Advance Directive Completion in the Intensive Care Unit and the Pulmonary Step-Down Unit

Primary Investigators: Nancy Awad, BSN, RN & Jennifer Samaan, BSN, RN
S Ch 0 O| Of Nursin g Chairperson: Mary DiGiulio, DNP, APN, FAANP
Committee Member: Helen Miley, RN, PhD, CCRN, AG-ACNP

e )
Introduction .| Triage ACP conversations according to life situation:

The Patient Self Determination Act (PSDA) of 1990 Advance Care Plannin 0 (AC P) IS vital for ' [PPSR | ke e
** Provide education to all patients about advance directives - new job); emphasize choosing an SDM

(AD) and implement the wishes outlined in the AD. hea Ith Ca I’e pI’OVi de I’S tO i n itiate AC P | Patient with Full ACP discussion at regular intervals

(Title 42 of The United States Code 1395, Section 4751, 1990). | chronic disease | and following medical events (e.g., new
\_ - diagnosis, discharge from hospital)

conversations with their patients : T T e

| | acute Lin patient or SOM emphasizing immediate
Backgrou nd & Sign ifica e \ Y g health or anticipated health care decisions
** Advance Care Planning (ACP) enables and empowers CPT Code 99497 CPT Code 99498 T - h |
* Seek permission: “Can we talk about where things are with

|nd|V|dua|S tO drlve thEIr mEdlcaI care. your health and where things might be going?”*
0:‘ CompIEtion Of an AD increases the prObabiIity Of medical ® U SEd fo r the fl rSt ® U SEd for eaCh e Explain ACP’s rationale and that the patient’s decisions can

be revised as their health/life situation changes.
care that coincides with the patient’s wishes. 30-minute ACP additional

2. Discuss:

< Advance directives have proven to decrease end-of-life B o G B | Smersnt o yon vane s
o . : 1 know abou vour illness? doin life2” ,
eXPend |tu res by MEd iICarlre. CO n Ve rS a t I O n 3 O- m I n u t e What infon:wiltion would you | “What Lre some abilities in
like from me?”* life you can’t do without?”*
«* The Dartmouth Atlas Project discovered that New Jerse ~ : T .
’ ’ *Pays ~$86 for conversation oot it e W ot S

patients reCEiVEd more aggrESSive care at the end-Of-Iife . . . fih()ut your health? About life | you wi.lling to endure to gain
which lacks data that suggests long-term benefit. outpatient ViIsItS *Pays $75 for each n e L

3. Decide:
% NJ Board of Medical Examiners requires 2 CME credits : : -y - Decide on an SDM and on patient-centred principles of care.
g . . q . ( I n C I u d e d I n AWV) a d d It I O n a | S e S S I O n l;lc\.atj.g;igcid(.(_lsmn may require multiple visits, depending
related to EOL care for biennial renewal of licensure. ’
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record their wishes (i.e., SDM, values) in a formal document.
Complete province-specific ACP documents.

facilities provide education to staff N pa tient visits reim b ursement gt o e Seroi I Condecsancil Guide, ismand mderiie
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% CMS has begun to offer reimbursement for healthcare . lreatvecommons ogliensedby r 1A
providers that discuss ACP / available

/Limitations R
«* Analysis limited to overall test scores
«» Utilization of unvalidated questionnaire

** Not all IM residents attended educational session
Results X U
+» ADs were completed after admission

/ +* Not all EMR charts are updated with new AD
DY NUMBER OF ADVANCE DIRECTIVES ON FILE IN THE #% POLSTs were not included as part of ACP in this project -
\

‘Methods ICU AND PSDU

+* Quality improvement project
%* Pre- and post-test survey design
+* Retrospective comparison of AD before and after educational

sessions
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Objectives

o Increase number of ADs on file in the ICU & PSDU
o Implement the Guide to ACP Discussion Tool

2 Appointing an ACP Champion

/Discussion

< Knowledge deficit exists based on pre-test results

** An educational intervention increased knowledge based on
the post-test results

+* Lack of adherence to recommended guidelines

+* Change in practice post intervention based on the amount of

Intervention \

% Pre- and post-test surveys QaRene 4
+* Educational session on ACP for IM residents & APNs that /Recommendations & Implications for Practice A
rotate through the ICU & PSDU o ‘ ] +* Continuing education improves adherence to PSDA, JC and

Championing Person-Centric ACP PPT by Dr. Danielle CMS guidelines
Doberman - «» Establishing goals of care

Define and discuss ACP options T PR e — «* Decrease financial burden related to aggressive EOL care
How to complete AD & POLST P | P +* Educational sessions to fulfill CME requirement by NJ Board
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