is a risk of harm but a data security plan is in place to minimize such a 

risk. Also, some questions may make you feel uncomfortable. If that happens, you can skip those 

questions or withdraw from the study altogether. If you decide to quit at any time before you 

have finished the study your answers will NOT be recorded.  

Are there any benefits to me if I choose to take part in this study? 

There no direct benefits to you for taking part in this research. You will be contributing to 

knowledge about whether delivering education to healthcare providers about advance care 

planning will foster positive attitudes towards them initiating discussions with patients and 

families. The modules are available at no cost and are not required as part of the program 

Will I be paid to take part in this study? 
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You will not be paid to take part in this study. Participants will receive one hour of continuing 

education units for entire module completion. 

How will information about me be kept private or confidential? 

All efforts will be made to keep your responses confidential, but total confidentiality cannot be 

guaranteed. We will use the electronic Canvas platform to collect information regarding the 

study that include demographic information, pre-survey, and post-survey results and forward 

your anonymous responses to us. Data collected will be sent to the Center for Professional 

Development and returned to the primary investigator in a spreadsheet format. We will not 

receive any information that can identify you or other subjects. Data from this study will be 

analyzed using Microsoft Excel. The study findings will be professionally presented or published 

after analysis is complete. No information that can identify you will appear in any professional 

presentation or publication. If applicable, decision to participate in this study or not participate 

will not be shared with any of your course faculty. 

What will happen to information I provide in the research after the study is over? 

The information collected about you for this research will not be used by or distributed to 

investigators for other research.  

What will happen if I do not want to take part or decide later not to stay in the study? 

Your participation is voluntary. If you choose to take part now, you may change your mind and 

withdraw later. If you do not click on the ‘submit’ button after completing the form, your 

responses will not be recorded. You may also choose to skip any questions that you do not wish 

to answer. However, once you click the ‘submit’ button at the end of the form, your responses 

cannot be withdrawn, as we will not know which ones are yours.  

Who can I call if I have questions? 

If you have questions about taking part in this study, you can contact the Principal Investigator: 

Dr. Cara Padovano at . You can also contact the study coordinator: 

Romina Tara, Rutgers DNP-FNP candidate by email:  

If you have questions about your rights as a research subject, you can call the IRB Director at: 

Newark HealthSci (973)-972-3608 

Please print out this consent form if you would like a copy of it for your files. 

If you do not wish to take part in the research, close this website address. If you wish take part in 

the research, follow the directions below: 

By beginning this research, I acknowledge that I am 18 years of age or older and have read and 

understand the information. I agree to take part in the research, with the knowledge that I am free 
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to withdraw my participation in the research without penalty. Click on the link that will take you 

to the educational module. 

Click on the "I Agree" button to confirm your agreement to take part in the research.  

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I Agree I Do Not Agree
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Appendix F 

 

 

 

 

Introduction

u Advance care planning (ACP) is a process that supports adults of any age or 

health status in understanding and sharing their personal values, life goals, 

and preferences regarding medical care. 

u The goal of ACP is to provide medical care that is consistent with a person’s 

values, goals, and preferences. 

u ACP should be proactive, appropriately timed, and integrated into a patient’s 

routine care. 

u ACP commonly includes completion of advance directives. 

u Advance directives (AD) is a legal written document in which the patient 

states their medical preferences in the event the person is no longer able to 
make decisions for themselves. 

Background and Significance

u Benefits of ACP include: 

v Increased patient comfort

v Increased patient autonomy

v Increased patient and family satisfaction

v Improved healthcare provider-patient communication

v Greater utilization of palliative care services

v Decreased anxiety, stress, and guilt during EOL for patients and families

v Shortened length of hospital stay 

v $750 billion, accounting for 30% of all healthcare costs, could be reduced

Despite these benefits, only 18 to 36% of Americans have an AD completed !

Needs Assessment

u Federal and state initiatives to address ACP include but are not limited to:

v Patient-Self Determination Act of 1990

v Uniform Healthcare Decision Act of 1993

v Oregon State Initiative (Physician Order for Life-Sustaining Treatment)

u Despite these initiatives, patient AD completion rates remains below the 
targeted national benchmark

u Two major documented factors contributing to low patient AD completion 

rates can be linked to patient and healthcare provider barriers. 
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Patient Barriers 

u Lack of knowledge about ACP and Ads

u Lack of available healthcare proxies

u Fear of burdening loved ones

u Cultural traditions 

u Reluctance to initiate the conversation about ACP and ADs

Healthcare Provider Barriers 

u Communication difficulties

u Anxiety about decreasing hope for patients

u Personal discomfort with the topic of death

u Not feeling the need was urgent for their 

particular patient

u Perceived lack of reimbursement

u Time constraints

u Lack of knowledge on ADs

u Lack of training in conducting ACP discussions

Review of Literature 

u Dube et al. (2015) found that nurse practitioners having formal education on 

EOL or who had taken continuing education courses reported having more ACP 

discussions with their patients than those without education (86.8 % 
compared to 72.8%, respectively). 

u In a systemic review by Houben et al. (2014), eleven studies demonstrated 
increase occurrences of EOL discussions between HCPs and patients following 

an educational intervention compared to control groups. 

u Chung, Oczkowski, Hanvey, Mbuagbaw and You (2016), found that in eight 
studies end-of-life communication training was positively correlated to 

improved provider self-efficacy with discussion. In addition, four studies, 
found that communication training led to increased knowledge scores. 
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Why Initiate the Conversation 

To increase patient completion of advance 

directives 

When to Initiate the Conversation

u Diagnosis of chronic medical conditions

u Disease progression or deterioration 

u Prognosis of 6 months to 12 months 

u Annual wellness exams for all individuals over 18 years of age

u Routine follow-up visits for patients with established chronic conditions

u As part of primary prevention questions  

START ACP CONVERSATIONS AS SOON AS POSSIBLE !

Where to Initiate the Conversation

Ideally, the discussions should initially take place in:

u primary care office 

u an outpatient setting

u family-centered environment (ex. home)

These discussions should occur well in advance of any health care crisis!
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How to Initiate the Conversation 

Link to ACP Video 

Use of Advance Directive Tools 

u Provides a guide to HCPs and patients for having the conversation

u Promotes communication between HCP, patients, and families 

u Some tools can be considered legal AD documents 

u Resources:

https://www.americanbar.org/content/dam/aba/administrative/law_aging/Heal

th_Decisions_Resources.authcheckdam.pdf

https://www.cdc.gov/aging/pdf/acp-resources-public.pdf
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Everything Five Wishes 

u Introduced in 1996 by Aging with Dignity 

u Considered a legal AD

u Affordable  

u Easy to understand 

u Available in 29 languages and Braille

u Addresses all a person’s needs:

v Medical 

v Personal 

v Emotional 

v Spiritual 
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Review of Literature 

u In a study by Flowers et al. (2015), a training program was established for 

healthcare staff members where they used the Five Wishes to fill out their 

own care preferences. 

u The educational program resulted in an increased understanding of benefits 

of EOL documents, staff conversations with their own family members, and 
staff willingness to discuss EOL issues with patients. 

u In a study by Wenger, Asakura, Fink, and Oman (2012), the Five Wishes AD 

tool was administered to registered nurses in an attempt to increase RN AD 
completion rates and determine if improved RN documentation of patient AD 

discussions occurred after the intervention. 

u The results demonstrated that 58% of RN participants fully completed and 28% 

partially completed the Five Wishes AD. Overall, 99% of participants would 

recommend the Five Wishes to others, including their patients. 

The Five Wishes Resources 

v https://agingwithdignity.org/about-us/

v https://fivewishes.org/shop/order

v https://fivewishes.org/shop/order/product/th
e-conversation-guide-for-clinicians

v https://www.youtube.com/watch?time_contin
ue=3&v=oEOevM-wass
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Billing for ACP Discussions

u Discussions should be face-to-face 

u Discussions must be >/= 15 minutes

u CPT code 99497: ACP discussion of 15 to 45 minutes

u CPT code 99498: for each additional 30-minute increment

u CPT 99497 reimbursement value: $86 for inpatient discussions; $80 
for outpatient discussions

u CPT 99498 reimbursement value: $75 for additional time spent 

u No limits to the frequency of reimbursement for ACP discussions
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Appendix G 

Gantt chart of project’s timeline 

Milestones  August   

2019 

September 

2019 

October 

2019 

November 

2019 

December 

2019 

January 

2020 

Module 

available 

through 

Canvas  

      

Weekly 

email 

reminders 

sent to 

complete 

module  

      

Data 

collection:  

Pre- and 

post-Likert 

survey 

      

Data 

analysis:  

Pre- and 

post-Likert 

survey 

      

Data 

evaluation 
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Appendix H 

 

Table 1. 

Changes in Attitudes Pre and Post-Educational Intervention  

 

 
AGREE PRE, 

AGREE POST 

AGREE PRE, 

DISAGREE POST 

DISAGREE PRE, 

AGREE POST 

DISAGREE PRE, 

DISAGREE POST 

SIGNIFICANCE 

Q1 16 0 0 0 χ2=0, DF=1, p=1.00 

Q2 0 1 0 15 χ2=0, DF=1, p=1.00 

Q3 5 1 1 9 χ2=0.5, DF=1, p=0.479 

Q4 0 3 0 13 χ2=1.33, DF=1, p=0.248 

Q5 0 2 0 14 χ2=0.5, DF=1, p=0.479 

Q6 4 0 10 2 χ2=8.1, DF=1, p=0.004 

Q7 2 0 12 2 χ2=10.083, DF=1, p=0.002 

Q8 4 0 12 0 χ2=10.083, DF=1, p=0.002 

Q9 5 0 11 0 χ2=9.091, DF=1, p=0.003 

Q10 5 0 11 0 χ2=9.091, DF=1, p=0.003 

Q11 3 0 13 0 χ2=11.077, DF=1, p<0.001 

 

Note: The number of individuals in each of four categories pre- and post-intervention. The χ2 

test statistic, and its significance, is shown for each question addressing the null hypothesis that 

no change in attitude occurred. Significant changed in attitudes are shown in green. 
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Appendix I 

 

Figure 1. Participant Agreement to Survey Items  

 

 
Figure 1. The proportion of respondents agreeing to each of the first 11 survey items pre- and 

post-intervention, where an asterisk (*) indicates a significant shift. 
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