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Abstract

An advanced directive (AD) is a legal document that allows patients to specify their decisions for

future care while they have the legal and physical autonomy to do so. The self-autonomy 

promoted by ADs is established in legislative policy through the Patient Self Determination Act 

(PSDA), which encourages patients to draft ADs while they are still competent. Despite the 

passage of PSDA, only 25% to 30% of Americans have completed an AD. The purpose of this 

Doctor of Nursing Practice (DNP) quality improvement project is to develop and implement 

advanced directive (AD) policies and procedures and to implement a pilot project to enhance the 

rate of advanced care planning completion in patients 50 years of age or older at a primary care 

clinic that serves patients who are at or below the federal poverty level. The Health Belief Model

(HBM) and The Plan Do Study Act (PDSA) were utilized to guide this project. The PREPARE 

tool was selected to help patients as they engaged in advanced care planning. The staff were 

trained to implement the selected tool. The forms were mailed to eligible participants along with 

a letter that provided information about the project. Participants were asked to contact the clinic 

at their earliest convenience to learn more about the project and schedule an appointment with a 

DNP student investigator if they agree to participate. A brief pre-visit survey was administered to

gather data on knowledge and awareness about ADs. Thirteen out of 114 mailings received 

responses and those patients were scheduled for appointments. Of 13 eligible patients who were 

screened during pre-visit, nine continued to pilot-study. Five of the nine patients who 

participated in the pilot study completed ADs. 

Key words: advanced directive, Advanced care planning, primary care provider, implementation 
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Implementation of Advanced Directives Policies and Procedures for Adults Living at or

Below the Federal Poverty Level

Advanced care planning (ACP) is a process by which patients, their loved ones, and 

healthcare providers recognize the needs, and discuss patient values, goals, beliefs, and 

preferences for future care. An advanced directive (AD) is a legal document that allows a patient 

to define his or her decisions for future care while they have the legal and physical autonomy to 

do so. ACP gives individuals tools to make decisions, embrace the notions of self-recognition 

and self-determination, and remain in control of their medical treatment if they are temporarily 

or permanently debilitated. An ACP is crucial for individuals and families as it allows patients to

express preferences for care corresponding with their values in a legally recognized document 

which may prevent unwanted treatments and may lessen caregiver stress and anxiety associated 

with being tasked to make end-of-life decisions on behalf of their loved one. ACP documentation

may also contribute to reduced healthcare spending by eliminating unwanted interventions 

within an inpatient setting (Kim et al., 2018).  Currently it is estimated that only 25% to 30% of 

Americans have completed ADs (Ko et al., 2016).  

Death of a loved one can be emotionally devastating, however, unexpected death is more 

likely to provoke traumatic events among the survivors due to less time to prepare for and adapt 

to the death (Keyes et al., 2015). According to the literature, health implications associated with 

the unexpected death of a loved one include increased risk for secondary psychological 

morbidity, such as major depressive episodes, panic disorders, substance abuse, and post-

traumatic stress disorders. The process of completing an AD incites discussion regarding death 
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and end-of-life care preferences between patients and loved ones, which may decrease 

undesirable outcomes attributed to unprepared bereavements.   

Purpose and Objectives 

The purpose of this DNP quality improvement project is to develop and implement 

advanced directive (AD) policies and procedures and to implement a pilot project to enhance the 

rate of ACP completion in patients above 50 years of age at a primary care clinic that serves 

patients who are at or below the federal poverty level. For this project, we expect 25% of the 

adult patients who participate in the pilot project between January 2020 and May 2020 will 

complete ADs. The long-term goal is to have approximately 50% of those 50 years of age and 

older patients’ ADs completed by 11 months.  

Background 

Advanced Directives 

The U.S. Department of Health and Human Services (HHS) defines an AD as a legal 

document that allows people to communicate their decisions about medical care to family, 

friends, and health care professionals (Cavallaro, 2015). Individuals are encouraged to revise and

update the contents of ADs as often they wish, discuss those changes with their healthcare 

proxy/surrogate, and communicate those changes with the health care team with documentation. 

Timely AD communication ensures that patients can receive treatment in accordance with their 

personal beliefs.    

The self-autonomy promoted by ADs is established in legislative policy through the 

Patient Self Determination Act (PSDA), which encourages patients to draft ADs while they are 
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still competent. The PSDA was established in 1990 and requires hospitals to provide AD rights 

and resources to patients. It mandates that hospitals determine whether patients have an AD in 

place (Teno et al., 2007). The Supreme Court fully supports expression of patient wishes; it is a 

constitutional basis in the Due Process Clause for the right to refuse life sustaining treatment 

(Cavallaro, 2015). Each state has specific laws regarding ADs, including execution and 

recognition of out-of-state documents. 

Individuals facing advanced illness often experience uncertainty due to differing goals for

care especially if there are no ADs in place. Patients often reach out to healthcare professionals 

for help and provide them with medical interventions. However, lack of an established AD in a 

patient’s file can cause a dilemma for healthcare professionals, especially if patient self-

determination is compromised. An AD is important for individuals and families, as it allows 

patients to express preferences of care that correspond with their values, thereby increasing 

quality of care and alleviating caregiver stress, anxiety, and depression. ADs also aid in 

preventing unnecessary or undesired treatments (Schrijvers et al., 2014). Lack of an AD can lead 

to unnecessary, aggressive, life-prolonging interventions that are often uncomfortable and 

expensive. The costs are often incurred by families or taxpayers (Bernacki et al., 2014). 

Many factors impact completion of ADs including lack of awareness, age, race and 

ethnicity, education, socioeconomic status, and presence of chronic disease. AD completion rates

are lower in low socioeconomic groups. Lack of knowledge and awareness are the most common

reasons people do not complete ADs. Seventy-five percent of patients report they want to talk to 

a care provider about ADs, but 90% of these patients indicated that their doctor never asked them

about their wishes (Rao et al., 2014).  
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Advanced Care Planning 

ACPs, living wills, and health care proxies are all types of ADs. An ACP is described as 

revocable oral and written instructions about future medical care. It is estimated that half of the 

population above 60 years of age have executed ADs, however, only 24% to 35% of physicians 

whose patients have an AD are aware of its existence and fewer than 50% of severely terminally 

ill patients have ADs (Aldrich & Benson, 2012).  The ACP process can start at any age or any 

state of health (Institute of Medicine [IOM], 2014). However, ACP is particularly important in 

the context of the aging population due to progressive chronic ailments such as heart diseases, 

dementia, and renal failure, among others.  

An ACP is executed or remains valid only if a competent individual makes it voluntarily, 

and it is used only if the person becomes unable to make medical decisions (O’Sullivan et al., 

2016). In addition to optimizing care, promoting autonomy, empowering patients, and 

maximizing resource use, ACP promotes collaborative care while reducing health inequalities. 

According to Alano et al. (2010), all 50 states have legislation supporting ADs. However, these 

laws vary by state (Casey & Walker, 2011). 

ACP implementation is not only important for patients and families, it is also cost 

effective, sustainable, and easier to operate than many healthcare projects.  Many healthcare 

projects’ pre-implementation phase requires extensive preparation, pre-approval, numerous 

resources, and time. The ACP process can occur at any time, it can be initiated during an annual 

wellness visit, during a visit for evaluation and management, during transitional care 

management, or during chronic care management (Centers for Medicare & Medicaid Services 

[CMS], 2019).  
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ACP’s economic significance to healthcare stems from its relationship with Medicare. 

Medicare is the primary payer for patients over age 65, and approximately 80% of U.S. deaths 

are among people covered by Medicare. About 25% of Medicare costs occur in the last year of 

life and 50% of costs are related to acute hospitalization (IOM, 2014). As of January 1, 2016, 

Medicare covers ACP as a separate service by providers using the physician fee schedule and the

Current Procedural Terminology (CPT) code 99497. There is also an add-on code 99498 for each

additional 30 minutes during annual wellness visits. Providers are reimbursed $86 for the first 

30-minute session conducted in the office or $80 if done in the hospital. Subsequent sessions in 

either setting pay $75 (CMS, 2019).   

Although there are many factors that prevent patients from completing ACP as identified 

in the literature, lack of a structured ACP protocol and procedure remains the greatest obstacle. 

The literature has clearly identified that implementation of ACP would be beneficial in primary 

care settings. The proposed change for this project is the implementation of an AD policy and 

procedure in a clinic that serves residents of public housing. The implementation process will be 

developed based on the most current guidelines and evidence-based practice literature.    

Relevance of the Problem for Future Role

Primary care providers (PCP) are in a unique position to influence the completion of 

ADs. PCPs are the gatekeepers of healthcare; they often determine which patients need to be 

hospitalized, which need referrals, and which are ready for discharge. PCPs are highly trusted by 

patients and families and can coordinate care across multiple disciplines. The PCP is an 

important person to turn to when a patient is faced with one or more chronic, life threatening 

illnesses (IOM, 2014).  As of January of 2016, the CMS recommends ADs billing codes to be 
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expanded and to be used by both physicians and APRNs for goals of care counseling 

reimbursement (Hayes et al., 2017).  

Timely access to ADs can have significant bearing on patient quality of life, minimizing 

care delays and unwanted treatments. Family nurse practitioners (FNPs) are in a great position to

facilitate and increase access to patient-centered services and care; they often have special 

relationships with patients that allows them to build trust. In addition, FNPs often function as 

part of an interdisciplinary team. The ability of FNPs to work both collaboratively with and 

independent of physicians in many settings plays an integral role in the care of patients with 

advanced illness. They are well positioned to initiate goals of care conversations because they 

know the patients well and often have timely access to patients compared to physicians. 

Research has shown that advanced practice registered nurses (APRNs) have positive attitudes but

moderate knowledge and limited experience in advance care planning (Hayes et al., 2017).  

Review of Literature

The goal of this literature review was to gather evidence regarding (a) effectiveness of 

ACP programs, (b) facilitators and barriers to ACP policies and procedures implementation, and 

(c) settings to initiate ACP discussions.  The search engines included Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), Medical Literature Analysis and Retrieval 

System Online, and Google scholar databases. Search terms included advance directives, 

advance directives and barriers, advance directives and low income, advance care planning, 

advance care planning in primary care, end-of-life care, end-of-life decisions, and advance care 

planning and elderly.   
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Effectiveness of ACP Programs  

O’Sullivan et al. (2016) completed an economic analysis on pre- and post- 

implementation of an ACP program at three long-term care (LTC) facilities in Southern Ireland. 

They reported that following the systematic implementation of ACP, there was a significant 

reduction in hospitalization rates, hospital deaths, and gross cost burden associated with the 

decision to transfer patient to hospital (O’Sullivan et al., 2016). 

Verhoeffl et al. (2018) assessed the documentation of goals of care in elderly major 

trauma patients following implementation of a standardized provincial ACP tool. Following 

implementation of the tool, documentation of ACP increased from 16% to 35%. The 

investigators reported that many more patients received goals of care documentation within 24 

hours of admission, and 93% of patients had goals of care documented prior to intensive care 

unit (ICU) admission. The number of trauma patients that were admitted to the ICU also 

decreased from 17% to 5% (Verhoeffl et al., 2018).  

Barriers to Implementation 

Socioeconomic status is one obstacle that has been shown to prevent patients from 

completing an AD. Saeed et al. (2019) completed a cross-sectional study on the association of 

low household income (less than $20,000) and education level (never attended college) among 

patients with advanced cancer. The investigators reported that patients with low annual incomes 

had lower AD completion rates. The investigators concluded that interventions to promote 

completion of ADs among low income patients with serious illness are needed (Saeed et al., 

2019).  
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Another barrier to AD completion is ineffective communication among primary care 

providers and specialists resulting in lost accountability for provider-initiated AD completion. 

Collaboration of care does not always happen in healthcare institutions, and when it does, it often

happens during those circumstances that require urgency or prompt intervention. Mack et al. 

(2012) reported that 55% of patients with lung and colorectal cancer had their first ACP 

discussion in the hospital and only 27% were conducted by their oncologist. They suggested that 

PCPs initiate ACP discussion before referral to a specialist.  

Fear of affecting the patient’s hope and emotional coping is another barrier to AD 

completion. Some providers believe that discussion about death wishes will have an emotional 

effect on patients. These providers are reluctant to discuss ADs because they fear the patient may

think the provider is giving up (IOM, 2014; Odejide et al., 2016). However, the evidence 

suggests otherwise. ACP discussion relieves anxiety and helps patients feel more prepared to 

make informed health decisions (Bernacki et al., 2014). The Institute for Clinical Systems 

Improvement (ICSI) reported that patients want their providers to discuss ACP prior to them 

becoming too ill. Early ACP discussion is highly recommended to allow patients to make 

informed decisions regarding care preferences (Bernacki et al., 2014; IOM, 2014). 

Lack of time by the provider to discuss ADs is another barrier to completion. Primary 

care providers are often busy, and rarely find time to discuss issues that do not require prompt 

attention due to competing goals (Nelson & Nelson, 2014).  

Lack of education among providers is a barrier to ADs completion. Durbin et al. (2010) 

and Tung et al. (2014), however, identified lack of education concerning state policies and 

general information on ADs as a universal learning gap among providers. Both studies were 
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conducted at a single institution and depended on subjective answers from providers who may 

have responded in a way they felt was most desired by their superiors. The findings showed that 

education on ADs prior to visits with patients increased completion rates. 

Setting to Initiate ACP

The literature review supports primary care settings as desirable places to initiate ACP 

discussion due to the primary care provider’s unique relationship with patients in managing both 

preventative and acute care across the lifespan (IOM, 2014). Ahluwalia et al. (2014) interviewed 

20 providers at a large Veterans Affairs (VA) facility and reported that both primary and acute 

care providers believed that ACP would be best when initiated in the primary care setting due to 

the level of knowledge PCPs have of their patients. Despite overwhelming support of 

implementing ACP in the primary care setting, the study shows it is often being done selectively.

A structured literature review of ten articles by Glaudemans et al. (2015) exploring ACP in 

primary care revealed that in this setting, ACP is mainly focused on patients diagnosed with 

Alzheimer’s disease, cancer, or other terminal illness. The investigators reported “of all patients 

who died of a non-sudden death, only one-third had ACP” (p.20).   

The review of literature highlights both barriers and benefits to ACP completion. Primary

care setting has been notably identified as the best setting to initiate an AD and the PCP is 

usually the best person to initiate the ACP discussion. Initiating ACP and AD discussions in the 

primary care setting is supported by the literature because PCPs have extensive knowledge 

regarding patients and their conditions. 
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Theoretical Framework 

A theoretical framework is necessary for implementation of AD policies and procedures. 

For this Doctor of Nursing Practice (DNP) project the Health Belief Model (HBM) was used. It 

was developed in the 1950s to investigate why people fail to undertake preventative health 

measures (Orji et al., 2012). The HBM model has been used by countless numbers of health care 

and educational institutions from disciplines including public health, psychology, medicine, and 

nursing (Fried, 2009). 

The primary concepts of HBM are perceived susceptibility, perceived severity, perceived 

benefits, and perceived barriers to a behavior (Glanz et al., 2008). These concepts predict why 

people will take action to prevent, to screen for, or to control illness conditions. The likelihood of

getting a disease or condition is perceived susceptibility and the feelings about the seriousness of

contracting an illness is perceived severity. The combination of perceived susceptibility and 

perceived severity lead to perceived threat. The perceptions that may leads to behavior change 

are influenced by the person’s beliefs regarding perceived benefits of the available actions for 

reducing threat. An individual is likely to accept recommendations of health actions if they 

perceive the action as potentially beneficial by reducing the threat. The negative aspects of a 

health action act as hinderances to undertaking recommended behaviors. According to the model,

a cue to action is necessary to promote engagement in health-promoting behaviors. 

The model helps to explain these factors that affect individual’s health behaviors, how 

they act to keep their illness under control, and what motivates or prevents the patient’s 

treatment. The strength of the HBM relies on its use of simplified health-related constructs that 

make it easy to implement, apply, and test (Conner, 2010).  The HBM provides a theoretical 
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framework to guide implementation of AD policies and procedures because it helps individuals 

to changes the individual’s perceptions and promote health behaviors. The model focuses in 

identifying factors, both facilitating and inhibitory, to participation in AD completion. Barriers 

are the single most powerful predictors of AD completion. This project will focus on increasing 

patient awareness of the importance of an AD and providing a cue to action with the goal of 

engaging patients in advanced care planning.  

Project Design and Methods

The purpose of this DNP quality improvement project is to develop and implement 

advanced directive (AD) policies and procedures and to implement a pilot project to enhance the 

rate of ACP completion in patients above 50 years of age at a primary care clinic that serves 

patients who are at or below the federal poverty level. 

Setting 

The organization in which this project was implemented is a neighborhood primary care 

clinic that provides care for all ages. The clinic is managed by an advanced practice nurse and 

predominantly serves residents who live in public housing. Implementation took place in an 

office within the clinic. The time period for project implementation was from June 3rd, 2020 

through July 10th, 2020. The public housing authority has approximately 700 houses with 

admission preferences for working families, senior citizens, and people with disabilities. The 

clinic provides primary care to an average of 2,000 patients per year with the majority of the 

patient population being enrolled in a health assistance program. A sliding scale fee system is 

based upon the federal poverty guidelines; fees are determined based on where the household 

falls on the scale and on how many people are dependent upon the same income.  The clinic also 
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sees patients covered through Medicare and Medicaid. Patients are required to provide proof of 

medical coverage or proof of household income for the sliding fee scale if uninsured.  

 Participants  

The key stakeholders of this project were two APRNs (PCPs), health services 

administrator, and patients and their families who seek primary care services at the clinic. There 

was no formal protocol for ACP at PRFHC when this project was initiated. The problem was 

discussed among APRNs and the health services administrator. The healthcare providers 

determined that a new protocol for ACP was needed. The staff consisted of a full-time APRN, a 

part-time APRN, a health service administrator, and an information technician (IT). A former 

Washburn University DNP program director was the full-time APRN coordinating this project. 

A part-time APRN, who was also a full-time faculty member at Washburn University, provided 

support and oversight. She also assisted in implementing ADs policy and procedure into the 

electronic medical record (EMR). Health services administrators supported the functions of the 

clinic including the electronic medical records (EMR). The clinic had one on-call information 

technology (IT) employee. The IT employee ensured software applications were available in all 

electronics that were used for ACP. The IT employee guaranteed that the system was running 

smoothly and was easy to navigate. The ADs were implemented on Advanced MD, which was 

the EMR used by providers in the clinic. The implementation process was developed based on 

the most current guidelines and best evidence. APRNs, staff, and administrators agreed that ACP

implementation should focus on all adult patients 50 years and older who visited the clinic. 

This was a quality improvement project; there was minimal data collection of identified 

personal health information for this project. The only patient information that was recorded for 
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the purpose of this project was age, gender, whether an AD was in place at the start of the 

project, and whether an AD was completed during the project period.  All patient information 

was kept confidential, and the patient was given an opportunity to decline being part of the 

project.   

Procedures

The project was approved by the Washburn University Institutional Review Board (IRB) 

in April 2020. Computer access at the clinic was obtained for the purpose of data collection for 

the project. Data collection started after IRB approval was obtained. The Plan Do Study Act 

(PDSA; Appendix A) was used within this project implementation (Plan-Do Study-Act 

Worksheet, 2011).  

Plan

The “Plan” portion of this project involved discussion with key clinic staff (APRNs and 

health service administrators) during which three commonly utilized AD planning tools/forms 

were presented. These tools are outlined in detail below.  Each form was evaluated and 

considered for (a) effectiveness in initiating AD conversations, (b) potential to increase AD 

completion rates, and (c) level of adequacy in addressing patient/family preferences.  The forms 

that were presented for staff consideration are as follows. 

1. Five Wishes addresses a person’s medical treatment wishes, legal aspects of care, and 

personal and spiritual preferences (Aging with Dignity, 2016).  The goal for this tool is 

for a patient to answer all five questions with satisfactory remarks. The questions asked 

include the following: (a) who do you want to make health care decisions for you when 

you cannot make them? (b) what kind of medical treatment would you or would you not 
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want? (c) how comfortable would you want to be? (d) how would you want people to 

treat you? (e) what do you want your loved ones to know? Although Five Wishes has 

been shown to be helpful in starting and guiding end-of-life care conversations with 

loved ones, it requires more time to complete and it is used only in 42 states in the United

States. The state where this project was implemented is not among those states.  

2. PREPARE is used to increase completion rates of ADs. It contains several steps 

including: (a) choosing a medical decision maker, (b) deciding what matters the most in 

life, (c) choosing flexibility for your decision maker, (d) telling others about your wishes,

and (e) asking doctors the right questions. 

3. Physician Orders for Life-Sustaining (POLST) can assist in AD completion.  It guides 

conversations about end-of-life treatments with patients and preserves patient preferences

as medical orders.  The National POLST Paradigm Task Force (NPPTF, 2016) 

recommends that physicians, APRNs, and physician assistants (PAs) be permitted to 

execute POLST forms. Unlike Five Wishes, the POLST form is a one-page document 

and can be filled out quickly. Although it has been used by many organizations due to its 

suitability, it is not an AD, and is only recommended for those who are seriously ill in 

which the patient’s current medical condition requires standing medical orders to direct 

care in the case of an emergency. A POLST form should not replace an AD but can be 

completed in addition to an AD in some circumstances (National POLST Paradigm, 

2016).  

PREPARE (Appendix B) received the most support among the staff because it is widely 

used in Kansas and it supports adults at any age or stage of health in understanding and sharing 

their personal values, life goals, and preferences regarding current and future medical care. All 
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eligible participants were asked to complete the PREPARE tool either at the clinic or at home. 

The staff was trained on how to use the PREPARE tool through discussions.  A flag was placed 

in the EMR to remind the provider to discuss and document ADs with every patient. The 

execution of the plan was achieved through surveying the two staff members (n=2) on 

knowledge related to collecting Current Procedural Terminology (CPT) code, billing and 

reimbursement requirements, methods for identifying patient willingness to complete ADs, and 

methods to support patient choices and autonomy with ACP. 

Do

The “Do” portion is where change was initiated. This began with training staff to 

implement the selected AD tools using lectures, discussions, and visual supplements (Power 

Point presentation). These training methods were selected because they facilitate personal 

interaction and permit asking of questions. 

It was initially planned that participants would be patients who are established with the 

clinic, are 50 years and older, and are seen for a well visit, follow-up appointments, and/or 

medication review. In addition, participants were exclusively to be seen in person. This process 

was changed to comply with COVID-19 social distancing guidelines set by the Centers for 

Disease Control and Prevention. The forms were mailed to eligible participants along with a 

letter that provided information about the project. It was hoped that mailings would reach 

patients who were unable to visit the clinic due to social distancing concerns. Another 

amendment from the original plan was conducting interviews online through Zoom and by 

telephone. All these new changes were approved by the University IRB prior to implementation. 
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A total of 114 letters (Appendix C) and consent forms were sent out to all eligible 

residents. The mailings were sent two weeks prior to patients’ scheduled visits. The intent of the 

letter was to invite patients to participate in the project. Upon receiving the letter, participants 

were asked to contact the clinic at their earliest convenience to learn more about the project and 

schedule an appointment with a DNP student investigator if they agreed to participate. They 

were also required to sign a consent form that was included in the mailing before participation. 

Participants could complete AD forms at their appointments, or they could keep the forms to 

discuss later with family.    

To maintain COVID-19 pandemic social distancing and safety guidelines,  all in-person 

visitors at the clinic were required to declare if they have had been exposed to COVID-19, if they

had COVID-19 symptoms, and/or if they have visited areas that were known to have high rates 

of COVID-19 cases. In addition, patients were required to wear masks at all times during the 

visit and before approval for a visit with the DNP project director.  

Once the patient was in the room, a brief pre-visit survey was collected to gather 

information on knowledge and awareness about ADs using the pre-visit data collection tool 

(Appendix D). Participants were required to indicate if they were aged 50 years and older, 

whether they were male or female, if they have or have not completed ADs, and if they are 

interested in completing ADs within the next year.  A total of nine eligible patients who were 

screened during pre-visit continued to pilot-study. The Advanced Directive clinic process 

flowsheet (Appendix E) was used during the pilot-study.
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Study

In the “Study” portion of this project, an analysis of data was conducted including 

calculation of AD completion rates using data gathered from the pilot study. It also involved 

assessing staff and provider experience on AD coding, billing, and reimbursement through verbal

communication. The total number of patients who agreed to fill out an ADs form and patients 

who already had up-to-date ADs following pre-visit ADs screening were calculated. The results 

were compared to predictions including a summary of what was learned. Feedback from clinic 

staff were also collected and analyzed regarding the perceived education material effectiveness. 

Act

The “Act” portion focused on identifying inefficiencies or issues that surfaced within the 

pilot study. Final reflections were shared, and changes were made before moving to full 

implementation in the next cycle. Before full implementation of ADs protocol and procedure was

approved, at least 25% of those completed pilot study participants were needed to complete an 

ADs within five months. If the target was not met as predicted, or if other issues become 

apparent, changes were needed to be made to make improvements and modify interventions 

based on feedback and data review. 

Economic Impact  

The DNP student was responsible for the full cost of the project, including travelling to 

the clinic to educate staff and patients and to collect data. The questionnaires were also provided 

by the student and the clinic undertook the cost of the change to the EMR. The clinic 

stakeholders believed this project is important and involved sustainable improvement that would 

benefit residents of the housing authority. 
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The conclusions of researchers regarding the cost implications of ACP are based on 

incomplete cost assessments. Nevertheless, it is appropriate to say that even without 

comprehensive reports about the financial impact of implementation, the net expenditures of 

ADs implementation of this project were minute compared to prospective savings. Some of the 

prospective savings are related to ACP elements that are essential for improving clinical 

outcomes, including promoting patient autonomy and patient-centered care, reducing 

hospitalization, and preventing unnecessary life-prolonging interventions. Many of these 

interventions are expensive with financial strains to patient, family, and taxpayers. Other 

financial impacts are related to alleviating caregivers stress, anxiety, and depression which often 

leads to health care interventions at clinics or hospitals.  
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Table 1 

Cost Itemization for DNP Project

                      Cost                                                                          Item  

1 package of colored printer paper                                                $10

1 toner cartridge                                                                             $20

Lunch for staff’s educational session                                             $50

Transportation to project settings                                                   $60 for gasoline

Desk top computer and printers                                                      Used the same    

                                                                                                         electronic used by clinic.

Personnel for project                                                                       DNP student project   

                                                                                                         manager volunteer. 

Total actual cost of QI project                                                        $140
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Evaluation

Like with most health care projects, the implementation of ADs in a clinic is a 

challenging task and requires effort from all stakeholders. The data collected was intended to 

assess respondents’ knowledge and understanding about ADs and to justify the need for 

implementing an ADs procedure and protocol at the clinic.

Results

A pilot study targeted 50 participants; 13 out of 114 mailings received responses and 

those patients were scheduled for appointments. The length of the interview was approximately 

30 minutes. Eleven patients were females and two were males. Of the 13, nine (69.2%) honored 

appointments, filled out the pre-visit screening survey, and continued with the next phase of the 

pilot study. Four (30.7 %) of 13 did not participate due to the temporary suspension of activities 

at the clinic because of COVID-19.  An effort to reach out to these four participants to 

reschedule either a face-to-face meeting or through telephone/Zoom was not successful. Of nine 

participants who took part in the pilot study, five patients (55.5%) completed the AD protocol 

during their appointments and received completed original documents and copies for their 

chosen agents. An extra copy was scanned and stored securely in the EMR where it can only be 

retrieved by secured password.  Four patients (44.4%) kept the forms to talk about them with 

their family and indicated they had plans to complete the forms in the next month and return 

them to the clinic. The pre-visit data indicated that none of the nine participants had completed 

an AD before. Seven (77.7%) reported that they did not have knowledge about ADs, and two 

(22.2%) reported being aware of ADs but had not talked to their primary care providers, family, 

or anyone about ADs. 
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The short-term project’s objective was that 25% of the eligible patients who participate in

pilot-study complete an AD.  This objective was met. Five of the nine patients who participated 

in the pilot study completed ADs. The long-term goal is to have approximately 50% of those 50 

years of age and older patients’ ADs completed by 11 months. Based on this achievement, a 

comprehensive AD protocol can be expanded to all patients 50 years and older in the next cycle. 

One of the purposes of this DNP quality improvement project was to develop an 

advanced directive (AD) policy and procedures. The policy and procedures were developed (see 

Appendix F) and were shared with the APRNs in the clinic. 

Discussion

This quality improvement initiative demonstrated that ADs are a relatively new idea to 

most people who live at or below the federal poverty level and there is a need to raise awareness 

among patients and family members. Many factors contributed to patients’ reluctance in 

completing ADs, however, lack of a structured ACP protocol and procedure at clinic was one of 

them. Mailing was the primary method used to recruits participants, and although it was 

successful, there was no way to know if the originally proposed plan could have attracted more 

participants. In addition, there was no mechanism in place to know whether all participants had 

received the mailing in a timely manner given challenges from the pandemic. There was no 

doubt that the pandemic created challenges that may have contributed to the small sample size. 

Despite all challenges, nine participants showed up to their appointments to discuss ADs. 

This was critical in the population that struggles with multiple barriers of social determinants of 

health including limited transportation, childcare, and family resources. In-spite of COVID-19, 

the clinic providers were able to expand delivery services, including offering curb care to 
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participants, as well as face-to-face, telehealth, and phone visits. Staff were supportive and 

guided the recruitment of eligible participants. The staff already had a trusting relationship with 

patients and patients overwhelmingly verbalized that they had no reason to worry about sharing 

information because they believed they were well protected by clinic and HIPAA which was 

important to them. The clinic was able to offer a no charge appointment for those who did not 

have Medicare.

Limitations  

This project was not without limitations; however, all efforts were made to create a valid 

pilot study that would contribute to this quality improvement project. First, the timeline of the 

study was delayed due to the COVID-19 pandemic. The timeline period was scheduled in 

January 2020 through November 2020; the data collection did not start until June 2020. 

Technology challenges were another limitation. Unexpected adjustment from face-to-face visits 

to virtual visits pressured all stakeholders. Conducting the survey by telephone was also 

challenging because of communication challenges between the DNP student investigator and 

respondents. There were some glitches in video with Zoom; participants ability to use technology

was limited due to either access to internet problems. 

The PREPARE tool was too long; it needed more explaining and the language was too 

sophisticated. To encourage social distancing, some of the patient rooms were converted to serve

as staff offices which caused the clinic to be uncomfortable and sometimes too loud to conduct 

the visits. There was no mechanism in place to assess teaching to those who took the AD forms 

home. The project required the use of a clinic phone. This proved challenging because the DNP 

student investigator had to be at the clinic to conduct surveys via the clinic telephone.
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Recommendations 

Over half of patients who completed the pilot project completed ADs. Results of the pilot

study indicated that there is need for greater awareness of ADs in the population. To increase the 

AD completion rate, clinicians need to facilitate a completion process by educating patients 

about the importance and benefits of ADs. The staff evaluations on use of the ADs tools and AD 

coding, billing, and reimbursement was a success based on staffs’ verbalization. However, a 

better training method needs to be developed for educating future clinic staff. The PREPARE 

tool is around 12 pages long; it should be simplified into a short tool that is quick and convenient

to administer and complete. A preferably fourth grade reading level tool is necessary to help 

participants understand the process better. Unlike virtual, face-to-face meetings can increase 

ADs completion rates because participants are able to answer questions and establish more trust 

with a difficult topic. The clinic provides free health access to most of the patients. Although 

ADs reimbursement is covered by Medicare for patients 65 years and older, there is need to 

establish billing system for non-Medicare patients. 

Conclusion

ACPs are crucial for individuals and families as they allow patients to express 

preferences for care, offer choices to families, alleviate caregiver stress, prevent unnecessary 

treatments, and help with reduction in overall costs. ACPs are a powerful tool to improve 

patient-centered care. The Patient Self Determination Act of 1990 (PSDA) became law in 1991 

with the goal of providing a mechanism to routinely assess whether patients have advanced 

directives. Primary care settings have been notably identified as best setting to initiate the AD 

discussion. Medicare may cover the costs of patient-provider encounters related to ADs in 
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patients 65 years and above, however, there is need to establish a billing system that can cover 

those who are self-pay or have no insurance. The value of all patients to have an ADs and not 

just those greater than 50 years old need to be explored. This project provided a completed first 

cycle of this project, now the providers can adjust and start the second cycle with 

recommendations. 
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                                                          Appendix B

KANSAS
Advance Directive

Planning for Important Health Care Decisions

Caring Connections 
1731 King St., Suite 100, Alexandria, VA 22314  www.caringinfo.org 

800/658-8898  
CARING CONNECTIONS 

 
Caring Connections, a program of the National Hospice and Palliative Care Organization 
(NHPCO), is a national consumer engagement initiative to improve care at the end of life. 
 

It’s About How You LIVE 
 
It’s About How You LIVE is a national community engagement campaign encouraging 
individuals to make informed decisions about end-of-life care and services.  The campaign 
encourages people to: 
 

 Learn about options for end-of-life services and care 
 Implement plans to ensure wishes are honored 
 Voice decisions to family, friends and health care providers 
 Engage in personal or community efforts to improve end-of-life care 

Note: The following is not a substitute for legal advice.  While Caring Connections updates the 
following information and form to keep them up-to-date, changes in the underlying law can 
affect how the form will operate in the event you lose the ability to make decisions for yourself. 
If you have any questions about how the form will help ensure your wishes are carried out, or if 
your wishes do not seem to fit with the form, you may wish to talk to your health care provider 
or an attorney with experience in drafting advance directives. 
 
Copyright © 2005 National Hospice and Palliative Care Organization. All rights reserved. 
Revised 2012. Reproduction and distribution by an organization or organized group without the 
written permission of the National Hospice and Palliative Care Organization is expressly 
forbidden. 
  

Using these Materials BEFORE YOU BEGIN     
 
Check to be sure that you have the materials for each state in which you may receive health care.
 
1. These materials include: 

• Instructions for preparing your advance directive, please read all the 
instructions. 
• Your state-specific advance directive forms, which are the pages with the 
gray instruction bar on the left side. 
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ACTION STEPS 

1. You may want to photocopy or print a second set of these forms before you start 
so you will have a clean copy if you need to start over. 

 
2. When you begin to fill out the forms, refer to the gray instruction bars — they 
will guide you through the process.  

  
3. Talk with your family, friends, and physicians about your advance directive.  Be 
sure the person you appoint to make decisions on your behalf understands your wishes.

 
4. Once the form is completed and signed, photocopy the form and give it to the 
person you have appointed to make decisions on your behalf, your family, friends, 
health care providers and/or faith leaders so that the form is available in the event of an
emergency. 

 
5. You may also want to save a copy of your form in an online personal health 
records application, program, or service that allows you to share your medical 
documents with your physicians, family, and others who you want to take an active 
role in your advance care planning.  

 
Introduction to Your Kansas Advance Directive 

 
This packet contains a legal document that protects your right to refuse medical treatment you 
do not want, or to request treatment you do want, in the event you lose the ability to make 
decisions yourself.  You may complete Part One, Part Two, or both, depending on your advance 
planning needs.   
 
Part One. The Kansas Durable Power of Attorney for Health Care Decisions lets you name 
someone to make decisions about your health care — including decisions about lifesustaining 
procedures — if you can no longer speak for yourself. The Durable Power of Attorney for 
Health Care Decisions is especially useful because it appoints someone to speak for you any 
time you are unable to make your own health care decisions, not only at the end of life.  The 
person you choose is called your “agent.”   
 
Your agent may also make decisions about organ donation and the final disposition of your 
remains. 
 
Your Kansas Durable Power of Attorney for Health Care Decisions goes into effect when your 
doctor determines that you are no longer able to make or communicate your health care 
decisions.  
Part Two. The Kansas Declaration is your state’s living will. It lets you state your wish to 
have life-sustaining procedures withheld or withdrawn in the event that you develop a terminal 
condition and can no longer make your own health care decisions.  If this is not your wish, you 
should not fill out Part Two.   
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Your Kansas Declaration goes into effect when your doctor determines that you have a terminal 
condition and can no longer make your own health care decisions.  
 
Part Three contains the signature and witness provisions so that your document will be 
effective.  
 
Following the advance directive form is a Kansas Organ Donation Form. This is especially 
helpful to communicate your organ donation wishes if you have not appointed an agent to 
communicate your wishes for you in Part One of the Kansas Advance Directive.     
 
This form does not expressly address mental illness.  If you would like to make advance care 
plans involving mental illness, you should talk to your physician and an attorney about a durable
power of attorney tailored to your needs.   
 
Note: These documents will be legally binding only if the person completing them is a 
competent adult (at least 18 years old). 

 
Completing Your Kansas Advance Directive  

 
How do I make my Advance Directive care legal? 
 
The law requires that you sign and date your advance directive.  You must also have it witnessed
in one of two ways: 
 

1. Have your signature witnessed by a notary public, OR 
 

2. Sign your document, or direct another to sign it, in the presence of two witnesses.
These witnesses cannot be: 

• the person signing your form for you, 
• the person you appoint as your health care agent, 
• entitled to any portion of your estate, 
• directly financially responsible for your health care, or 
• related to you by blood, marriage, or adoption. 

 
Whom should I appoint as my agent? 
 
Your agent is the person you appoint to make decisions about your health care if you become 
unable to make those decisions yourself. Your agent may be a family member or a close friend 
whom you trust to make serious decisions. The person you name as your agent should clearly 
understand your wishes and be willing to accept the responsibility of making health care 
decisions for you.  
 
Unless your agent is related to you or is a co-member of a religious order to which you belong 
— for instance, if you and your agent are monks, priests, or nuns — your agent cannot be: 
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• your doctor or other treating health care provider,  
• an employee of your treating health care provider, or 
• an employee of any hospital, psychiatric hospital or psychiatric treatment 
facility, hospice, nursing home, or similar institution. 

 

You can appoint a second person as your alternate agent. The alternate will step in if the first 
person you name as an agent is unable, unwilling, or unavailable to act for you. 
 
Can I add personal instructions to my Advance Directive? 
 
One of the strongest reasons for naming an agent is to have someone who can respond flexibly 
as your medical situation changes and deal with situations that you did not foresee. If you add 
instructions to this document it may help your agent carry out your wishes, but be careful that 
you do not unintentionally restrict your agent’s power to act in your best interest. In any event, 
be sure to talk with your agent about your future medical care and describe what you consider to
be an acceptable “quality of life.”  

 
Completing Your Kansas Advance Directive (Continued) 

 
What if I change my mind? 
 
You may revoke your agent’s authority under Part One, the Durable Power of Attorney for 
Health Care Decisions, by giving notice to your agent orally or in writing.  This revocation is 
only effective if you also inform your physician.     
 
You may revoke your Declaration under Part Two by: 

• obliterating, burning, tearing, or otherwise destroying or defacing the document, 
• executing, or directing another person to execute, a dated written revocation 

(formal statement that you have changed your mind), or 
• orally expressing your intent to revoke in the presence of a witness, 18 years of age

or older, who must sign and date a written confirmation that you made an oral 
revocation.  An oral revocation becomes effective when your doctor or health care 
provider receives a copy of this document.  

 

What other important facts should I know? 
 
Part Two, the Kansas Declaration, is not effective at any time you are pregnant.  
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KANSAS ADVANCE DIRECTIVE – PAGE 1 OF 5 

 
INSTRUCTIONS 
 
 
 
 
 
 
 
 
PRINT YOUR 
NAME 
 
 
 
PRINT THE 
NAME, 
ADDRESS, AND 
TELEPHONE 
NUMBERS OF 
YOUR 
AGENT 
 
 
 
 
 
 
 
 
 
PRINT THE 
NAME, 
ADDRESS, AND 
TELEPHONE 
NUMBERS OF 
YOUR 
ALTERNATE 
AGENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
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Part One: Durable Power of Attorney for Health Care Decisions 
 

GRANT OF AUTHORITY TO AGENT 
 
I , _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ , 

(name) 
 
designate and appoint: ____________________________________________ 

                (name of agent) 
 
_______________________________________________________________ 

 (address) 
 
_______________________________________________________________ 

 (home telephone number)  (work telephone number) 
 
or, in the event the person I appoint above is unable, unwilling or unavailable to serve, I appoint:
 
_______________________________________________________________ 

(name of alternate agent) 
 
_______________________________________________________________ 

(address) 
 
_______________________________________________________________ 

(home telephone number)  (work telephone number) 
 
to be my agent for health care decisions and pursuant to the language stated below, on my behalf
to:  
 

(1) Consent, refuse consent, or withdraw consent to any care, treatment, service, or 
procedure to maintain, diagnose, or treat a physical or mental condition, and to make 
decisions about organ donation, autopsy, and disposition of the body; 

 
(2) make all necessary arrangements at any hospital, psychiatric hospital or 
psychiatric treatment facility, hospice, nursing home or similar institution; to employ or 
discharge health care personnel, to include physicians, psychiatrists, psychologists, 
dentists, nurses, therapists, or any other person who is licensed, certified, or otherwise 
authorized or permitted by the laws of this state to administer health care, as the agent 
shall deem necessary for my physical, mental, and emotional well being; and 
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KANSAS ADVANCE DIRECTIVE – PAGE 2 OF 5 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ADD OTHER 
INSTRUCTIONS, 
IF 
ANY, 
REGARDING 
YOUR 
ADVANCE 
CARE PLANS 
 
THESE 
INSTRUCTIONS 
CAN 
FURTHER 
ADDRESS 
YOUR HEALTH 
CARE 
PLANS, SUCH AS
YOUR WISHES 
REGARDING 
HOSPICE 
TREATMENT, 
BUT 
CAN ALSO 
ADDRESS 
OTHER 
ADVANCE 
PLANNING 
ISSUES, 
SUCH AS YOUR 
BURIAL WISHES
 
ATTACH 
ADDITIONAL 
PAGES 
IF NEEDED 
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(3) request, receive, and review any information, verbal or written, regarding my personal affairs
or physical or mental health, including medical and hospital records, and to execute any releases 
of other documents that may be required in order to obtain such information. 
 
In exercising the grant of authority set forth above my agent for health care decisions shall: 
(Here may be inserted any special instructions or statement of the principal’s desires to be 
followed by the agent in exercising the authority granted) 
 
_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________
_______________________________________________________________ (attach additional pages if

needed) 
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KANSAS ADVANCE DIRECTIVE – PAGE 3 OF 5 

 
 
 
 
 
 
 
 
 
 
 
 
 
LIST
LIMITATIONS
ON  YOUR
AGENT’S 
POWER TO 
CONSENT TO 
MEDICAL 
TREATMENT 
(IF ANY) 
 
 
 
 
 
 
 
 
 
 
LIST FURTHER 
LIMITATIONS 
TO 
YOUR 
AGENT’S 
POWER (IF 
ANY) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
Organization 
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LIMITATIONS OF AUTHORITY 
 

(1) The powers of the agent herein shall be limited to the extent set out in writing in 
this durable power of attorney for health care decisions, and by my wishes setout in Part 
Two (if I have filled out Part Two), and shall not include the power to revoke or invalidate
any previously existing declaration made in accordance with the Natural Death Act. 

 
(2) The agent shall be prohibited from authorizing consent for the following items: 

 
_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

 
(3) This durable power of attorney for health care decisions shall be subject to the 
additional following limitations: 

 
_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

 
EFFECTIVE TIME 

This power of attorney for health care decisions shall become effective upon my disability or 
incapacity. 
 

REVOCATION 
Any durable power of attorney for health care decisions I have previously made is hereby 
revoked. 
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KANSAS ADVANCE DIRECTIVE – PAGE 4 OF 5 

 
INSTRUCTIONS 
 
 
 
PRINT THE 
DATE 
 
 
 
 
PRINT YOUR 
NAME 
 
 
 
 
 
 
 
 
 
 
 
 
 
ADD OTHER 
INSTRUCTIONS, 
IF 
ANY, 
REGARDING 
YOUR 
ADVANCE 
CARE PLANS 
 
THESE 
INSTRUCTIONS 
CAN 
FURTHER 
ADDRESS 
YOUR HEALTH 
CARE 
PLANS, SUCH AS
YOUR WISHES 
REGARDING 
HOSPICE 
TREATMENT, 
BUT 
CAN ALSO 
ADDRESS 
OTHER 
ADVANCE 
PLANNING 
ISSUES, 
SUCH AS YOUR 
BURIAL WISHES
 
ATTACH 
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Part Two: Declaration 
 
Declaration made this __________ day of ______________, _____________ 
                                   (day)                          (month)             (year) 
 
 
I, _____________________________________________________________, 

(name) 
 
being of sound mind, willfully and voluntarily make known my desire that my dying shall not be
artificially prolonged under the circumstances set forth below, and do hereby declare: 
 
If at any time I should have an incurable injury, disease, or illness certified to be a terminal 
condition by two physicians who have personally examined me, one of whom shall be my 
attending physician, and the physicians have determined that my death will occur whether or not
life-sustaining procedures are utilized, and where the application of life-sustaining procedures 
would serve only to artificially prolong the dying process, I direct that such procedures be 
withheld or withdrawn, and that I be permitted to die naturally with only the administration of 
medication or the performance of any medical procedure deemed necessary to provide me with 
comfort care. 
 
I further direct that: 
 
_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

 
In the absence of my ability to give directions regarding the use of such lifesustaining 
procedures, it is my intention that this declaration shall be honored by my agent (if any), family, 
and physician(s) as the final expression of my legal right to refuse medical or surgical treatment 
and accept the consequences from such refusal. 
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KANSAS ADVANCE DIRECTIVE — PAGE 5 OF 5 

 
 
 
 
 
SIGN AND DATE
THE DOCUMENT
AND PRINT 
YOUR 
PLACE OF 
RESIDENCE 
 
 
 
YOUR 
SIGNATURE 
MUST BE 
EITHER 
WITNESSED OR 
NOTARIZED 
 
 
 
 
 
 
 
 
WITNESS #1 
 
 
WITNESS #2 
 
 
 
OR 
 
 
A NOTARY 
PUBLIC 
MUST 
COMPLETE 
THIS SECTION 
OF YOUR 
DOCUMENT 
 
 
 
 
 
 
 
 
 
 
© 2005 National 
Hospice and 
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Part Three: Execution. 
 
I understand the full importance of this document and I am emotionally and mentally competent 
to appoint an agent and/or make this declaration. 
 

Signed                                                                                                Date                                                   
     

 
City, County and State of Residence _________________________________ 
 

                                                                                                                                                                                     
________ 
 

Alternative No. 1, Witnesses: 
The declarant has been personally known to me and I believe him or her to be of sound mind. I 
did not sign the declarant’s signature above for or at the direction of the declarant.  I am not 
appointed above as the declarant’s agent.  I am not related to the declarant by blood or marriage,
entitled to any portion of the estate of the declarant according to the laws of intestate succession 
or under any will of declarant or codicil thereto, or directly financially responsible for the 
declarant’s medical care. 
 
 

Witness                                                                                                                                                               
 

Address                                                                                                                                                              
 
 

Witness                                                                                                                                                               
 

Address                                                                                                                                                              
 
 

OR 
Alternative No. 2, Acknowledged by a Notary Public: 
 

STATE OF KANSAS    ) 
      ) ss 

County of________________________ ) 
 
This instrument was acknowledged before me on ___________________ 
                                                                       (date) 

 by _______________________________________. 
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                  (name of principal) 
 

_________________________________________ 
(signature of notary public) (Seal, if any) 

 

My appointment expires: _______________ 
Copies:                                

 
Courtesy of Caring Connections 

1731 King St., Suite 100, Alexandria, VA  22314 
 www.caringinfo.org, 800/658-8898 
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KANSAS ORGAN DONATION FORM — PAGE 1 OF 1

 
ORGAN 
DONATION 
(OPTIONAL) 

 
 
 
 
 
 
 
INITIAL THE 
OPTION THAT 
REFLECTS YOUR 
WISHES  
 
 
 
ADD NAME OR 
INSTITUTION (IF 
ANY) 
 
 
 
 
 
 
 
 
 
PRINT YOUR 
NAME, 
SIGN, AND DATE 
THE DOCUMENT 
 
 
 
 
YOUR 
WITNESSES 
MUST SIGN AND 
PRINT THEIR 
ADDRESSES 
 
     
 
AT LEAST ONE 
WITNESS MUST 
BE 
A 
DISINTERESTED 
PARTY 
 
 
 
© 2005 National 
Hospice and 
Palliative Care 
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Initial the line next to the statement below that best reflects your wishes. You do not have to
initial any of the statements. If you do not initial any of the statements, your agent, guardian, or
your family may have the authority to make a gift of all or part of your body under Kansas law.
 
_____ I do not want to make an organ or tissue donation and I do not want my agent, guardian, 
or family to do so. 
_____ I have already signed a written agreement or donor card regarding organ and tissue 
donation with the following individual or institution:  
 

Name of individual/institution:_____________________ 
 

_____ Pursuant to Kansas law, I hereby give, effective on my death:  
 

_____ Any needed organ or parts.  
_____ The following part or organs listed below:  
 
 

 For (initial one):  
    _____ Any legally authorized purpose.  

     _____ Transplant or therapeutic purposes only.  
 

Declarant name: ______________________________________________ 
 

Declarant signature: _________________________, Date: ____________ 
 
 

The declarant voluntarily signed or directed another person to sign this writing in my presence. 
 

Witness  _______________________________Date_________________ 
 

Address  ____________________________________________________ 
 
             ____________________________________________________ 

I am a disinterested party with regard to the declarant and his or her donation and estate.  The 
declarant voluntarily signed or directed another person to sign this writing in my presence.  
 

Witness  ________________________________Date________________ 
 

Address  ____________________________________________________ 
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             ____________________________________________________   

 
Courtesy of Caring Connections 

1731 King St., Suite 100, Alexandria, VA  22314 www.caringinfo.org, 800/658-8898 
 

You Have Filled Out Your Health Care Directive, Now What? 
 

1. Your Advance Directive is an important legal document.  Keep the original signed 
document in a secure but accessible place.  Do not put the original document in a safe 
deposit box or any other security box that would keep others from having access to it. 

 
2. Give photocopies of the signed original to your agent and alternate agent, doctor(s), 

family, close friends, clergy, and anyone else who might become involved in your health 
care. If you enter a nursing home or hospital, have photocopies of your document placed 
in your medical records. 

 
3. Be sure to talk to your agent(s), doctor(s), clergy, family, and friends about your wishes 

concerning medical treatment. Discuss your wishes with them often, particularly if your 
medical condition changes. 

 
4. You may also want to save a copy of your form in an online personal health records 

application, program, or service that allows you to share your medical documents with 
your physicians, family, and others who you want to take an active role in your advance 
care planning.  

 
5. If you want to make changes to your documents after they have been signed and 

witnessed, you must complete a new document. 
 
6. Remember, you can always revoke your Kansas document. 

 
7. Be aware that your Kansas document will not be effective in the event of a medical 

emergency.  Ambulance and hospital emergency department personnel are required to 
provide cardiopulmonary resuscitation (CPR) unless they are given a separate directive 
that states otherwise. These directives called “prehospital medical care directives” or “do 
not resuscitate orders” are designed for people whose poor health gives them little chance 
of benefiting from CPR. These directives instruct ambulance and hospital emergency 
personnel not to attempt CPR if your heart or breathing should stop.  

Currently not all states have laws authorizing non-hospital do-not-resuscitate orders. We
suggest  you speak to  your  physician  if  you are  interested  in  obtaining  one. Caring
Connections does not distribute these forms. 

Appendix C
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Participant’s recruiting Letter 
DATE
Dear ____________________,
Pine Ridge Family Health Center is starting a new project to help you consider your health care 
wishes. David Kimani, who you might have met at the clinic, is in the Doctor of Nursing Practice
(DNP) Program at Washburn University studying to be a nurse practitioner. He will be leading 
this project as part of his DNP project. Please see his notes below.
Best,
Shirley Dinkel, APRN
From David
As part of my degree requirements of the Doctor of Nursing Practice (DNP) Program at 
Washburn University, I will be completing a final project at Pine Ridge Family Health Center. 
My goal for this project is to develop and implement advanced directive policies and procedures 
at the clinic and to help patients who are interested in completing their own Advanced Care 
Planning (ACP) documents. Advanced care planning is a process by which patients, their loved 
ones, and health care providers recognize the need for a conversation, and discuss values, goals, 
beliefs of the patient as well as preferences for future care. An Advanced Directive is a legal 
document that allows patients to define their own decisions for future care following these 
conversations. 
I am sending this letter to invite you to participate in this project. Your participation is 
completely voluntary. If you decided to participate, we will follow a 4-step process:

1. Please contact me at your earliest convenience if you would like to learn more about the 
project. I would be happy to answer any question you may have about the project and 
schedule an appointment if you agree to participate. 

2. I must have a signed consent form before we meet. If you desire to participate, read and 
sign the enclosed consent form and mail or email it (or a copy) back to me. 

3. Call me (785-783-8453 or mail back letter to 2721 SE 10th Street, Topeka, KS  66607) to 
make an appointment. We can meet either through telehealth or through face-to-face 
appointment once the clinic reopens, which we hope will be soon. If we meet in the 
clinic, you can bring the signed consent form with you. 

4. We can complete the advanced care planning forms together at the appointment date and 
time, or you can keep the forms to talk them over with your family members.

Thank you for considering this opportunity to help me complete my Doctor of Nursing Practice 
Project and I look forward to working with you this semester. 
Sincerely 

David Kimani: DNP/FNP student.  
Washburn University 

Appendix D
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Pre-visit Collection Data tool

Demographic Information 

1) My age is 50 years or older    
 Yes  No      

2) I have completed my own Advanced Directive:  

 Yes  No      

    If yes, please  the actions that you have taken since completing your Advance Directive 

 I have talked with my physician about my Advanced Directives 

 I have talked to my family about my Advance Directives 

 I have talked with both my physician and my family about my Advance Directive

 I have not talked with anyone about my Advance Directive        

    If no, please  the response or response that best describe your reason or reasons for not 
completing an Advance Directive 

 I have not had the time to complete an Advance Directive. 

 My family already knows my wishes. 

 My physician knows what decisions would be most appropriate for me. 

 I do not believe Advance Directives are useful. 

 I am not interested in completing an Advance Directive at this time. 

 I do not have access to the forms needed to complete an Advance Directive. 

 Other:    

 Add any additional information:

                 

  If no, are you interested in completing an Advance Directive within the next year?    

  Yes  No         

 

Appendix E
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Yes

Yes

Y
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Eligible patient

population 
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-Implement Solution 
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Was it
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Is it accepted?

Is it

completed? 
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Appendix F

Policy and Procedure

Purpose of Policy

The purpose of the policy is to ensure compliance with the Patient Self Determinant Act (PSDA) 
in a manner as to expand the patient, personnel, and community knowledge base regarding 
Advance Directives and the process by which patient participation in medical decision-making is
carried out at Pine Ridge Family Health Center. 

Policy

The Clinic respects the rights of patients and recognizes that each patient is an individual with 
unique health care needs. It is the policy of Pine Ridge Family Health Centre to respect and 
encourage patient self-determination. Patients have the right to make decisions about their 
medical care, including decisions that pertain to discontinuing treatment as permitted by law. 
Patients’ rights are realized through collaboration with their care provider to make decisions 
involving health care initiatives including the right of patients to formulate advance directives, 
including the decision to appoint a surrogate to make health care decisions on behalf of patients 
when they are not in a position to make competent decisions. The clinic has in place a 
mechanism to provide information about ADs at the time of presentation. This applies to all 
patients 50 years and older that present at clinic as a therapeutic outpatient. The provision of care
is based on the most recent AD which is kept in the patient’s medical record. ADs can be 
changed at any time while patients are competent to do so. When ADs are updated, the file in the
medical record will be updated. The patient’s legal decision maker has responsibility to exercise 
the rights outline on behalf of the patients only if found by care provider to be medically 
incapable of making those decisions or unable to communicate their wishes regarding treatment. 

Procedures

1. When adults, age 50 years and older presents to the Clinic, the registration staff will ask 
patient whether there is ADs on file in the electronic medical record (EMR).  

2. If the patient indicates that an AD has been completed, the registration staff will verify 
that an AD is in EMR and confirm with patient if the AD on file is current. 

3. If the patient reports there is a document, but it is not in the EMR, patient will be directed
to obtain a copy of the AD for clinic as soon as possible. 

4. If patient reports that he or she has not completed an AD, the registration staff will ask 
the patient if he or she would like to complete one and if they would like to complete it at
clinic or take a form to complete it at home. An alert will be placed on EMR for nurse 
practitioner to remember to discuss ADs with patient after what brought the patient to the
Clinic has been addressed
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Implementation of Advanced Directives Policies and 
Procedures for Adults Living at or Below the Federal 
Poverty Level. 

DAVID KIMANI 

WASHBURN UNIVERSITY DNP STUDENT 

COMMITTEE MEMBERS: DR. JAMISON, DR. DINKEL, & DR HARTMAN. 



Introduction

 An advance directive is a legal document that allows a 
patient to define his or her decisions for future care 
following advance care planning (ACP) conversations.

 The self-autonomy promoted by ADs is established in 1991 
in legislative policy through the Patient Self Determination 
Act (PSDA).  

 PSDA encourages patients to draft ADs while they are still 
competent. 

 Most Americans -75% feel comfortable discussing issues 
relating to Advanced Directives. 

 90% of these patients indicated that their doctor never asked 
them about their wishes (Rao et al., 2014). 

Problem Statement 

 Only 25% to 30% of Americans have completed ADs (Ko et 
al., 2016). 



Purpose Statement 

The purpose of this DNP quality improvement project is to develop and 
implement advanced directive (AD) policies and procedures to enhance 
the rate of advance care planning completion in patients above 50 years 
of age and to complete a pilot project of the process. 

We expect 25% of the adult’s patients who participate in the pilot 
project between February 2020 and May 2020 will complete ADs.

The long-term goal is to have approximately 50% of those 50 years of 
age and older patients’ ADs completed by 11 months.  



Background 

Advance care planning (ACP) allows patients to

 Embrace the notion of self-recognition 
and self-determination

 Express preferences for care

 Remain in control of their medical 
treatment

 Prevent unnecessary treatments

 Reduce overall costs

Inadequate advanced directive (AD) completion 
 Can lead to unnecessary, aggressive, life-prolonging 

interventions which are often uncomfortable and expensive. 

 The costs of these unnecessary treatments are often incurred 
by families or taxpayers (Bernacki et al., 2014). 

 Inadequate AD completion can also lead to increased 
incidence of the following among loved ones. 

 major depressive episodes

 panic disorder

 substance abuse

 post-traumatic stress disorder 



Background 

The Advanced Care 
Planning (ACP) process 
can occur at any time. 

Medicare is the primary 
payer for patients over 65 
years of age.

Medicare covers ACP as a 
separate service by 
providers using the 
physician fee schedule and 
the Current Procedural 
Terminology (CPT) code 
99497.

Providers are reimbursed 
$86 for the first 30-minute 
session conducted in the 
office or $80 if done in the 
hospital.



Literature Review-Barriers to Implementation 

Socioeconomic Status: Researchers reported that low income was associated with lower ADs completion rate 
among patients with advanced cancer. They concluded that interventions to promote completion of ADs 
among lower income patients with serious illness are needed (Saeed et al., 2019).  

Socioeconomic Status: Researchers reported that low income was associated with lower ADs completion rate 
among patients with advanced cancer. They concluded that interventions to promote completion of ADs 
among lower income patients with serious illness are needed (Saeed et al., 2019).  

Provider Failure to Initiate. Over half (55%) of patients with lung and colorectal cancer reported having 
their first ACP discussion in the hospital and only 27% reported those discussion were conducted by their 
oncologist. The researchers suggested that PCPs initiate ACP discussion before referral to a specialist (Mack et 
al., 2012).

Provider Failure to Initiate. Over half (55%) of patients with lung and colorectal cancer reported having 
their first ACP discussion in the hospital and only 27% reported those discussion were conducted by their 
oncologist. The researchers suggested that PCPs initiate ACP discussion before referral to a specialist (Mack et 
al., 2012).



 Literature Review-Barriers to Implementation 

Fear: Providers are reluctant to discuss ADs because they fear the patient may think the provider is giving up 
(IOM, 2014; Odejide et al., 2016). However, the evidence suggests otherwise. ACP discussion relieves anxiety 
and helps patients feel more prepared to make informed health decisions (Bernacki et al., 2014).  

Fear: Providers are reluctant to discuss ADs because they fear the patient may think the provider is giving up 
(IOM, 2014; Odejide et al., 2016). However, the evidence suggests otherwise. ACP discussion relieves anxiety 
and helps patients feel more prepared to make informed health decisions (Bernacki et al., 2014).  

Insufficient time: Primary care providers are often busy and rarely find time to discuss issues that do not 
require prompt attention due to competing goals (Nelson & Nelson, 2014).  
Insufficient time: Primary care providers are often busy and rarely find time to discuss issues that do not 
require prompt attention due to competing goals (Nelson & Nelson, 2014).  

Lack of Education: Lack of awareness of state policies and insufficient knowledge regarding ADs have been 
identified as universal learning gaps among providers. Research indicates that education to fill these gaps prior 
to patient visits increase completion rates (Durbin et al., 2014; Tung et al., 2014). 

Lack of Education: Lack of awareness of state policies and insufficient knowledge regarding ADs have been 
identified as universal learning gaps among providers. Research indicates that education to fill these gaps prior 
to patient visits increase completion rates (Durbin et al., 2014; Tung et al., 2014). 



Literature Review 

Setting to Initiate 
ACP

The literature 
review supports 
primary care 
settings as desirable 
places to initiate 
ACP discussion due 
to the primary care 
provider’s unique 
relationship with 
patients in 
managing both 
preventative and 
acute care across 
the lifespan.

Both primary and 
acute care providers 
reported that ACP 
would best be 
initiated in the 
primary care setting 
due to the level of 
knowledge the 
primary care 
providers have of 
their patients 
(Ahluwalia et al., 
2014). 



Theoretical 
Framework - 
Health Belief 
Model (HBM)

 Developed in the 1950s: explains why people 
fail to undertake preventative health measures.

 The strength of the HBM relies on its use of 
simplified health-related constructs that make it 
easy to implement, apply, and test (Conner, 
2010).

 The HBM assisted in identifying facilitating and 
inhibitory factors related to completion of ADs. 

 This project focused on increasing patient 
awareness of the importance of ADs. The 
behavioral outcome was completion of an AD.



Methods

 Setting: This project was implemented in a neighborhood 
nurse-managed primary care clinic that provides care for 
patients of all ages.

 The clinic serves an average of 2,000 patients per year, most 
of which live in public housing. 

 Majority of clinic patients are enrolled in a health assistance 
program. Clinic also sees patients covered through Medicare 
and Medicaid.

 Target Population: Participants included providers (two 
nurse practitioners), staff, and select patients at the clinic. 
The pilot study targeted 50 patients 50 years of age or older. 



The Plan Do 
Study Act 
(PDSA)



Initial plan

 It was initially planned that participants would be patients 
who are established with the clinic, are 50 years and older, 
and are seen for a well visit, follow-up appointments, and/or 
medication review. 

 Participants were exclusively to be seen in person. 

 This process was changed to comply with COVID-19 social 
distancing guidelines set by the Centers for Disease Control 
and Prevention.

 The proposed plan was approved by Washburn University 
Institutional Review Board. 



Plan

❖ Three commonly utilized AD planning tools/forms were evaluated 
for use in this project.

❖  PREPARE for Care received the most support among the staff. 

❖ The nurse practitioners at the clinic were trained on how to use the 
PREPARE for Care tool through discussions. 

❖ A flag was placed in the electronic medical record (EMR) to remind 
the providers to discuss and document ADs with every patient over 
50 years of age. 

❖ Development of the plan was achieved through 

❖ Discussion with key stakeholders regarding which patients to 
target, how to recruit them to participate in the pilot project, 
and how to support their choices and autonomy with ACP.   

❖ Discussion with two nurse practitioners regarding appropriate 
Current Procedural Terminology (CPT) code that could be used 
for billing and reimbursement.

❖ All these new changes were approved by the University IRB prior to 
implementation. 



Do

 The staff was trained to implement the selected AD tool.

 The forms were mailed to eligible participants along with a letter 
that provided information about the project. 

 Participants were asked to contact the clinic at their earliest 
convenience to learn more about the project and schedule an 
appointment with a DNP student investigator if they agreed to 
participate.

 Participants were required to sign a consent form that was 
included in the mailing before participation.

 A brief pre-visit survey was administered to gather information 
on knowledge and awareness about ADs. There was minimal 
data collection of identified personal health information for this 
project. The only patient date collected was age, gender, whether 
an AD was in place at the start of the project, and whether an AD 
was completed during the project period. 

 A total of nine eligible patients who were screened during pre-
visit continued to pilot-study. 

 Participants could complete AD forms at their appointments, or 
they could keep the forms to discuss later with family. 



Study

 13 out of 114 mailings received responses and those patients 
were scheduled for appointments. Eleven were females and two 
were males. 

 Of the 13, nine (69.2%) honored appointments, filled out the 
pre-visit screening survey, and continued with the next phase of 
the pilot study. 

 Four (30.7 %) of 13 did not participate due to the temporary 
suspension of activities at the clinic because of COVID-19.

 All nine patients who attended pre-visit screening indicated 
that they never completed an AD previously.

 Seven (77.7%) reported that they did not have knowledge 
about ADs, and two (22.2%) reported being aware of ADs but 
had not talked to their primary care providers, family, or 
anyone about ADs. 

 Of nine participants who took part in the pilot study, five 
(55.5%) completed the AD protocol during their appointments. 

 Four patients (44.4%) kept the forms to talk about them with 
their family and indicated they had plans to complete the forms 
in the next month and return them to the clinic. 



Act

 Identified inefficiencies or issues that surfaced 
within the pilot study.

 Final reflections were shared, and changes were 
made before moving to full implementation in 
the next cycle. 

 The short-term project’s objective was that 25% 
of the eligible patients who participate in pilot-
study complete an AD. This objective was met. 
Five of the nine patients who participated in the 
pilot study completed ADs.

 Based on this achievement, a comprehensive 
AD protocol can be expanded to all patients 50 
years and older in the next cycle. 



Budget 

                      Cost                                                                          Item  

1 package of colored printer paper                                                $10

1 toner cartridge                                                                             $20

Lunch for staff’s educational session                                             $50

Transportation to project settings                                                   $60 for gasoline

Desk top computer and printers                                                      Used the same    

                                                                                                         electronic used by clinic.

Personnel for project                                                                       DNP student project   

                                                                                                         manager volunteer. 

Total actual cost of QI project                                                        $140



Contribution to 
the Nursing 
Profession

As primary care providers, family nurse practitioners (FNPs) are in a 
great position to facilitate and increase access to patient-centered primary 
care services. They 

 Have a special relationship with patients that allows them to 
build trust. 

 Serve as gatekeepers of healthcare. 

 Know the patients and their needs. 

 Coordinate care across multiple disciplines. 

Research has shown that APRNs have positive attitudes but moderate 
knowledge and limited experience in advance care planning. 



Interprofessional 
collaborations 

Nurse practitioners

Health services 
administrator 

Information technician



Discussions 

 ADs are a relatively new idea to most people who live at or below 
the federal poverty level and there is a need to raise awareness. 

 Many factors contributed to patients’ reluctance in completing ADs, 
however, lack of a structured ACP protocol and procedure at clinic 
was one of them.

 Staff were supportive and guided solicitation of recruiting eligible 
participants. 

 Mailings were the primary method used to recruit participants.

 We have no way of knowing if the originally proposed plan could 
have attracted more participants. 

 We do not know whether all participants received the mailing in a 
timely manner given challenges from the pandemic.

 There was no doubt that the pandemic created challenges that may 
have contributed to the small sample size. 

 Despite all challenges, nine participants showed up to their 
appointments to discuss ADs.

 Once the clinic was opened, the providers expanded delivery 
services, including offering curb care to patients, as well as face-to-
face, telehealth, and phone visits. 

 The clinic was able to offer a no charge appointment for those 
participants who did not have Medicare.



Recommendations 

 Over half of patients who completed the pilot project 
completed ADs. 

 Results of the pilot study indicated that there is need for 
greater awareness of ADs among this patient population. 

 To increase the AD completion rate, clinicians need to 
facilitate a completion process by educating patients about 
the importance and benefits of ADs. 

 “PREPARE for Care” ADs tool is around 12 pages long; it 
should be simplified into a short tool that is quick and 
convenient to administer and complete.

 A maximum fourth grade reading level tool is preferred to 
help participants understand the process better. 

 Although AD reimbursement is covered by Medicare for 
patients 65 years and older, there is need to establish billing 
system for non-Medicare patients. 



Conclusions 

 ADs is established in legislative policy through the Patient 
Self Determination Act (PSDA). 

 Advanced care planning is crucial for individuals and 
families. It allows patients to express preferences for care, 
offers choices to families, alleviates caregiver stress, 
prevents unnecessary treatments, and helps with reduction in 
overall costs. 

 Primary care settings have been notably identified as best 
setting to initiate the AD discussion. 

 Medicare may cover the costs of patient-provider encounters 
related to ADs in patients 65 years and above.

 There is need to establish a billing system that can cover 
those who are self-pay or have no insurance. 

 The value of all patients to have an ADs, and not just those 
greater than 50 years old, need to be explored. 

 This project provided a completed first cycle after extension 
revision of plan due to temporary shut down of the clinic. 

 Now the providers can continue to adjust and start the next 
cycle with recommendations. 
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