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Appendix C

Gap Analysis

58

Desired State

Current State

Action Needed

Global/State level
ACP is standard component

of routine health care for all

NPs and other health care
providers have knowledge
and skill necessary to
conduct effective ACP

conversations

Local level
ACP is standard component
of services provided by
OVM

Vulnerable populations such
as people who are homeless

have decreased access to ACP

NPs report need for education
on EOL issues and ACP
(Dube et al., 2015)

No ACP provided for OVM

clients

Communicate need for ACP,
particularly for vulnerable
populations to healthcare

providers

Develop and implement
educational intervention to
increase clinician knowledge
and skill in conducting ACP

conversations

Implement educational
intervention for OVM staff

Note: ACP = advance care planning; NP = nurse practitioner; EOL = end of life; OVM =

Opportunity Village Marin
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Appendix D

Study Characteristics and Findings
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Authors, Year Design, Variables or  Setting, Sample Results Limitations, Conclusions
Level, Topics Strengths
Rating

Song, Ratner, RCT DV: ADC 8 service sites, Total ADC: Strength: ACP interventions

Wall, Bartels, IV: Guided Minneapolis, MN  26.7% Sample similar to  were effective.

Ulvestad, Level | A intervention N: 262 Guided ADC: homeless in state  Guided intervention

Petroskas . . .& or self-guided Male: 73.7% 37.9% of MN and U.S.  was associated with

Gelberg (2010) intervention Black: 53.8% Self-guided significantly higher
White: 31.7% ADC: 12.8% Limitation: levels of ADC than a
Native American:  Surrogate No literacy self-guided intervention
6.9% designation: 87%  assessment. (p <0.001).

Song, Wall, RCT DV: ADC Drop-in center, Total ADC: 44%  Limitation: ACP interventions

Ratner, Bartels, IV: Guided St. Paul, MN Guided ADC: Small sample were effective. Guided

Ulvestad, & Level IB intervention N: 59 59% intervention was

Gelberg (2008) or self-guided Male: 75% Self-guided associated with

intervention Black: 51% ADC: 30% significantly higher

White: 34% levels of ADC than a
Native American: self-guided intervention
7% (p =0.02).

Leung, Nayyar, Quasi- DV: ADC Homeless shelter,  Total ADC: Limitations: Physician and student-

Sachdeva, experiment 1V: Guided Toronto, Canada  50.2% Setting with guided interventions

Song, & Hwang intervention N: 205 Surrogate universal health were effective in

(2015) Level 11 B Male: 100% designation: insurance may attaining ADC and
Black: 8.8% 61.2% not be surrogate designation.

White: 70.2%
Asian: 11.2%

comparable to
U.S.
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Authors, Year Design, Variablesor  Setting, Sample Results Limitations, Conclusions
Level, Topics Strengths
Rating
Bartels, Qualitative Content Drop-in shelter, EOL concerns: Limitations: ADs have added value
Ulvestad, analysis of St. Paul 1. Notifying Analysis only of  for homeless
Ratner, Wall, Level 111 B completed Minnesota family guided population in
Uutala, & Song homeless- 2. Leaving family intervention arm  documenting post-
(2008) tailored ADs  N: 17 3. Burden on participants from  death preferences.
Male: 82.4% family Song et al., 2008  Psychological stresses
Black: 64.7% 4. Cost of burial exceeded physical
White: 23.5% 5. Dying alone concerns.
Native American:
11.8%
Ko, Kwak, & Qualitative Semi- Transitional Themes identified Limitations: Many characteristics of
Nelson-Becker structured housing site, San  with good death:  Single site, small  good and bad death
(2015) Level 111 B interviews Diego, CA 1. Peaceful death  sample identified by
about 2. Lack of participants were
characteristics N: 21 suffering similar to those
of good and Age: 60+ 3. Spiritual expressed by other
bad death Male: 85.7% connection study populations.

Black: 23.8%
White: 52.4%
Latino: 14.3%

4. Reconciling
with loved ones

Themes identified
with bad death:

1. Violent death
2. Prolonged life
support

3. Becoming
dependent

4. Dying alone

However,
characteristics such as
violent death, dying
alone, and making
amends with loved
ones represent concerns
particularly relevant to
homeless persons.
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Authors, Year Design, Variablesor  Setting, Sample Results Limitations, Conclusions
Level, Topics Strengths
Rating
Ko & Nelson- Qualitative Semi- Transitional Themes Limitations: Though some felt ACP
Becker structured housing site, West identified: 1. Single site, small  was not important,
(2014) Level 11l B interviews coast U.S. city Discomfort with ~ sample others believed their
about EOL N: 21 EOL topic vulnerability increased
concerns and  Age 60 + 2. God controls their need for ACP.
preferences Male: 85.7% EOL
Black: 23.8% 3. Physicians Need for sensitivity in
White: 52.4% trusted to make broaching topic.
Latino: 14.3% care decisions
4. ACP not a
priority, but is
important
Song, Bartels, Qualitative Focus group 6 social service Themes included: Strengths: Homeless participants
Ratner, interviews agencies in 1. Dying alone In-depth had many experiences
Alderton, Level 111 B about EOL Minneapolisand  and unnoticed interviews and feelings related to
Hudson, & care concerns  St. Paul, MN 2. Fate of body enabled detailed  death and EOL care,
Ahluwalia and 3. Concerns and nuanced some of which are
(2007) preferences N: 53 associated with discussion and different from other
Male: 65% veteran status findings populations.
Black: 27% 4. Feelings about
White: 22% notifying family ~ Multiple sites

Native American:
36%

5. Experiences of
others’ deaths
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Authors, Year Design, Variablesor  Setting, Sample Results Limitations, Conclusions
Level, Topics Strengths
Rating
Song, Ratner, & Qualitative Focus group  Shelter, Themes Limitation: Homeless participants
Bartels (2005) interviews Minneapolis, MN identified: Small pilot study  had strong interest in
Level 111 B about EOL 1. Death as discussing EOL topics,
experiences,  N:11 sudden, certain, to the surprise of the
concerns, and  Male: 100% often violent researchers
conceptions 2. Fear of dying
of good death ~ Social workers alone, violently,
(N: 9) from two or in pain
homeless service 3. Concerns about
organizations fate of body
were also 4. Religious
interviewed concerns
5. Barriers to
health care,
mistrust of
providers
6. Lack of
trusting
relationships
Tarzian, Neal, Qualitative Focus group  Urban U.S. clinic  Themes Limitation: Participants expressed
& O’Neil, interviews for individuals identified: Single site, small  same range of preferences
(2005) Level 111 B about EOL experiencing 1. Valuing sample for EOL care as larger
experiences,  homelessness preferences Strengths: population.
decision- 2. Intensity of Acknowledge- Authors emphasized
making, and  N: 20 emotions ment of importance of self-
preferences Male: 60% 3. Importance of  socioeconomic awareness for clinicians.
Black: 80% religion and racial

differences
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Authors, Year Design, Variablesor  Setting, Sample Results Limitations, Conclusions
Level, Topics Strengths
Rating
Tarzian et al., White: 20% 4. Compassionate  between
(2005) cont’d care researchers and
5. Need for more  participants
ACP
opportunities Counseling

offered after
focus group.

Note: RCT = randomized controlled trial; DV = dependent variable; IV = independent variable; ADC = advance directive completion;
ACP = advance care planning; AD = advance directive; EOL = end of life. Evidence evaluated with Johns Hopkins Nursing Evidence
Based Practice Research Appraisal Tool (Dearholt & Dang, 2012).
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Appendix E

Project Timeline
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2016

2017

Jul

Aug

Sep | Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

Prospectus
Approval

ACP/ POLST
Training

Toolkit
Development

OVM Needs
Assessment

OVM planning
meetings

Pilot ACP
OVM,
Enterprise

Seminar
Development

OVM Seminar
Implementation

3/3

CANP Seminar
Implementation

3/18

Data Analysis

Write-up

Final
presentation

Note: ACP= Advance care planning, POLST = Physician Orders for Life-Sustaining Treatment,

OVM = Opportunity Village Marin, CANP = California Association for Nurse Practitioners
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Appendix F

Work Breakdown Structure

Seminar Evaluation Toolkit
Curriculum Instruments
s A e N s A
Significance of .
— ACP & — Seminar Pre-test — ACP Bas_lc
Information
Homelessness
& J . J & J
4 ) ( N\ ( 1\
Homeless ACP Seminar Post- Stages 9f Change
— : L — & Motivational
Evidence test Lo
Interviewing
& J . J & J
4 ) ( 1\
| | ACP Basic | | Conversation
Information Tips & Phrases
. J . J
s A s A
| | Conversation | | Homeless ACP
Tips & Phrases Evidence
o J o J
s A s A
AD Form
— AD Documents —  Samples and
Information
& J & J
4 ) ( 1\
Role Client Folders
—1 Play/Simulation — containing ADs
Scenarios and ACP FAQs
& J & J
e N
Group
Discussion
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Appendix G
Intervention Materials
Learning Objectives

1. Identify at least three commonly reported end-of-life concerns among homeless
individuals

2. ldentify at least two evidence-based rationales for offering advance care planning to
homeless individuals

3. Identify advance directive forms appropriate to individual health status and literacy level

4. Demonstrate at least two recommended conversational techniques in a role-play scenario
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Advance Care Planning Toolkit
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Sarah Hubbell, DNP(c), RN, CNL
University of San Francisco
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Advance Care Planning Toolkit
Contents
Essentials
Advance Care Planning Essentials
FAQs
Advance Care Planning Steps

Stages of Change and Advance Care Planning

Conversations

Effective Communication for Advance Care Planning
Nonverbal and Verbal Communication

Conversation Tips and Phrases

Forms

Facts and FAQs
California Advance Health Care Directive

Physician Orders for Life-Sustaining Treatment

Homelessness

Homelessness and Advance Care Planning
Key Research Findings on Homelessness
Recommendations for ACP with Individuals Experiencing Homelessness

Resources

68



PROMOTION OF ADVANCE CARE PLANNING 69

Advance Care Planning Essentials

What is advance care planning?

¢ Advance care planning (ACP) is the process of “making decisions about the care you
would want to receive if you are unable to speak for yourself” (NHPCO).
e ACP usually consists of a series of conversations over time involving patients,

families, and care providers and may include the completion of advance directives.

For whom is advance care planning appropriate?

e ACP is appropriate for all adults, not just those who are elderly or seriously ill.

What are advance directives?

e Advance directives are legal documents that may:

1. Designate someone (a “proxy”) to make medical decisions when a person is
no longer able to make decisions for him- or herself. (This is also known as
power of attorney for healthcare)

2. Describe wanted and unwanted medical treatments. (This is also known as a

living will).

Why is advance care planning important?

e Advance care planning promotes patient-centered care at the end of life by allowing
care plans to be informed and shaped by patient preferences.
e Advance care planning can provide peace of mind for patients and may reduce

burdens and conflicts for loved ones.
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Advance Care Planning Steps

Advance care planning may be conceptualized as a number of steps, listed below
(Lum, Sudore, & Bekelman, 2015). A single conversation may only address one or two of
the steps, but initiating the process may help stimulate patients’ interest and set the stage
for future conversations. Engaging in multiple ACP conversations over time may help
prepare patients and surrogates to make health care decisions at the time the need arises
(Sudore & Fried, 2010). Even if ADs are not completed, clarification of values and
identification of treatment goals are valuable outcomes. Individuals should be encouraged
to communicate their preferences, values, and goals to loved ones as well as health care
providers in order to improve the likelihood that their wishes will be honored. Similarly,

completed ADs should be copied and shared.

1. Assessreadiness

2. Identify decision maker

3. Explore values/Goals of care
4. Document preferences

5. Apply preferences to care plans



PROMOTION OF ADVANCE CARE PLANNING 71

Stages of Change & Advance Care Planning

Advance care planning can also be understood as a health behavior. Using the
transtheoretical stages of change model can be useful to understanding individual
readiness and willingness to engage in advance care planning (Fried, Bullock, Ilannone, &
O’Leary, 2009). Clinicians should not expect clients to complete advance directive
documents after a single conversation, but rather, should plan to undertake a number of
conversations over time as clients move through the stages of change. Even after
documents have been completed, however, the process continues. Changes in health status,

values, and goals of care over time necessitate ongoing revision of advance directives.

Stage Individual characteristics/actions
Precontemplation No awareness of or interest in ACP
Contemplation Increased perception of relevance of ACP, considers ACP
Preparation Begins values clarification, plans to discuss ACP
Action Engages in ACP conversations, completes advance directives
Maintenance Reconsiders choices and values, revises advance directives

Motivational interviewing, described by Rollnick, Miller, and Butler (2008), is a
method of communication often used with the transtheoretical model to promote
behavioral change. Motivational interviewing consists of eliciting and amplifying
individuals’ own reasons for changing a behavior. The clinician provides reflective
responses that serve to highlight ambivalence and reveal conflicts between patients’ stated

goals or values and the effects of current behaviors. Rather than telling patients why they
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should change or adopt behaviors, clinicians guide patients to identify their own
motivations for change. For example, the clinician might begin by inquiring briefly about
the individual’s reasons for not participating in ACP. Next, the clinician would inquire about
reasons he or she might participate in the future. Motivational interviewing consists of a
collection of conversational techniques, but simply asking individuals to identify potential
benefits of participating in advance care planning may be helpful. Those who are already
familiar with motivational interviewing may certainly apply additional aspects to advance

care planning conversations as well.
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Effective Communication for Advance Care Planning

Nonverbal Communication

1. Sitdown
Sitting conveys full attention, feels less rushed and more satisfying to
client/patient.

2. Eye contact
Maintain comfortable eye contact. Do not look at screens or papers while
client/patient is speaking.

3. Maintain open posture
Avoid crossing arms and legs. Rest hands with palms facing up.

4. Leanin
Leaning forward conveys interest in the conversation, whereas leaning
backward conveys boredom or lack of engagement.

5. Comforting touch ok
Lightly touch arm or leg at appropriate moments. Don’t ignore outbursts of

emotion.
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Verbal Communication

1.

2.

Avoid medical jargon
Speak slowly
Demonstrate respect for gravity of the topic.
Pause frequently
Allow time for thoughtful responses. Count to 4.
Ask for clarification when needed
“Can you tell me what __ means to you?”
Paraphrase to be sure you understand correctly
“What I hear you saying is .. “
Screen for additional concerns before moving on to another topic

“Is there something else you’d like to add or ask?

(Wasylynuk & Davison, 2016)
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Conversation Tips and Phrases

1. Normalize the discussion:

“Part of my job is to talk to my patients/clients about the end of life.”

“This is something I talk about with everyone.”

2. Ask permission/Assess readiness:
“Have you ever thought about what might happen if you got so sick that you
couldn’t make decisions anymore?”

“Would it be ok if we talked about that today?”

3. Discuss decision-making proxy before treatment preferences:
“Is there someone you trust to make decisions about your health care for you if
you were too sick to decide for yourself?”

“What would you want that person to know?”
4. Relate to their health problem/situation
“Many people with (your condition) think about the possibility of dying and

have questions or worries about this. What concerns do you have?”

5. Ask about past experiences
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“Have you had experience making medical decisions for anyone during a
serious illness? How was that for you?”
6. For most patients, discuss goals of care and any unacceptable states of being rather
than specific interventions:
“What makes life worth living?”
“Some people say they want to live as long as possible, even if they are
uncomfortable or are unable to eat or communicate. Others would not want to

be in those situations. How is it for you?”

(Lum et al., 2015)
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Advance Directives: Facts About Forms

The main functions of advance directives are to:
1. Appoint one or more surrogate decision-makers

2. Indicate treatment preferences.

Completion of any section of advance directives is always voluntary. Individuals
may opt to complete only the decision-maker (or “medical power of attorney”) section,
only the treatment options (or “living will”) section, or both. Many different advance

directive forms are legal and available. One highly recommended form developed by health

literacy experts is available as a free download from www.iha4health.org/our-

services/advance-directive/, and is displayed later in this section. Another popular option

is the Five Wishes form, available from www.agingwithdignity.org for a fee. This form

includes detailed comfort-focused options that other forms lack. It is most suitable for

those with higher literacy levels who are interested in shaping their end-of-life care.

Key points:
e (alifornia law requires that advance directive forms be signed by 2 witnesses or be
notarized.
e Health care providers may not serve as witnesses for patients under their care.

e Copies of completed advance directives are as valid as originals.


http://www.iha4health.org/our-services/advance-directive/
http://www.iha4health.org/our-services/advance-directive/
http://www.agingwithdignity.org/
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POLST — Physician Orders for Life-Sustaining Treatment

What is POLST?

POLST is used to direct care across multiple settings for people with serious, life-
limiting illness.

POLST forms are intended to move with the individual to ensure that care
preferences are honored no matter where the person receives care.

POLST does not replace an advance directive. Patients with POLST should also have

an advance directive.

Who signs POLST?

A health care provider (physician, nurse practitioner, or physician assistant) must
sign this form, though preliminary discussions may be facilitated by social workers,
case managers, or others involved in the patient’s care.

Nurse practitioners and physician assistants should only sign the newer version of

the form that includes their titles.

How sick should a person be before having a POLST?

Health care providers should consider completing POLST if the person’s death
within one year would not be surprising.
POLST directs care for a person’s current condition, not for an unforeseen future

illness.
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Where can | find a POLST form?

e POLST forms may be downloaded for printing from www.capolst.org or ordered on

thick pink paper through a link on www.capolst.org .

e POLST forms need not be pink, though use of thick pink paper was intended to

enable easy location of the POLST form once completed.

Can | make a copy of the form in case the original gets lost?

e Yes, copies of completed POLST forms are as valid as originals.

My client wants to allow CPR, but doesn’t want to be intubated. Is that ok?

e No. Selecting “Attempt Resuscitation/CPR” in section A requires selection of “Full
Treatment” in section B. Opting for CPR necessitates following advanced cardiac life
support (ACLS) algorithms (protocols), which include advanced airways,
medications, and IV fluids.

In this situation, the client may wish to select “Trial Period of Full treatment” to

avoid prolonged mechanical ventilation.


http://www.capolst.org/
http://www.capolst.org/
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Homelessness and Advance Care Planning

People who are homeless experience greater rates of illness and comorbidities than
people with stable housing (Brown, Kiely, Bharel, & Mitchell, 2012). Even independent of
other risk factors, homelessness increases risk of death (Morrison, 2009). Life expectancy
among people who are homeless is estimated to be 12 years shorter than life expectancy of
people who are not homeless.

Advance care planning is recognized as a standard component of primary care for
adults of all ages (IOM, 2014; AAFP, 2013). People who are homeless are less likely to have
access to regular primary care and are seldom offered opportunities for advance care
planning (Leung, Nayyar, Sachdeva, Song, & Hwang, 2015). Integrating advance care
planning into the care of people who are homeless is important to promote patient-
centered care and self-determination for this vulnerable population. Many people who are
homeless have experienced discrimination or have felt mistreated in health care systems.
Advance care planning enables self-advocacy for individuals who are homeless even when
they are no longer able to speak for themselves (Song et al., 2007).

Researchers have investigated end-of-life concerns and fears among people who are
homeless. Some of these concerns, such as dying in pain, are similar to those of general
populations. Others however, are particular to homeless populations, such as concerns
about one’s death going unnoticed, or one’s body not being correctly identified (see next
section for additional findings). Eliciting individuals’ concerns and fears about death may
help care providers and client advocates to better meet the advance care planning needs of

homeless individuals.
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Researchers have also studied effectiveness of advance care planning interventions
with homeless populations. Overall, the interventions were effective, with about half of
participants successfully completing an advance directive document in a single session.
Two studies found that participants were more likely to complete an advance directive if a
counselor or clinician guided the process than if they were given a written guide for
assistance. Most participants were able to identify a suitable surrogate decision-maker.
Researchers also found that religious beliefs and traumatic experiences were often
significant in shaping end-of-life preferences of homeless individuals. Opportunities for

advance care planning should be offered to people experiencing homelessness.
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Key Research Findings on Homelessness and Advance Care Planning

End-of-Life Concerns Reported by Individuals Experiencing Homelessness
e Fear of dying alone or unnoticed
e Fear of dying violently or painfully
e Uncertainty regarding identification or disposition of one’s body
e Concern about receiving inadequate healthcare because of homeless status

e Concern that preferences will not be honored

(Ko, Kwak, & Nelson-Becker, 2015; Tarzian, Neal, & O’Neil, 2005; Song et al., 2008)

Advance Care Planning Interventions with Homeless Populations
e Participants were more likely to complete advance directives with assistance
(Song et al., 2008; Song et al., 2010)

e Most participants were able to identify a surrogate decision maker

(Songetal,, 2010; Leung et al., 2015)
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Recommendations for ACP with Individuals Experiencing
Homelessness

1. Approach ACP with sensitivity: Ask permission to discuss death

Death is a difficult topic to discuss, particularly for those who have
witnessed violent, painful, or otherwise “bad” deaths, as is common

among people who are homeless
2. View ACP as a process: Expect to engage in multiple conversations over time

Perception of the need for ACP, values clarification, and formulation of
care preferences occur over time, particularly for those who have not

previously considered or discussed these topics.

3. Acknowledge significance of lived /witnessed trauma in shaping end-of-life attitudes
Traumatic experiences are common among homeless individuals

4. Respect potential importance of religion/spirituality in end-of-life discussions
Health care providers may underestimate role of religion/spirituality

5. Avoid imposing one’s own care preferences or beliefs about good vs. bad death

Care preferences vary widely in homeless and non-homeless
populations. However, those with poor access to care may fear

inadequate care more than prolonged aggressive care.
6. Document identifying scars, tattoos, other distinctive physical characteristics

Physical features may assist with identification of an unresponsive or

deceased individual. Belongings such as 1.D. cards may be lost or stolen.
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7. Pursue available options for storing and sharing completed forms (copies to

hospitals, electronic database, etc.)

Keeping paper documents dry and intact is difficult for people who lack

housing.
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Resources

Institute for Healthcare Advancement

www.iha4health.org/our-services/advance-directive/

Free downloadable California Advance Health Care Directive suitable for low-literacy

levels.

Coalition for Compassionate Care of California

www.coalitionccc.org

Detailed information on advance care planning for health care professionals and the public.

Educational handouts available for purchase.

Aging with Dignity
www.agingwithdignity.org
Five Wishes forms and educational materials for purchase. Suitable for patients with high

literacy levels who are interested in specifying care measures, including comfort options at

the end of life.

California POLST

www.capolst.org

Information about POLST. Downloadable forms available in a variety of languages.

National Hospice and Palliative Care Organization

www.nhpco.org

Information about hospice and palliative care for health care professionals and the public.


http://www.iha4health.org/our-services/advance-directive/
http://www.nhpco.org/
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Client Handout

What is advance care planning?

Advance care planning means making decisions about the kinds of care you would
want if you could not speak for yourself.

What is most important to you in life? What are your hopes for the future?
What do you know about your health? What worries do you have about getting
sick or about dying? Thinking and talking about all of these things can help create a

plan that is right for you.

Why is advance care planning important?

Advance care planning helps health care providers and loved ones know your
wishes so that if you become very sick or are dying, they can give you the type of
care you would want.

Letting others know what is important to you may help you feel more at peace.
Advance care planning can also reduce stress and conflicts among your family or

friends when you are ill or dying.

What are advance directives?

Advance directives are legal documents that allow you to:
= Choose someone to make medical decisions for you in case you
become too sick to make your own decisions.

= Say what medical treatments you do or do not want.
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The California Advance Health Care Directive included in this folder can help you
think about what is important to you. Share your thoughts with your nurse, doctor,

or social worker, and complete the form when you feel ready.
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Advance Care Planning Patient Scenarios

=

imi
Age 68

Recently discharged from the hospital after admission for community-acquired pneumonia.
30 pack-year smoking history

Mimi lost her home after her husband died 2 years ago. She has been living in her car.
Has one daughter in another state, but they do not speak.

Decision-maker: She does not want her daughter to make decisions about her care.
She thinks maybe her former neighbor, Susan, could be a decision-maker for her, but she
hasn’t talked to her in a few months.

Health concern: “I have lots of trouble with my breathing. I worry that one day I just won’t
be able to breathe - It’s a horrible feeling not being able to catch your breath”

Past experience: Husband’s death was long and slow. He was on a ventilator. This
experience was difficult for Mimi because she didn’t know if he would have wanted to live

that way.

Mimi is hoping for a painless, peaceful death.
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Jim

Age 55

History of chronic heavy alcohol use, now drinks occasionally
Homeless for 5 years, now in transitional housing

Divorced
Has two sons, knows their contact information, and thinks they could make decisions for
him if needed, though he isn’t sure they would be willing

Health concern: “I know my liver is ruined. That's my own fault and there’s really nothing
anyone can do about it.”

Religion is important: “God is in control, really. I am just trying to do the best I can and
make peace with God.”

Felt disrespected in the ER in the past. Doesn’t like hospitals for this reason.

Jim becomes uncomfortable at some point during the discussion and changes the subject.

Karen
Age 40
Recently diagnosed with stage IV ovarian cancer.

Karen rented a house with her sister Beth until 1 year ago, when the rent went up
significantly and her sister’s debts became unmanageable. They were evicted and are
currently in transitional housing together, after spending nearly one year in shelters.

Decision-maker: Karen'’s sister Beth would be a good surrogate decision-maker.
Beth should know that Karen doesn’t want to have a lot of pain. Karen trusts Beth not to
“give up on her” too soon.

Health concern: managing her cancer pain

Fears: She witnessed many acts of violence in the neighborhood surrounding the shelter
and is afraid of a violent, painful death.

For Karen, the hospital is a place where she feels relatively safe.

She would not mind dying in the hospital.

Karen is hoping for a miracle to cure her cancer, but she knows this is unlikely.
Karen is interested in learning more about advance directives/ POLST forms and may

express care preferences if asked (probably preferring a trial period of full treatment). She
doesn’t want Beth to have to worry about making the right choices.
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Suggested Phrases for Advance Care Planning Conversations
Getting started (normalize, assess readiness)
“Part of my job is to talk to my patients about the end of life.”
“This is something I talk about with everyone.”
“Have you ever thought about what might happen if you got so sick that you couldn’t
make decisions anymore?”
“Would it be ok if we talked about that today?”
Discussing decision-making proxy:
“Is there someone you trust to make decisions about your health care for you if you
were too sick to decide for yourself?”
“What would you want that person to know?”
Discussing values, concerns: (relate to current situation, past experiences)
“Many people with (your condition) think about the possibility of dying and have
questions or worries about this. What concerns do you have?”
“Have you had experience making medical decisions for anyone during a serious
illness? How was that for you?”
Discussing goals of care/unacceptable states:
“What makes life worth living?”
“Some people say they want to live as long as possible, even if they are uncomfortable
or are unable to eat or communicate. Others would not want to be in those situations.
How is it for you?”

(Lum, Sudore, & Bekelman, 2015)
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Suggested Phrases for POLST Conversations

Begin with general discussion of health and goals of care. “How have things been for
you lately?” “What are you hoping for with your illness?”

Introduce the form: “POLST documents your wishes for your care in serious medical
situations. Health care providers anywhere you are treated will have to follow these
instructions. You can decide to change your mind about your choices at any time.”

Section A:

Describe CPR first. Caution that CPR rarely leads to survival for people who already
have serious medical problems.

Then ask “If you have died a natural death, would you want us to try CPR?”

Section B:

If answered yes to CPR, mark Full Treatment and say: “If we can get your heart
beating again with CPR, you would next be in the ICU on a ventilator. If you weren’t getting
better and you didn’t have a good chance of recovery, would you still want to be kept alive
on life support? (If no, then select Trial Period)

If answered no to CPR, describe a “bad pneumonia” scenario with examples of the
three different levels of treatment (ventilator, IV antibiotics, or comfort only).

Then ask: “If you were really sick would you want to be placed on the ventilator,
with the primary goal of prolonging your life with all medically effective treatments? Does
one of the other treatment plans sound better to you?”

Section C:

Describe scenario of a “bad stroke” or advanced Alzheimer’s — unable to
communicate or swallow. Present the option of feeding liquid food by mouth as tolerated
vs. tube feeding. Caution that artificial feeding can be uncomfortable and does not prevent
aspiration pneumonia.

“Would you want hand feeding to allow you to eat as best you can, or would you want

artificial nutrition by a tube?”

Adapted from The POLST Conversation (Coalition for Compassionate Care of California, 2016)
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Strengths, Weaknesses, Opportunities, and Threats

Strengths

Weaknesses

OVM mission consistent with project
Strong relationship between USF and
OVM

CANP conference presentation

Lack of direct engagement with
clinics serving homeless clients
Potential disagreement about ACP as

priority intervention

for ACP toolkits for public health
nurses

Upcoming article in Public Health
Nursing will potentially draw more
attention to ACP needs of people who

are homeless

=

g allowed intervention to reach NPs Clinician time constraints

- from different regions in California Difficult to measure impact of
OVM committed to continuing ACP intervention, given the ongoing and
as standard component of services individualized nature of ACP.

Opportunities Threats

New Medicare/MediCal payment for Controversy over homeless service
ACP provision in San Rafael
New NP POLST authority National political climate trending
New Aid-In-Dying Law away from supporting health and
Relationship between OVM and Marin social services

= County Department of Aging and

g Adult Services led to County request

X

L

Note: USF = University of San Francisco; OVM = Opportunity Village Marin; ACP = advance
care planning; NP = nurse practitioner; POLST = Physician Orders for Life-Sustaining
Treatment
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Project Budget
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Cost per intervention category

Preparation

Expenses phase OVM CANP Totals
Personnel time
Project manager hours 150 120 60 330 hours
Clinician hours 0 25 37.5 62.5 hours
Total personnel hours 392.5 hours
Personnel time value
DNP student ($75/hour) 11250 9000 4500 $24,700
Clinician ($76/hour) 0 2014 2812.5 $4,826.50
Total personnel time value $29,526.50
Out-of-Pocket Expenses
POLST Training workshop 200 $200
Coalition CCC Handouts 113 $113
POLST forms 25 $25
Five Wishes materials 63 $63
Professional printing 32 $32
Color printer 250 $250
Folders, printer paper 15 35 20 $70
Conference attendance 200 $200
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Conference lodging 661 $661

Total out-of-pocket expenses $1614

Note: Clinician time value based on NP mean hourly wage in San Francisco metro area, $75.99
(Bureau of Labor Statistics, 2017). Project manager time value based on author’s wage at current

place of employment.
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Appendix J
Cost-Benefit Analysis
Cost/Revenue/Cost Avoidance Categories Amount
Project costs
Out of pocket expenses 1614
Personnel time value cost 29527
Total costs 31,141
Potential revenue sources
ACP session (Medicare reimbursement) 86
ACP session (MediCal reimbursement) 70
Potential cost-avoidance examples
ICU length of stay shortened X 1 patient 6,100
ICU admission avoided X 1 patient 38,000
Breakeven/Return on investment (ROI) examples
ACP session (Medicare) X 362.1 sessions breakeven
ACP session (MediCal) X 444.9 sessions breakeven
ICU length of stay shortened X 5.1 patients breakeven
ICU admission avoidance X 1 patient Net Revenue: $6859, ROI 0.22%
ICU admission avoidance X 3 patients Net Revenue: $82,859, ROI 3.66%

Note: Amounts rounded to nearest dollar. Medicare reimbursement based on incident to billing,

NP direct reimbursement would be 15% lower (Centers for Medicare and Medicaid Services,

2016). Medi-Cal reimbursement rate obtained from State of California (2017). Cost-avoidance

estimates based on analysis by Khandelwal et al., (2016). Breakeven = potential revenue or cost-

avoidance that would equal total project cost, $31,141.
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Appendix K

Responsibility/Communication Matrix

Information Target Audience When How Responsible
Project planning  DNP advisor As needed, Phone, Skype,  DNP Student
approximately or Face-to-face
monthly at USF
Project planning  OVM Director As needed, Phone, DNP Student

Status updates on
OVM clients,

client visits

Client visit

coordination

CANP
presentation

preparation

DNP student,
OoVvVM

staff/volunteers

OVM
staff/volunteers,
OVM clients
DNP advisor

approximately
bimonthly during
preliminary stage
Alternate Friday

afternoons

As needed

As needed,
approximately

monthly

Skype/Facetime
with email
follow-up
Face-to-face
meetings at
Marin County
Health and
Human
Services office

Phone, email

Face-to-face at
USF, phone,

email

OVM Director,
DNP student

DNP Student,
OVM
staff/volunteers
DNP Student
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Appendix L
Continuous Quality Improvement Model
The DNP student used the Institute for Healthcare Improvement ([IHI], 2015) Model for
Improvement to structure this project. The Model’s three key questions, displayed in the graphic
below, were used to develop the project aim statements and measures. The Plan-Do-Study-Act
framework was used during the DNP Student’s initial period of individual ACP conversations
with OVM clients. Learnings from those conversations were “studied” in order to “act” by

developing the toolkit and the content of the seminars.

Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?

1 N
Act | Plan \
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Appendix M

Evaluation Plan
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Measure

Definition

Data Source

Goal

Outcome measures

Knowledge

Confidence

Intention to

change

N: Sum total of
content item points
correct per seminar
cohort

D: Total # of tests
with item complete
per seminar cohort
N: Sum total of
Likert-type scores on
item 3 per seminar
cohort

D: Total # of tests
with item 3 complete

per seminar cohort

N: Sum total of
Likert-type scores on
item 6 per seminar
cohort

D: Total # of tests
with item 6 complete

per seminar cohort

Pre-test,

Post-test

Items 1 and 2 (see
assessment documents

for item detail)

Pre-test,

Post-test

Item 3:

“I feel confident in
my ability to discuss
end-of-life
preferences and plans
with patients/clients”
Post-test

Item 6:

“I plan to change my
practice based on
what I learned in this

activity”

Average post-test
score > Average pre-

test score

Average post-test
score > Average pre-

test score

Average score > 3
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Measure

Definition

Data Source

Goal

Process measures

Tests returned

Seminar

implementation
Balancing measure

Barriers to ACP

Number of tests
returned at the
conclusion of each

seminar

Number of seminars

conducted

Pre-test, Post-test

Project timeline

Post-test item 8

OVM: 3 pre-tests and
3 post-tests

CANP: 12 pre-tests
and12 post-tests
Implement 2 seminars
by April 1

Identify 2 barriers to

changing practice

Note: N = numerator; D = denominator; OVM = Opportunity Village Marin; CANP = California

Association for Nurse Practitioners



PROMOTION OF ADVANCE CARE PLANNING

Table 2

Data definitions
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Data element

Definition

Content item points correct

Per seminar

Likert-type scores

Item 1:
If 2 answers selected: 0 points
If 3 answers selected: 1 point

If 4 answers selected: 2 points

Item 2:

Answer a: 1 point
Answer b: 1 points
Answer c: 2 points
Answer d: 0 points

OVM and CANP are distinct intervention
groups and will be scored separately.
1 = Strongly disagree

2 = Disagree
3 = Neutral
4 = Agree

5 = Strongly agree

Note: OVM = Opportunity Village Marin; CANP = California Association for Nurse

Practitioners
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Appendix N

Data Collection Instruments

Advance Care Planning Pre-Intervention Assessment

1. Advance care planning is appropriate for: (Select all that apply)
a. older or seriously ill adults
b. vulnerable adults lacking stable housing
c. young adults in primary care settings

d. adults with history of mental illness or substance use

103

2. A 64 year-old male in transitional housing with severe congestive heart failure and

COPD states that he does not want CPR under any circumstances and he hopes to

never return to the hospital. The most appropriate form for his needs is: (Choose the

best answer)
a. California Advance Health Care Directive
b. Five Wishes
c. POLST

d. none, the clinic visit note about the discussion is sufficient

3. Ifeel confident in my ability to discuss end-of-life preferences and plans with

patients/clients.

Strongly Agree Agree Neutral Disagree Strongly Disagree

5 4 3 2 1



PROMOTION OF ADVANCE CARE PLANNING 104

Advance Care Planning Post-Intervention Assessment

1. Advance care planning is appropriate for: (Select all that apply)
older or seriously ill adults
b. vulnerable adults lacking stable housing
c. young adults in primary care settings

d. adults with history of mental illness or substance use

2. A 64 year-old male in transitional housing with severe congestive heart failure and
COPD states that he does not want CPR under any circumstances and he hopes to
never return to the hospital. The most appropriate form for his needs is: (Choose the
best answer)

a. California Advance Health Care Directive
b. Five Wishes
c. POLST

d. none, the clinic visit note about the discussion is sufficient

3. Ifeel confident in my ability to discuss end-of-life preferences and plans with

patients/clients.
Strongly Agree Agree Neutral Disagree Strongly Disagree
5 4 3 2 1

4. Education content is relevant to my current practice.
Strongly Agree Agree Neutral Disagree Strongly Disagree
5 4 3 2 1

5. Education content achieved the learning objectives.
Strongly Agree Agree Neutral Disagree Strongly Disagree
5 4 3 2 1
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6. Iplan to change my practice based on what I learned in this activity.
Strongly Agree Agree Neutral Disagree Strongly Disagree
5 4 3 2 1

7. Please comment on specific changes in practice based on what you learned.

8. Please comment on barriers to changing your practice in this area.

We value your feedback.

Thank you for your participation!
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Results
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Measures

Data source

Goal

Outcome

Outcome measures

Knowledge

Confidence

Pre-test,

Post-test

Content points correct
from items 1 and 2
See assessment
documents for item
detail.

Points possible: 4.

Pre-test,

Post-test

Item 3:

“I feel confident in
my ability to discuss
end-of-life
preferences and plans
with patients/clients”

(Likert-type scale 1-5)

Average post-test
score > Average pre-

test score

Average post-
assessment score >
Average pre-

assessment score

Both groups met the

goal.

OVM: Average post-
test score 3.67 >
Average pre-test score
3

CANP: Average post-
test score 3.65 >
Average pre-test score
3.18

Both groups met the

goal.

OVM: Average post-
test score 3.67 >
average pre-test score
2.33

CANP: Average
post-test score 4.29 >
Average pre-test score
3.59
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Measures Data source Goal Outcome
Intention to Post-test Item 6 Average post-  Both groups exceeded
change Item 6: test score > 3 the goal.

“I plan to change my

practice based on OVM: 4.67

what | learned in this

activity” CANP: 4.29

Process measures

Tests returned

Seminar

implementation

Balancing measure
Barriers to ACP

(Likert-type scale 1-5)
Pre-test, Post-test OVM: 3 pre-tests and
3 post-tests

CANP: 12 pre-tests
and12 post-tests

Project timeline Implement 2 seminars

by April 1

Post-test item 8 Identify 2 barriers to

changing practice

OVM: met goal with
3 pre-tests and 3 post-

tests returned

CANP: exceeded the
goal with 17 pre-tests
and 17 post-tests
returned

Met goal.

OVM seminar 3/3/17
CANP seminar
3/19/17

Met goal.

Barriers identified:

1. Time

2. Patient discomfort

with topic

Note. Likert-type scale: 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly

agree. OVM = Opportunity Village Marin; CANP = California Association for Nurse

Practitioners; ACP = advance care planning;
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Appendix P
Quantitative Data
Table 1

Opportunity Village Marin Seminar Pre-test Scores

Knowledge items Confidence item
Participant Item 1 Item 2 Item 3
1 2 1 2
2 2 1 1
3 2 1 4

Note. Item 1 maximum points = 2; Item 2 maximum points = 2; Item 3: 1 = strongly disagree, 2

= Disagree, 3 = neutral, 4 = agree, 5 = strongly agree
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Table 2

Opportunity Village Marin Seminar Post-test Scores

Confidence  Intervention quality and  Intention to

Knowledge items item relevance items change

Participant Item 1 Item 2 Item 3 Item 4 Item 5 Item 6
1 2 2 4 5 5 5
2 2 2 4 5 5 5
3 2 1 3 4 5 4

Note. Item 1 maximum points = 2; item 2 maximum points = 2; items 3-6 Likert-type scale 1 =

strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree. * = no response
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Table 3

California Association for Nurse Practitioners Seminar Pre-test Scores

Knowledge items Confidence item
Participant Item 1 Item 2 Item 3
1 1 1 3
2 2 1 2
3 2 2 5
4 2 2 3
5 2 1 3
6 2 2 5
7 0 1 3
8 2 2 5
9 2 1 4
10 2 1 2
11 2 1 4
12 2 2 3
13 1 2 3
14 2 1 3
15 2 1 3
16 2 1 5
17 2 2 5

Note. Item 1 maximum points = 2; Iltem 2 maximum points = 2; Item 3: 1 = strongly disagree, 2

= Disagree, 3 = neutral, 4 = agree, 5 = strongly agree
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Table 4

California Association for Nurse Practitioners Seminar Post-test Scores

Confidence Intervention quality and  Intention to

Knowledge items item relevance items change item
Participant Item 1 Item 2 Item 3 Item 4 Item 5 Item 6
1 1 2 4 5 5 *
2 2 2 4 5 5 4
3 2 2 5 5 5 *
4 2 2 5 5 5 5
5 2 2 4 5 5 5
6 2 2 4 4 5 *
7 2 2 5 5 5 2
8 2 2 5 5 5 3
9 2 2 4 5 5 4
10 1 1 4 5 5 4
11 2 1 5 5 5 *
12 2 2 4 5 5 5
13 2 2 4 5 4 4
14 2 1 4 5 5 4
15 2 2 4 5 5 5
16 2 2 4 4 5 5
17 1 2 4 4 4 4

Note. Participant numbers from pre-test do not correspond to participant numbers from post-test.
Item 1 maximum points = 2; item 2 maximum points = 2; items 3-6 Likert scale 1 = strongly

disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree. * = no response
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Appendix Q
Qualitative Data
Items 7 and 8 on the post-test were open response items. Prompts and the participant responses
from each group are listed in full below.
Post-test item 7: Please comment on specific changes in practice based on what you
learned.

CANP Participant responses:

“Start talking about advanced directives, give handouts.”

“Ensuring [ ask about this with patients that are not elderly”

“Using CPR description of ‘bringing you back from death’”

“Reminded re: advanced care directives”

“Bring up topic with clients”

“Communicating with patients on a regular basis. Asking about wishes. Asking about
advanced care planning.”

“Explain the POLST in greater detail”

“Just the intent to begin asking the questions about end of life wishes”

OVM Participant responses:

“Conversation tips and phrases are very practical that I can implement in my next visit
right away!”
“Perspectives have increased.” “Learned how to bring about EOL conversations, many

M.L tips that I can utilize” “loved the tips!”

“Love this new learning! Is there something else vs. is there anything else”
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Post-test item 8: Please comment on barriers to changing your practice in this area.

CANP Participant responses:

“Time”

“Time. EMR documentation.”

“Time. Patient comfort.”

“Ensuring the clinic is seen as not scary. A lot of patients at my clinic have been ‘fired’
from other practices and I don’t want to scare them away at the first visit. I might bring this up
later with some patients at subsequent visits after establishing rapport.”

“Time. Personnel to help client complete form”

“Time during routine visits”

“Patients are not always willing to make an additional visit to talk about ACP”

“Patients don’t return POLST after they take home to think”

OVM Participant responses:

“Time is always the challenge! Also, it takes so much time to build trust especially in this
population with so much distrust in system in general”

“Slightly different than conversations I’ll have. However, my barriers are personal (more
in confidence). EOL is not a comfortable conversation for anyone!

“A big challenge is time . . . this conversations has to be initiated and then continued over

time to be integrated into a goal that’s achieved”
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Other comments:

CANP participant: “Excellent talk”

OVM participant: “Info presented clearly, easy to follow! I don’t have any EOL

knowledge, so it was great and interesting. Practice scenarios were definitely useful and

applicable.”



