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Abstract
Objectives: The quality improvement project objectives were to honor documented Do Not
Resuscitate wishes in emergency departments by examining and improving workflow during
primary care to emergency department transitions. A location for advance care planning
documentations was designated for advanced directives, yet not utilized.
Methods: Mixed method, pre-/post-comparison, and thematic design examined clinicians and
patients in a primary care office and two emergency departments in a Midwest healthcare
system. Data was collected from patient records, clinician surveys, and observation of workflow.
Descriptive statistics, frequency counts and non-parametric tests were used to analyze data.
Results: Patient charts were audited (N=261 [pre=124; post=137]), mean age 79.2 years, 59%
female. Clinician surveys included 32 emergency department providers (30=pre; 2=post) and 59
registered nurses (38=pre; 21=post). Patient chart audit (N=137) found 97% had a primary care
code status with 2.9% in emergency department records. Provider (mean 2.93) and registered
nurse (mean 3.14) moral distress was moderate. Pre/post barriers to discuss advanced directives
increased from 80.2% to 100%; comfort discussing advanced directives improved from 43.2% to
100%; and providers (13.3-100%) and registered nurses (3-19%) were more aware of where to
document advanced directives.
Conclusions: Gaps in care placed patients with Do Not Resuscitate at risk for harm due to
challenges with documentation. Post-implementation knowledge improved yet workflow and
placement of Do Not Resuscitate orders in the record did not change. A clinically significant
improvement in clinician knowledge of patient safety and location of advance care planning
documents may lead to improved care.
Key words: Patient safety, do not resuscitate, care transitions, education

Introduction
The Institute of Medicine (IOM) in 1999 quantified medical errors, human lives, and
financial losses in the United States healthcare system in an eye-opening report. The highest
error rate and worst consequences were found in emergency departments (EDs).1 An estimated
44,000-98,000 patient deaths annually were caused by preventable medical error1. This estimate
was low, as the United States Department of Health and Human Services in 2010 reported there
were 180,000 patient deaths in Medicare alone.2 Another report estimates as high as 400,000
patient deaths.3 Regardless of true incidence rate, medical errors require attention as it is the third
largest cause of death.4
Preventable errors can be difficult to identify, especially when a serious error did not
result in death due to underreporting. One preventable type is “injury due to an error in medical
or surgical treatment” and can result in “prolonged hospitalization, measurable physical
disability, or both”.5 However, these events can be complex. One example would be resuscitation
of a patient with Do Not Resuscitate (DNR) wishes. This error can occur due to breakdowns in
communication, or failure for a provider (provider will be used to include physician, nurse
practitioner [NP], and physician assistant [PA] in this project) to see the DNR information in the
electronic health record (EHR). A wrongful resuscitation can cause harm to healthcare providers
in the form of moral distress. Defined as anxiety related to feelings of impaired integrity or
wrongdoing while caring for a patient, this can occur after attempting full resuscitation if the
patient did not want this treatment. This can cause providers to feel they “violated a core value
commitment, failed to fulfill a fundamental moral obligation, or in some other significant way
fallen morally short”.6
Documentation of a code status and advance care planning in the EHR can improve
patient quality of care and safety, improving transitions in care. Healthcare clinicians assume all

patients want cardiopulmonary resuscitation without documented DNR, and the American Heart
Association protocol is to give full resuscitation in the absence of known advanced directives.7
Jecker and Derse note, attempts at cardiopulmonary resuscitation (CPR) are embedded in
medical practice as the only intervention that requires no informed consent of a patient to do.8
Prior to 2015, resuscitation was thought to be “safer” than the possibility that DNR wishes were
miscommunicated.9 A lack of clinician education and clear documentation of patient wishes
creates an environment where serious safety events may occur.9 Advanced care planning
documents should be clear, easy to locate, and present throughout care transition. If a
preventable adverse event occurs, it can cause physical and emotional distress for the patient,
emotional distress for the family, moral distress to clinicians, and financial waste.10
CPR increases the risk for injuries including chest wall, upper airway, pulmonary, and
intra-abdominal injuries when longer events occurred, particularly in older adults.11 A postmortem CPR study found injury rates were high: 42.7% had chest wall injuries, 30.8% had intraabdominal injuries, and 20.4% had thoracic injuries.11 For patient and family, short- and longterm psychological harm can also occur. This includes anxiety, grief, post-traumatic stress
disorder, and altered perception of healthcare.11 This can also impact patient and families
financially with loss of ability to work or pay for treatment that was not wanted.10
Moral distress of clinicians and caregivers can also occur when witnessing poor quality
of care or due to watching a patient suffer when poor communication or lack of continuity of
care occur.12 Providing CPR to a patient to save their life, only to learn a mistake was made as
the patient or family’s wishes were not followed would likely cause distress to both clinicians
and caregivers. Unintentional errors can also have a lasting impact on future practice, cause

depression, burnout, decreased clinical confidence.13 Finally, the financial burden of all medical
errors cost approximately $20 billion per year.5
This quality improvement project aimed to reduce resuscitation of patients with
documented DNR wishes in the emergency department. The project included a needs assessment
of the organization, examining workflow during primary care to emergency department
transitions and identification of gaps in care that increased patient risk for harm. The emergency
department clinicians were educated and standard workflow regarding placement of a code status
for patients in the ED was modified.
Organizational Assessment
A gap in the EHR documentation that placed patients with DNR wishes at risk for
wrongful resuscitation during care transitions was found prior to implementation. In 2017, the
organization changed EHRs, and a standardized location in the record for advance care planning
documents were designated called the Advance Care Planning Navigator (ACP Navigator).
Primary care providers could discuss advance care planning with patients and file a DNR
document in the ACP Navigator. The intent was to ensure patient wishes were available
regardless of setting (i.e., primary care, ED, or acute care) where healthcare services was
received. Even though the ACP Navigator was available, DNRs were not observed to be ordered
nor available in the ED during a care transition.
Nor did the organization have standard workflow to prevent safety events from occurring
during care transitions. This project hoped to clarify clinician roles and provide a universal
process to standardize care for providers. The implementation strategies targeted these gaps,
using multimodal education and creation of standard workflow as the implementation. The
implementation for the project was education of ED providers and RNs to improve patient

transitions. The Joint Commission recognized the role of training providers how to be aware of
hazards to create a culture of safety.14 The ACP Navigator aligns with these goals, using a
centralized location for ACP documents (including legal forms with actionable treatment wishes)
to increase communication between outpatient and inpatient settings. This project aimed to
increase knowledge of where to document patient wishes. The implementation also created a
change to standard healthcare provider workflow. The project intent was to reduce preventable
patient harm, reduce financial waste, and provide quality care for patients.
Methods
Project Design
This mixed methods quality improvement project included a pre-/post-comparison and
thematic design. Pre-implementation data was collected via electronic survey, EHR audit, and
guided observation. The survey was sent to ED RNs and providers to collect data regarding
attitude towards and knowledge of the ACP Navigator and was sent electronically, including
questions about use of the ACP and perceptions from the provider or RN to determine key points
for the educational modules. EHR audits in the primary care office of patients who sought care in
the ED in the prior six months were conducted. Observation of RNs and providers in the ED was
conducted to assess ACP Navigator utilization, provider rate of code status discussions with
patients, and if a provider placed an order for code status in the EHR.
A review of the literature found online education in conjunction with brief educational
sessions increased healthcare professional’s knowledge. 15This informed the method used to
educate clinicians in this project. One study utilized brief educational sessions combined with
printed standard workflow to increase assessments and documentation.16 The use of in-person
and printed education modules to increase provider documentation framed implementation
strategies. First, email introductions were sent to clinicians in the ED to inform them about the

project goal. A PowerPoint presentation was created for providers and RNs that reviewed the
ACP Navigator, explained how to use the ACP Navigator, and provider and RN roles and
emailed to clinician. After these educational modules were disseminated, brief in-person huddles
were rolled out over two weeks that included the key points regarding use of the ACP Navigator
and reinforced clinician roles. Laminated flyers that included a quick reference guide and
algorithm for providers and RNs were placed at key locations on white boards in the ED, where
huddles were held. After education and huddles occurred, post-implementation data were
collected via electronic survey.
Settings
This project was conducted within a large Midwest healthcare system and a private
emergency provider contracting group. One outpatient geriatric and home-based primary care
office and two EDs within the same healthcare system were included. The private contracting
group was included as the organization’s ED was staffed by these contracted providers. The
outpatient setting was included as advance care planning, documentation, and filing of
documents in a standard location were a priority for their patient population.
Samples
This project included patients in the primary care office and the two adult EDs as a
sample as well as registered nurses (RNs) in the healthcare systems. Also included were the
MD, DO, NP, and PA providers in the private contracting group.
Data Collection
Initially, data was collected using observation and guided interviews with providers, care
managers, RNs, ED managers, medical directors of the EDs, NPs, and a code status workgroup
in the health system. The workgroup was charged with understanding current practice and where

perceived barriers to improvement existed when honoring patient DNRs. Data collected
informed the clinical questions and identified gaps in the organization’s workflow. This method
of data collection was repeated post implementation for comparison. Chart audits were
conducted prior to and after implementation in the primary care office to review patient code
status, ACP Navigator use, and if applicable, review of ED encounter for code status order
placement. Electronic surveys were emailed to staff explaining the project intent and notice of
voluntary participation.
Measures
Measures included demographics of patient age and gender and clinician role and work
setting. Guided interview measures included the number of times the ACP Navigator was
opened, code status was discussed with patient, code status was placed in the ED, and code status
ordered matched the documents in the ACP Navigator (if applicable). Chart audit measures in
the primary care office included presence of code status order, if DNR documents were available
in the ACP Navigator, if patient sought ED care within a six month period, and if so, what
diagnosis was used and was a code status ordered in the ED. Clinician survey measures included
presence/severity of moral distress, comfort level of discussing code status, how frequently code
status discussions occur, knowledge of the ACP Navigator, perceived usefulness, and how
frequently code statuses are placed in the ED. Both pre- and post- implementation surveys used
nominal measures including Likert- style scales along with free-text options for select questions.
In addition, open ended questions included responses during guided interview such as why the
ACP Navigator was not opened, why code status was not placed and perceived barriers to using
the ACP Navigator and code status discussions.
Analysis

Descriptive statistics including frequency, counts, and percentages were used to analyze
data. Observational qualitative data was analyzed using thematic analysis. Data was insufficient
for parametric analysis.
Results
Demographics
Patients (n=261) were mean age of 79.2 years (standard deviation [SD] = 12.9); and
37.5% (n=98 of 261) were male and 62.5% (n=163 of 261) were female in chart audits in homebased primary care. The staff survey samples consisted of 32 ED providers (n=30 pre, and n=2
post-implementation) and 59 ED RNs (n=38 pre, and n=21 post-implementation). Of providers
who responded, 87.8% were physicians (MD or DO), 9.1% PAs, and 3.1% NPs. Provider work
location included 69.7% large downtown ED, 27.3% small regional ED, and 3% small suburban
ED. RN work location included 77.9% large downtown ED and 22.1% small suburban ED.
Moral Distress
Moral distress was examined prior to implementation among provider and RNs in the ED
(see Figure 1). Providers (n=30) reported 13.3% “not at all,” 20% “a little,” 30% “a moderate
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Barriers to Advance Care Panning Conversations by Providers
Frequency of barriers that limited discussing code status was examined prior to
implementation among providers in the ED (see Figure 2). Providers (n=30) reported 96.7%
“some” to “all of the time” and 3.3% not at all. Following implementation, 100% of providers
responded, “some of the time,” an increase in

Figure 2. Provider Perceived Barriers
101

perceived barriers of 3.3%. Provider comments

100

Percentage 0-100%

100

were: “unclear if the documentation in the EHR
is accurate,” “family not present, no
documents,” “patients don’t understand what it

99
98
96.7

97
96
95

really means to go through CPR or being
intubated. It's hard to explain in a way that they

Barriers Perceived

Preimplementation

96.7

Postimplementation

100

understand,” and “patient is incapacitated, and
no proxy is present.”
Frequency of Code Status Conversations
RNs were surveyed to determine frequency of observing provider code status
conversations (see Figure 3). Prior to implementation RNs (n=38), 42.1% reported “some of the
time,” 26.3% “about half of the

Figure 3. Frequency of RNs Observice Provider Code
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the time,” and 18.2% “most of the time.” An increase (21.5%) in “some of the time,” a decrease
in “about half of the time” (8.1%), “most of the time” (2.8%), and “all of the time” 10.5%.
Provider Comfort Discussing Code Status with Patient
Provider (n=30) surveys found comfort level

Figure 4: Provider Comfort Discussion
Code Status with Patient

for discussing code status with a patient (see Figure 4)

120

prior to implementation was poor (53.3% reported

80

Percentage

“not at all,” 33.3% reported “some of the time,” and

100

100
53.3

60

43.2

40

13.3% between “about half the time” to “all of the

20

0

0
Not at all

Some to
All of the
time

Preimplementation

53.3

43.2

Postimplementation

0

100

time”. Post-implementation, 100% of providers (n=2)
felt comfortable discussing code status “some of the
time.” There was an increase in comfort level, with

“not at all” decreasing from 53.3% to 0%, and from “some to all of the time,” comfort level
increased 56.8%.
Knowledge of ACP Navigator
Provider and RN knowledge of the ACP

Figure 5: Provider and RN Survey of
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Observation of ED Encounters
Pre and post implementation guided observation showed 0% of patient encounters in the
ED included a code status order placement by providers. In addition, both pre and post
implementation, and 0% of providers or RNs opened the ACP Navigator during a patient
encounter.
Discussion

This project set out to determine workflow surrounding placement of code status orders
in the ED setting. Ratwani et al. found EHR usability can create challenges leading to provider
frustration and patient safety risks, including harm.17 Chart audits of one primary care office
showed consistent use of the ACP Navigator and corresponding code status orders in the EHR.
Outpatient code status orders are not considered current in the ED, and code statuses revert to
“prior” when patients are registered in the ED. ED providers did not routinely review past code
status orders or replace the order pre-implementation. This was a key finding during this project,
as providers were unaware that a patient with a “prior” code could have DNR documents within
the EHR. Prior to this project, it was not known that patients with DNR documents and a
corresponding DNR order would not have the same order once in the ED. Of 137 primary care
patients, 34 visited the ED within six months however only one of these patients had a code
status placed. In the current EHR, all patients who enter the ED have a “prior” or “not on file”
code status listed. Following, 33 of the 34 patients who entered the ED with valid DNR
documents in their EHR did not have a code status placed while in the ED. If these patients were
to cardiopulmonary arrest and the provider was unable to reach family, the patient would be
resuscitated until a provider or RN were able to look in the chart for DNR documents.
Surveys collected viewed perceptions, barriers, and knowledge of the ACP Navigator and
current code status process. Moral distress was included only as a prior to implementation
question to inform the project’s clinical question. Both providers and RNs reported experiencing
moderate moral distress caring for a post-cardiac arrest patient that was found afterwards to have
a DNR. This was a positive finding for project buy-in as clinicians have been impacted by
events. However, on observation, code status conversations and code status orders were not
being placed both before and after implementation. Fortunately, no serious safety events were

identified during the project. Serious safety events must be reported and investigated by the
healthcare system, costing on average $8,000 per individual event;18 as CMS reduce
reimbursements for these events.
No literature was found on the cost of a serious safety event related to an accidental
resuscitation, however the cost difference in 90-day expenditure between an admission with a
preventable adverse event was $35,617 compared to a normal hospital course.19 This creates an
insurmountable cost across healthcare systems. To determine why there continues to be barriers
in preventing these events, clinicians were surveyed asking about barriers to code status
conversations. Providers reported barriers occurring approximately 80 to 100% of the time.
Qualitative data helped clarify barriers and with the main theme being lack of family members
present and lack of patient understanding as barriers to having code status conversations.
Education for providers and RNs on how to use the ACP Navigator, why it could prevent safety
events, and how to utilize it best occurred. Code status ordering frequency was examined and no
change in workflow occurred in the ED. Interestingly, despite observation results, RNs and
providers reported code status ordering some of the time. Most improvement was in knowledge
of the ACP Navigator among providers and RNs.
Limitations
There were several limitations for this project. The timeline for the project was shortened,
in part due to educational materials and survey approval delays from multiple managers. This
delay could have impacted participation and decreased the impact of education. The shorter
timeline also condensed the window in which patients in the primary care office returned to the
ED, creating fewer patient encounters to examine after implementation. Second, data collection
was disrupted including observation and chart auditing due to the COVID-19 virus.

Governmental regulations and university guidelines suspended student presence in the sites to
slow transmission of the virus. Last, the low provider response rate after implementation
impeded analysis and could have potentially reduced the opportunity to change code status
orders. Had there been a larger sample, results could have been more improved.
Conclusion
The aim of this project was to determine the current workflow and risk for patient safety.
The plan was to change workflow if necessary, reduce gaps in care, educate ED clinicians, and
increase communication during the care transition to improve patient safety. Despite evidence
that increased communication improves patient safety, there was no change in workflow
(evidenced by data analysis post-guided observation) or placement of code status orders
(evidenced by analysis of chart audits). Regardless, there is potential to continue to change
workflow and clinician perceptions through continued education. There was an increase in
knowledge of the ACP Navigator which is an important step to begin looking for DNR wishes in
the ED. Initial data did not show a drastic improvement in culture change. To create culture
change, it is likely that longer education needs to be implemented and clinicians should be
involved in long-term workflow changes.
The education used in this project was tailored to each setting and could be used for
onboarding of new clinicians. Onboarding new clinicians with the knowledge of where and when
to use the ACP Navigator is imperative for improving patient safety in the future. The use of
these educational modules disseminated across the EDs and promoted to all members of the team
would be a step towards a true change in workflow as this would standardize the process of
looking for DNR wishes on every ED encounter. This project served as an assessment for current
culture, workflow, and needs of the organization for future safety event prevention.
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Honoring Patient Do Not Resuscitate Wishes and Reducing Harm During Transitions of Care
Over the last two decades, attention to patient safety in health care has become
increasingly transparent. The Institute of Medicine (IOM) 1999 eye-opening report quantified
medical errors, human lives, and financial losses in the United States healthcare system. The
highest rates of errors occurred with serious consequences in high acuity areas such as
emergency departments (ED) (IOM, 1999). In 2012, the cost of medical errors per year was
estimated at 19.5 billion dollars nationally (Andel, Davidow, Hollander, & Moreno, 2012).
Ethical concerns have come to light, increasing in prevalence as the wrongful resuscitation of a
patient with Do Not Resuscitate (DNR) wishes is no longer considered inconsequential. Prior to
2015, resuscitative efforts were thought to be “safer” than the possibility that DNR wishes were
miscommunicated (Pope, 2017). Pope (2017) found that lack of education of clinicians and lack
of clear documentation of patients’ wishes created an environment where serious safety events
could (and have) occurred.
According to The Joint Commission (2015), an adverse event results in harm to a patient.
Sentinel events are serious, unexpected events causing psychological or physical harm up to and
including death. It is estimated that accredited organizations reported 3,375 sentinel events to
The Joint Commission between 2010 and 2013 (Joint Commission, 2015, p.6). These events
decrease patient care quality, cause undue harm to the affected patient and family, as well as
causing moral distress to healthcare providers. An important example of a safety event is the
resuscitation of a patient with DNR orders.
Providers may unintentionally provide unwanted medical treatment due to lack of
documentation, unclear wishes, lack of time, or lack of education. These barriers have created
gray areas in which patients are at risk for unwanted medical treatment, and providers feel

concerned for liability and moral distress. Communication has been identified as a factor for
improvement, as “failures of communication, including miscommunication during handoffs of
patient care from one resident to another, are a leading cause of errors; such miscommunications
contribute to two of every three sentinel events” (Starmer et al., 2014, p. 1804). This failure of
communication occurs during patient transitions. This care transition between home, facilities,
and EDs create a gap where advanced directive documents may not be present, and the urgency
of a medical crisis during which the patient is unable to communicate these wishes leads
clinicians to use all resuscitative efforts with the intention to save a life overrides ability to
search for documents (Saitta, & Hodge, 2013). This event results in physical and emotional harm
to the patient, and emotional harm to family. If the patient is successfully resuscitated, there may
be an elongated intensive care unit (ICU) stay which is costly for the hospital, and emotionally
difficult for patient and family.
Lakin et al. (2016) cross-sectional study found ED physicians reported a lack of
confidence finding code status or advance care planning (ACP) information in the electronic
health record (EHR). There was a reported variability in location, types of documentation, and
ease of use (Lakin et al., 2016). ACP happens in the majority in the outpatient setting. This
process includes documentation of patient preferences and wishes for treatment in the case of
cardiopulmonary arrest, life-sustaining treatment, and is tailored to each patient. Though these
discussions may have happened multiple times for the patient, the corresponding documentation
and documents are often missing in the EHR or difficult for ED providers to access in an
emergency, forming the basis for this proposal. This project will focus on the failure of
communication of a DNR order leading to a full resuscitation against patient wishes. It will also

conduct a needs assessment of current practices, knowledge, comfort, and level of moral distress
of clinicians including physicians, NPs, PAs, and RNs.
Organizational Assessment
An organizational assessment was conducted of a large health care organization located
in the Midwest to assess the current process of code status ordering for patients transitioning
between care facilities within the organization. The organization is a non-profit, in an urban and
regional rural environment in the Midwest with 13 hospitals (XXX, 2019). Each hospital has an
ED, ambulatory outpatient clinics, urgent care, and rehabilitation facilities with over 25,000
employees. This includes 3,200 physicians and 1,600 advanced practice providers within the
medical group (XXX, 2019).
One specialty geriatrics clinic within the organization recognized the changing
environment within health care and began Home-Based Primary Care (HBPC).
HBPC provides patients, who would otherwise be unable to receive routine care, the ability to be
seen by providers in their home. Often patients have decreased mobility, multiple chronic
conditions, or advanced age that limit the ability to leave the home. HBPC has 2 schedulers, 5
RNs that triage calls and 6 providers who see patients at home across West Michigan. HBPC has
expanded over 6 years that the program has existed and cares for 500 to 600 patients.
This hospital system has a centrally located, urban level one ED with 114 patient beds.
The ED employs 246 healthcare professionals, with an independent contracting company
employing and managing the providers (physicians, PAs, and NPs). A suburban smaller ED
holds geriatric accreditation.
Key Stakeholders

Stakeholders are the providers, RNs, care managers, social workers, and patients with an
active DNR, organizational managers/leaders, risk managers, and ethicists. Key stakeholders in
this project will be the providers, RNs, and patients with an active DNR. While assessing the
organization, time was spent with PAs and NPs, nurse care managers, ED nurse managers,
directors of independent provider contracting group, and members of the Physicians Code Status
Workgroup to understand current practice and where the perceived barriers exist.
Organizational Tool
To understand the needs of the organization, the assessment utilized the Burke and Litwin
(1992) Causal Model of Organizational Performance and Change as a framework (see Appendix
A). The model was created from a systems model, where the external environment, individual
and organizational performance are interrelated. In the model, no variable exists in isolation, and
must be evaluated for importance and effect on other variables to predict the behavior of an
organization for future change (Burke & Litwin, 1992). This model was selected because of the
complexity of the organization.
The model has 12 variables to assess an organizations management, leadership, culture,
structure, policies and procedures (Burke & Litwin, 1992) for an organizational assessment. The
model has strong content validity, as well as “good internal consistency reliability of all 12
factors, with the exception of external environment” (Stone, 2015, p.33). The important concepts
in this model include the external environment, leadership, mission and strategy, organizational
culture, management practices, structure, systems, work-unit climate, task requirements,
motivation, individual needs, and individual and organizational performance (Burke & Litwin,
1992).
Macro Level

This large healthcare organization has a vision to be a national leader in healthcare by
2020. (XXX, 2019). The mission and strategy are to deliver high quality care through timely,
appropriate, evidence-based safe care centered on the patient (XXX, 2019). There is a push for
patient safety and high-quality care across the nation, as federal regulatory agencies such as the
Centers for Medicare and Medicaid Services (CMS) and the Agency for Healthcare Research
Quality set national standards for quality that are associated with reimbursements. These national
leaders also set mandated adverse event and metrics reporting of serious safety events which
creates the healthcare culture of transparent, high quality, effective care (CMS, 2006).
Micro Level
The specialty ambulatory office and HBPC have the same practice manager and medical
director to support a cohesive team of providers and climate. The management practices seek to
provide safe, quality care and to advocate for the patients, which is evidenced by interviews with
multiple team members who discussed improving patient transitions. Management practices and
leadership are a major force for implementing change. This is a strength of HBPC, as the climate
and management are supportive of change to improve practice. The ED is a potential area for
implementation as the phenomenon of interest is experienced in this setting. RNs and nurse care
managers have experienced the phenomenon, creating a culture of need for safety improvements.
Phenomenon of Interest and Importance to Organization
A gap in the EHR across ambulatory and inpatient care settings put HBPC patients with
valid advanced directives outlining DNR wishes at risk during visits to the ED, as these
advanced directives were not readily available. As of August 2nd, 2019, there were 571 patients
enrolled in the HBPC program. There were 89 (15.6%) with no “prior” code status listed in the
EHR as expected and 17 (3%) had no code status on file. Safety events have occurred in the past

as a result of this breakdown. The safety events consisted of mild to major emotional or physical
preventable harm as a result of a mistaken resuscitation attempt that should not have occurred,
were the correct documents available to providers during the care transition. Part of the concern
is the hospital policy for all patients who are treated in the ED to be treated as a full code unless
there are documented forms showing the patients’ DNR wishes. This creates potential for
miscommunication if these forms are unable to be found an emergency. This phenomenon was
brought to light prior to the assessment, as it was of interest to the medical director of the
ambulatory Geriatrics clinic and HBPC. It is also a priority of the hospital system and has been a
relevant issue in the EDs.
The HBPC provider team as well as management in the ED are invested as it directly
affects their patient populations. The organization is motivated to improve transitions as they
have invested large amounts of time, and billable hours into ensuring patients have their wishes
documented. It has led to providers’ frustration. The inpatient care managers have similar
frustrations, as they see patients when they enter the hospital, and the EHR does not include the
advanced directives, code status orders or power of attorney documents that have already been
established. Individuals are motivated to provide safe patient care. In addition, the organization is
motivated to keep patients safe, as safety events impact quality safety measures and
reimbursement. The CMS reduces payments for serious safety events considered “never events,”
requiring the organization to cover the cost of the patients’ hospital course as well as investigate
the serious safety event (CMS, 2006). This loss of potential income to the organization will be a
motivation for this project.
SWOT Analysis

Strengths, weaknesses, opportunities, and threats (SWOT) of the organization overall,
ED, and HBPC were evaluated to determine factors that affect the implementation of quality
improvement (see Appendix B). The analysis assessed internal and external traits of the
organization to determine how to best utilize the identified strengths, take advantage of the
opportunities, overcome threats, and minimize weaknesses (Moran, Burson, & Conrad, 2020).
Strengths
HBPC is part of a large organization in the Midwest which allows for greater resources.
The organization uses the EHR across all facilities, increasing communication. HBPC holds
weekly interdisciplinary meetings and practices team-based care. The ED utilizes daily huddles
for the RNs to disseminate information and policies. The current EHR vendor utilizes ACP
Navigator, accessible across all care settings to improve communication. HBPC and the ED
share a common EHR. Though this differs in layout, there is potential for change and to improve
continuity of care. HBPC has consistently improved patient care, staff are open to new ideas and
a history of being engaged in prior quality improvement projects exists.
Weaknesses
HBPC uses off-site providers making it difficult for training sessions and could impact a
quality improvement project implementation. The ED also uses an independent company for
providers, which could make disseminating information difficult. HBPC is small when compared
to the staff of the ED and identifying an intervention that would work across both settings may
be difficult. The acuity and processes within each setting differ. Currently, it is not known how
significant the phenomenon is within this organization as there is not a standard process in place.
There has also been underreporting nationally. This underreporting may cause there to be a

diminished significance of the problem to providers which may lead to a lack of buy-in. There
are also no evidence-based interventions known to improve the problem.
Opportunities
Federal regulating agencies set the tone for health care reimbursements and quality
standards, and this phenomenon has potential for cost savings and improved patient care. HBPC
and the ED are both within the large organization, allowing for greater potential financial,
technical, and personnel resources. This phenomenon has great potential for financial savings, as
well as improved patient safety making it important to patients, providers, and management.
These resources allow for project implementation across care settings and improved likelihood of
success. Along with improved patient care and quality of care, there is likely to be improved job
satisfaction as providers feel the work that they do is more meaningful.
Threats
Threats may interfere with project success. There is a gap between HBPC and ED care
settings which threatens the implementation of a project due to differing standard processes,
staff, and patient acuity levels. Cost will also be a factor. It would be costly to educate all
involved members. The ED can be extremely busy and creating a practice change that involves
an extra step in the EHR may be met with resistance. With any process change, there is a
learning curve that slows workflow. This may prevent providers and stakeholders from
prioritizing this quality improvement project.
Barriers
A major barrier is the lack of awareness in the organization and nationwide. It is difficult
to find data on code status safety events, a new safety issue due to a shift in healthcare attitudes.
The lack of data and provider awareness may lead to difficulty establishing buy-in. Another

barrier is the lack of identified roles. As multiple interdisciplinary roles were interviewed to
determine responsibility for verification of code status and advanced directive, there was often
confusion or unclear procedures. There was no standard policy or procedures across the
organization for verifying nor updating advanced directives. Conversations with patients occur
frequently, but the way these occur differs. Care managers and providers differed in their
opinions on who is responsible for updating advanced directives in the EHR.
Facilitators
The micro level system providers would facilitate and support this project. As patient
safety and quality is emphasized, it fits with the work unit culture and management practices of
the office and HBPC. The current state of the macro level organization seeks to become a
national leader in healthcare quality, in which seeking to provide high quality care is a requisite.
Human Rights Protection
This project was determined to be a quality improvement project by the site Institutional
Review Board (see Appendix C). No changes within the proposal will affect the approval.
Current State of the Organization and Goals
The assessment of the organization identified opportunities for this project. There is a
lack of baseline measures of safety events and potentials for safety events, and this project will
improve this. This organization does not have clear processes that prevent safety events on an
individual level, and this project will clarify and provide a universal process for providers to
emulate to create a system of standard care with quality metrics leading to appropriate
reimbursement and care that prevents harm. Barriers will need to be addressed to ensure
sustained improvement. Healthcare culture has become increasingly transparent as stated above,
and the organization is in good standing to partner in providing safe, quality care. It is imperative

to recognize threats and weaknesses of both the organization and the office/HBPC to manage
expectations however the strength of past support and push for patient advocacy will help to
balance this over time. To determine the best methods to improve organizational and individual
awareness of the safety concerns and to improve the process of caring for a patient with an active
DNR, relevant literature was reviewed.
Literature Review
A literature review was conducted to identify evidence-based interventions for the
project. The goal was to determine the best methods of communication for health care providers
as well as educational methods for health care providers, which aligns with the needs identified
in the organization during assessment. The review aimed to answer the following questions:
1. Are there EHR use/code status communication interventions to improve patient safety?
2. What educational methods improve EHR use and are efficacious for healthcare
providers?
This literature review used the Preferred Reporting Items for Systematic Reviews and MetaAnalyses (PRISMA) criteria (Moher, Liberati, Tetzlaff, & Altman, 2009) as a guide to assess for
high quality evidence (see Appendix E). An electronic search was completed using CINAHL,
PubMed, and Google Scholar. Limited to systematic reviews, qualitative and quantitative studies
between 2013 to 2019, focused on human subjects, in English. Keywords included: EHRs, care
transitions, code status, education, communication, ED, primary care, physician, and provider.
To broaden the search, Boolean operators or and were used. A total of 1138 articles were found
(698 Google Scholar, 322 PubMed, and 118 CINAHL). 10 were extracted from references from
these articles. After duplicates were removed, 1130 articles remained. The abstracts and titles of
articles were screened for relevance removing 968 articles. Studies were included if they

included an intervention, quantitative studies, or systematic reviews were included. Studies were
excluded if prior to 2013, if there was no intervention or focused on paper handoff
communication tools, medication reconciliation, discharge communication, preventing
readmissions, or hospital infections or patient education. Of 175 full-text articles screened for
eligibility, 170 were excluded for the above exclusion criteria (see Appendix D).
Results
Five articles met the inclusion criteria and focused on provider communication methods.
The interventions and studies varied. Three studies were prospective, related to implementation
of a communication handoff tool, a quasi-experimental study utilizing online educational
modules, and a trial utilizing novel communication curriculum using pre/post surveys. One study
was a multistep project and involved chart review post-intervention.
Comparison Characteristics
Settings varied but all utilized interventions within a hospital (Moore, 2017; Smith,
O’Sullivan, Lo, & Chen, 2013; Starmer et al., 2014; Reshetukha et al., 2018; Turley, Wang,
Meng, Kanter, & Garrido, 2016). The ED was examined in Reshetukha et al. (2018) in Canada,
and Starmer et al. (2014) used hospitals in the U.S. and Canada. Residents training in the
hospitals were included as participants in two studies (Starmer et al., 2014; Smith et al., 2013).
Moore (2017) included bedside RNs at a regional hospital. Reshetukha et al. (2018) included ED
physicians and psychiatrists.
Intervention Characteristics
Starmer et al. (2014) examined the I-PASS provider handoff tool, an evidence-based
bundle including a mnemonic (the central component), a 2-hour workshop, a 1-hour role play
session, an online module, a faculty development program, direct observation tools, and a culture

change campaign with posters and materials. Resident handoffs consisted of written and inperson oral communication. Smith et al. (2013) examined a novel communication skills training
consisting of 2 1-hour lunch information sessions and 6 1-hour morning reports occurring at the
hospital site, integrated into already scheduled teaching sessions. Sessions involved lecture and
role play and covered topics including communication with providers and patients, and end-oflife discussions. Moore (2017) utilized a computerized modular format for online learning to
determine effectiveness of online educational interventions on knowledge and self-efficacy for
the utilization of evidence-based practice. The online format consisted of a self-paced power
point developed by the researcher and reviewed topics of evidenced-based practice consisting of
explanations, identified resources, and gave examples for problem solving. The comparison
group completed a self-paced power point with the same delivery format on pain management.
Reshetukha et al. (2018) utilized a 1-hour educational workshop focused on suicide risk
factors and suicide risk assessment and documentation. Printouts of the suicide risk assessment
(SRAP) were placed by each computer used for charting during the intervention stage.
Turley et al. (2016) assessed documentation rates of advanced directives and POLST forms preand post-implementation of a Care Directives Activities tab (CDA) in Kaiser Permanente
HealthConnect EHR. This CDA available in all hospital settings used for documenting and
viewing ACP documents, end-of-life preferences, code status, POLST forms, advanced
directives, and room for typed discussions. Training for high-use departments’ providers was
provided.
Measures
Moore (2017) used the Evidence-Based Practice Questionnaire (EBPQ), a Likert-style
self-report measure to measure attitude, knowledge, and skill. There was no statistical difference

in EBPQ scores pre-, or post-test related to years of nursing experience or education level. Pretest, scores for attitude (M= 5.28) were collectively higher than in practice (M= 4.80),
knowledge and skill (M= 4.83). Post-test there was found to be no significant difference on any
of the 3 subscales. Smith et al. (2013) also used a 24-question Likert-style electronic surveys preand post-intervention to assess demographics, number of family meetings, level of comfort of
topics, and self-efficacy of communication, along with free-text boxes. Reshetukha et al. (2018)
used chart reviews to extract data as measurements of the intervention. Turley et al. (2016)
measured CDA use, defined by mouse clicks to view information or perform activities, as well as
rates of filed advanced directives before and after implementation.
Provider Perceived Level of Comfort and Self-Efficacy
Smith et al. (2013) found that of those residents completing the pre-intervention survey,
95% felt they should be supervised while leading their first family meeting and reported leading
a mean of 8.3 family meetings to discuss goals of care. A mean of 2.2 sessions were attended per
resident, standard deviation 1.1. (Smith et al., 2013) Improved code status discussions (p=
0.002), ACP discussions (p= .004), reported confidence to deal with unplanned events during
family meeting (p=0.0006), report to patient and family questions about death and dying
(p=0.02) were found (Smith et al., 2013). Self-efficacy was also improved (p=0.03).
Provider Satisfaction
Pre/post intervention time-motion data was collected to find if there was a change in time
spent in contact hours with patients or change in creating the I-PASS handoff document (Starmer
et al., 2014). Starmer et al. (2014) found no significant change in time spend with patients
(11.8% pre-intervention, 12.5% post-intervention, time spent in a 24-hour period, p= 0.41), and
no significant increase in time creating the handoff (1.6% and 1.3% respectively, time spent in a

24-hour period, p= 0.54). However, there was a significant increase in reported rated quality of
handoff training after the intervention (27.7% pre-intervention, 72.2% post-intervention, p<
0.001) (Starmer et al., 2014).
Documentation
The SRAP was implemented to determine the predictive value of risk factors to improve
efficiency, increase documentation, and improve patient safety (Reshetukha et al., 2018).
Medical charts were reviewed, and data was collected immediately post intervention and at 6
months post intervention. Immediately post-intervention, 80 patients visited the ED with suicidal
criteria and 95 patients visited the ED within the 6 months post-intervention. Immediately postintervention, documentation significantly increased (p <0.001) and was maintained at 6 months.
The recording of police involvement improved at 6 months post-intervention (p <0.001). Overall,
34/40 risk factors significantly improved during chart review in documentation immediately and
6 months after for ED physicians.
Documentation rates for advanced directives in the ambulatory setting using POLST
improved significantly (p < 0.001) inpatient and in ambulatory care. Stratified for CDA use,
advanced directive documentation rate was significantly higher than rates without CDA use
(12.5% versus 2.9%, p< 0.001). Documentation rates were also higher for inpatient encounters
(13.1% versus 3.5%, p<0.001). Rollout rate of CDA was low at 7.8% (Turley et al., 2016) and
follow up surveys found providers did not know where the CDA was or how to use it
consistently in their workflow.
Adverse Events
Starmer et al. (2014) measured overall medical error rate across all sites combined
preintervention and at 6 months post-intervention and a significant reduction was observed (24.5

versus 18.8 errors post-intervention per 100 admissions) (p <0.001). A significant reduction in
preventable adverse events (4.7 versus 3.3 events per 100 admissions, p< 0.001) measured preintervention and at 6 months post-intervention was also noted (Starmer et al., 2014).
Limitations
The use of a convenience sample from one regional hospital limited generalizability
(Moore, 2017; Smith et al., 2013). Moore’s (2017) studied participant perception of knowledge
rather than using a standardized scale to study actual knowledge, which would help discern the
efficacy of the online modules. It is difficult to tell whether the lack of significance was a failure
of the modules themselves, or the topic used for the modules.
Discussion
This review examined multiple educational methods for healthcare providers, as well as a
communication method. Settings and education method varied and should be implemented
accordingly. Using a method that will be cost and time effective with the maximum impact is
important.
Educational Methods
Smith et al. (2013) found that 1-hour lunch sessions utilizing small group lecture and
discussion were “well-attended and well-received” (p. 57). There was improved self-efficacy for
communication of end of life conversations and comfort leading family meetings. This approach
proved promising, as many providers have time for training. The sessions, though brief,
demonstrated an impact that could improve patient care and reduce harm. Reshetukha et al.
(2018) found, even in a busy ED with standardized risk assessment and protocol, there were
improved use of documentation and EHR usage. Quality and efficacy of SRAP improved
documentation (Reshetukha et al., 2018). The increase in documentation rates reflect an increase

in physician awareness of SRAP understanding and suicide risk prevention. SRAP education was
brief, low cost, and may be feasible in other hospital settings.
Communication Tools
Few studies have focused on provider to provider communication during patient
transitions across care facilities. In nine pediatric hospitals studying inpatient handoff, an oral
and written handoff bundle (I-PASS) was “associated with reductions in medical errors and in
preventable adverse events and with improvements in communication, without a negative effect
on workflow” (Starmer et al., 2014, p. 1812). This I-PASS bundle post-implementation had a
statistically significant decrease (23% relative decrease 6-months after implementation) in
medical errors and preventable adverse events (30% relative decrease 6 months postintervention). This standardized communication tool is a step towards reducing
miscommunications in healthcare and patient transitions. A similar tool could be adapted
towards outpatient to inpatient provider to provider communication.
Patient Safety
Reshetukha et al. (2018) identified challenges in the ED that increase risk for patient
harm related to suicide. Providers must complete assessments quickly, treat more than one
patient at the same time, and work in a high stress environment. Despite training for providers,
pre-intervention there were misconceptions, lack of confidence and discomfort surrounding
suicide” by ED physicians (Reshetukha et al., 2018, p. 35). The Joint Commission has included
suicide prevention in the U.S. National Patient Safety Goals that physicians must be able to
identify factors that may increase a patient’s risk for suicide. As the incorrect resuscitation of a
patient with a DNR causes preventable physical and emotional harm to the patient and family, it
would be similar in the safety event of a suicide attempt or completed suicide. The interventions

used for the ED to improve suicide risk assessments and documentation can be used to improve
training of ED physicians, identify DNR patients, and reduce the risk of safety events.
Recommendation for Interventions
Education of providers to assess for vulnerabilities in the EHR is a step toward finding
missing information and gaps in the system that will help improve patient safety over time. The
Joint Commission (2015) also recognized the role in training providers how to be aware of
hazards, creating a culture of safety, and reporting close calls and harm related to EHR and HIT.
Creating a centralized location for ACP documents (including legal forms with actionable
treatment wishes) improves the availability of information and increases communication across
outpatient and inpatient settings. The assessment found an existing centralized location, however
there is a lack of knowledge of this location. Lakin et al. (2016) noted ED physicians’ responses
to potential improvements as increasing visibility of ACP information such as placing
information in a specific section in a clear location in the EHR such as near the allergy section.
Reshetukha et al. (2018) had a cost and time effective method of increasing provider
education that could be disseminated inpatient and outpatient. Second, implementing a
standardized communication tool would be appropriate to reduce miscommunications and
improve outcomes. Turley et al. (2016) found using a CDA increased documentation rates of
advanced directive information and helped standardize location of information, improving
communication.
Project Objectives
The purpose of this DNP project is to improve communication between healthcare
providers, determine needs of the providers to accomplish this communication, which will

improve care transitions of patients with a DNR, and reduce patient harm. The objectives for this
project are to:
1. Assess physicians and advanced practice providers awareness and knowledge of use of
the Advance Care Plan Navigator (ACP Navigator) outpatient and the ED.
2. Assess physicians and advanced practice providers perceived barriers and comfort level
of initiating advanced care conversations and code status communication.
3. Measure utilization of this ACP Navigator
4. Standardize vocabulary and processes for advanced directive and DNR in the EHR.
5. Reduce barriers for access to this ACP Navigator and DNR information.
6. Improve communication of patient information to healthcare providers
7. Educate providers on use of ACP Navigator, vocabulary, and processes.
8. Create a standard protocol for reviewing and placing code status orders during care
transitions.
9. Re-assess awareness and knowledge of the ACP Navigator, and conduct chart reviews of
any relevant patient safety events related to this communication.
Type of Project
A quantitative-qualitative mixed methods pre-/post- quantitative comparison and
thematic qualitative design will be used for this quality improvement project.
Setting, Sample
This project will occur both at an ambulatory office as well as two EDs, owned by the
same West Michigan health system. The participants include patients, RNs, and providers.
Models Used to Guide Project
Phenomenon Model

The linear model of communication (see Appendix F) defines information transmission
by creating concepts that can be utilized for effective communication (Mohorek & Webb, 2015).
This communication begins with a source, creating the message to be sent. A transmitter turns
this message into a signal, and a receiver will then change this signal back into a message. Each
concept in the chain has internal and external “noise” that create breakdown in communication
(Mohorek & Webb, 2015). This model was utilized by choosing interventions that would reduce
the communication breakdowns in patient transitions. This model can help delineate the process
in which patient information is incorrectly transmitted. Errors can occur from incorrect encoding,
lack of experience, lack of education, external or internal noise (Mohorek & Webb, 2015). As
these errors are identified, the interventions will be implemented in this project to reduce these
errors, increasing patient safety during care transitions.
Theoretical Framework
The socio-technical systems (STS) theory considered how social, human, and technical
factors interact within a system or organization to affect how work is done. STS theory was used
in many applications in workplace systems and larger organizations to support technical
improvements (Baxter & Sommerville, 2011). As shown in Appendix G, when a healthcare
organization chooses to implement to change EHR processes for health care providers, the
organization should assess social, human, and technical factors to allow for the easiest and safest
EHR utilization change.
Human factors.
Human factors include user involvement in technology design, usability and accessibility
of said design, and a workforce of technologically savvy employees (Maguire, 2014). User
involvement describes those who intended to use the technology having no hand in the design.

Usability, or how easily the technology is for users to navigate, contributed to “clinician
frustration and patient dissatisfaction, and can introduce patient safety risks” (Ratwani et al.,
2018). A technologically savvy workforce allows for less time teaching how to use basic
principles of technology and allows for greater expectations of technology utilization.
Social factors.
Social factors include job changes, user specific roles, interaction between employees,
flexibility of roles, and acceptance and satisfaction. Implementing new technology may increase,
decrease, or change job roles. User roles need to be supported by this technology. Social user
interaction can be between coworkers such as distractions, or it can be using technology for
personal use. Flexibility is important for the team during any change including technology, as
changes can be stressful and affect efficiency and moral. These factors are important to account
for as provider/clinical staff perceptions on ease of use, perceived usefulness, social norms, and
computer self-efficacy can greatly impact the correct utilization of EHRs (Gesulga, Berjame,
Moquiala, & Galido, 2017).
Technical factors.
Technical factors include the infrastructure of the organization, access to the system and
software, work process, monitoring, integration, and design of technology. Gesulga et al. (2017)
mention that infrastructure for the EHR system must be available so that it may operate
effectively. To be efficient, EHRs should be able to share information across multiple health care
systems to facilitate communication. Access to the system is important for health-related
technology such as EHRs, as patient protected information needs to be secured using complex
passwords or biometric technology (Maguire, 2014). Work process may increase directly after
EHR change but should improve over time, and when health care providers have increased or

slowed directly due to EHR tasks or charting there can be increased risk for error (Ratwani et al.,
2018. Monitoring and feedback allow for improved performance over time with the ability to
evaluate performance through the technology. The technical design of the EHR is imperative to
success and can be pre-created or customized to fit a health organization which would be
preferred according to the STS theory.
Implementation Model
Kotter’s Eight Steps for Leading Change (Appendix H) will be utilized as a framework
for this project. This model will give order to implementing change for this project, as this model
has been used for successful change model across many contexts in the business sector and
healthcare organizations with success (Appelbaum, Habashy, Malo, & Shafiq, 2012). Step one
includes creating urgency. Creating a sense of need for change is imperative for buy-in and
determining key stakeholders (Appelbaum et al., 2012). This was started during the
organizational assessment. The use of relevant statistics and literature to support the risk for
patient harm without change will be utilized to create urgency in the organization, using the
literature review. Step two is to create a group involving motivated individuals and leaders. The
individuals utilized according to Appelbaum et al. (2012) should have the characteristics:
position of power, expertise, credibility, and leadership. This project will consist of a team that
holds these characteristics, including experts in the field of doctoral research, leaders in the
organization, and stakeholders such as providers, and RNs who drive change through workflow.
Step three is to clearly define the vision for the change as well as strategy for the change
process (Appelbaum et al., 2012). A standard work protocol will be designed for the ED to
clarify roles. Step four is to communicate these defined visions and strategies (Appelbaum et al.,
2012). Without communication, there will not be a clear path to change and individuals involved

may lose interest. A pre-/post implementation survey will be distributed to ED and HBPC RNs,
practice managers, advanced practice providers, and physicians to determine culture, attitudes,
and knowledge of the ACP Navigator and interest in education. The communication of the
project goals will occur through education for RNs, physicians, and advanced practice providers.
This education will include the importance of using the ACP Navigator, definitions of related
DNR and advanced directives, and how to use the ACP Navigator to improve patient safety (see
Appendix J).
The project lead will drive interest by clearly communicating goals and objectives of the
project and meeting face-to-face with team members. Step five is to empower individual action
(Appelbaum et al., 2012). Involving individuals in the change, providing support to keep the
change, and empowering these individuals would create positive attitude toward the project. This
individual action will be measured during the implementation period of this project through
direct observation of RNs, physicians, and advanced practice providers to assess for utilization of
the ACP Navigator. Step six involves celebrating small wins, identifying the change that has
occurred and recognizing the efforts of the individual to create this change (Appelbaum et al.,
2012). It will be important to keep stakeholders and the team informed of progress through
frequent updates. Updates will be brought to attention through email and RN huddles.
Step seven involves creating momentum through successes and using these measurable
successes to involve more individuals and ensure the organization is aligned with the original
vision (Appelbaum et al., 2012). Step eight is to cement the changes in the organization and
create a long-term plan for the changes. This includes the potential for diffuse education
throughout the healthcare system. This will be done through the sustainability plan as described

below (Appelbaum et al., 2012). A sustainability plan creates the framework for long-term
change in the organization.
Implementation Steps and Strategies
Powell et al. (2015) created a comprehensive list of implementation strategies utilized for
developed a compilation of implementation strategies based on a panel of clinical experts and are
utilized to build a comprehensive plan. Eight implementation strategies were applicable and will
be utilized in the project.
Organizational assessment.
Powell et al., (2015) recognize the importance of assessment. Their strategies, “assess for
readiness” and “identify barriers and facilitators” determines the readiness of the organization for
change, clarifies where barriers exist and identifies strengths of the organization that will
facilitate the change (Powell et al., 2015, p. 8). Prior to creating a project implementation plan,
an organizational assessment was utilized to assess needs, readiness, barriers, and facilitators. A
SWOT analysis identified barriers and strengths for the organization (see Appendix B).
Identify champions.
The identification and preparation of champions (Powell et al., 2015) will allow for
increased buy-in, drive implementation through their status in the organization and support for
the implementation. This was done through interviews, networking, and meetings and allowed
for a team of experts to be created for the project.
Shadow clinicians.
Powell et al., (2015) believed that shadowing other clinicians increases awareness and
knowledge of the organization. Shadowing clinicians (RNs, physicians, PA, and NP roles) in this
project will be done by project lead before implementation of the practice change in the ED.

Shadowing will again be completed after education is completed, to determine if a practice
change was successful.
Audit and provide feedback.
First, audits are integral for successful change, as it is necessary to have data supporting
the change, as well as knowing early on if the practice change needs to be adjusted. Auditing will
be done in the form of chart audits and surveys. Feedback will be given to the project settings
through updates, given in the form of emails, huddles, and in-person meetings as allowed.
Develop educational materials.
Creating effective education in multiple formats increases likelihood of successful change
(Powell et al., 2015). Education will be developed using objectives of the project. Education will
be created after pre-implementation survey data is collected, allowing for a tailored product that
fits the needs of the setting.
Conduct educational meetings.
Powell et al., (2015) included this strategy to include stakeholders, inform the setting of
the change, and increase participation. Education will be disseminated through email, in-person
huddles, in-person and/or taped short educational sessions, and PowerPoint (see Appendix J).
Tailor strategies.
Adaptability will be necessary for the project to be successful. Powell et al., (2015)
identified tailoring strategies as an implementation strategy to address barriers and facilitate
success through the close monitoring and tailoring of implementation steps. This project will use
this strategy by examining survey results and close monitoring of project movement and adjust
education and re-educate as needed.
Start a dissemination organization.

Planning for sustainability will be done, with the intention of the practice change
continuing after the project ends. Powell et al., (2015) recommend identifying a champion or
organization to carry work forward. This project will include a concrete plan to disseminate the
practice change through creation of formal education that can be used for next generations of
providers, as well as disseminating information horizontally to other settings within the
organization.
Measures
A comprehensive list of measures is in Appendix I. Evaluating measures began prior to
implementation of education. This was done using chart audits, observation, surveys and
interview. Measures were re-evaluated after education was implemented, utilizing chart audits,
observation, surveys, and interview.
Data Collection
Data will be collected through multiple methods. Chart audits will be completed of past
safety events and any safety events that are to occur during the project timeline. Interviews have
been and will continue to be conducted with physicians, advanced practice providers, managers,
medical social workers and RNs to evaluate attitudes and knowledge of practice change.
Observation will occur to evaluate workflow of physicians, NPs, PAs, and RNs to assess for
utilization of ACP Navigator at HBPC and the ED. Pre-implementation and post-implementation
surveys will be sent to physicians, NPs, PAs, and RNs to assess attitudes, comfort level and
barriers of advanced care conversations as well as knowledge of the ACP Navigator
Baseline and post implementation data will be collected in Excel spread sheets from
interviews, observation, and/or chart audit and health system already collected data. This
includes age/race/ethnicity/gender of patients, presence of advanced directives and DNR, type

use of DNR and EHR, frequency of severe harm events, and ED diagnosis and comorbidities
during acute event. Data will be coded using the codebook designed by the student. Data
collected will be de-identified and maintained on the secured encrypted M-drive in the health
system. Each clinician and patient will be assigned a unique identifier. No valid and reliable
measurement tools are available to examine data for this project.
Analysis
SAS software will be used to analyze the data and the student will work with a
statistician. Descriptive statistics, including counts, percentages, and frequencies pre- and postimplementation will be used. Counts of pre- and post-implementation will be calculated and if
numbers are enough, non-parametric comparisons will be conducted. The data is anticipated to
be too few to allow for hypothesis testing of differences. However, if the numbers are
insufficient, comparisons will be computed using non-parametric statistics (i.e., Wilcoxon
Signed-Rank test).
Resources and Budget
Serious safety events must be reported and investigated by the healthcare system, costing
on average $8,000 per individual event (Blanchfield, Acharya, & Mort, 2018). The CMS reduce
reimbursements for these events. There has not been literature published specifically about the
cost of a serious safety event related to an accidental resuscitation, however the cost difference in
90-day expenditure between an admission with a preventable adverse event was $35,617
compared to a normal hospital course (Carey & Stefos, 2011). This adds up to insurmountable
costs nationally, as well as to healthcare systems. For a more accurate quantification of a
wrongful successful resuscitation, cost per intensive care unit (ICU) stay will be used as a cost
estimate for this project. According to Gershengorn, Garland, and Gong (2015), ICU daily costs

average between $1336-$9493 depending on acuity. The resources needed for this project are
outlined in Appendix N. The total projected resource cost of this project is estimated at $2566.71
after deducting donations. The cost mitigation including preventing a serious safety event (at
minimum) is $14,000 calculated at one patient ICU day and the cost of investigating the serious
safety event. This leaves a large margin of potential cost savings (minimum $11,515 if one
serious safety event was prevented for the healthcare system.
Timelines
A timeline was created to facilitate this project, planning for successful implementation
(see Appendix L). This project timeline began in June 2019 at which time the organization was
assessed, and literature review was initiated, informing the DNP student of the needs for the
project. The project plan meeting will occur October 22, 2019. Pre-implementation auditing will
occur October 22, 2019 to December 15, 2019. After advisory approval, implementation of this
project will occur from November 2019 to March 2020. In the pre-implementation period of
October 15, 2019 through November 1, 2019 shadowing will occur in the ED. Shadowing will
occur post-implementation in the period of January 21, 2020 to February 21, 2020. Posteducation surveys will be sent out end of January,2020 pending official education date (expected
January 2020). Data will be analyzed in February 2020 to March 2020. The project will wrap up
and be defended by April 2020 prior to graduation, and final defense will be submitted to
ScholarWorks after approval.
Sustainability Plan
A sustainable change is the ultimate goal of the DNP project. The project interventions
should be implemented with the goal of organizational improvement. If these interventions are
successful in improving the current process and increasing patient safety, members of the team

may assist in future education. The reasoning behind a standard protocol implementation is to
have a concrete protocol for future providers to use as a resource. The use of educational
modules could be disseminated to on-boarding new hire RNs as well as new hire physicians and
advanced practice providers for outpatient and ED use. Other outpatient clinics and care areas of
the hospital could adopt these interventions, such as EMS services and operating room services.
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Appendices
Appendix A
The Burke-Litwin Model of Organizational Performance and Change

Adapted from: Burke, W.W., & Litwin, G.H. (1992). A causal model of organizational
performance and change. Journal of Management, 18(3). 523-545. Retrieved from:
https://journals-sagepub-com.ezproxy.gvsu.edu/doi/pdf/10.1177/014920639201800306

Appendix B
SWOT Analysis
Strengths
Large organization network in Midwest
Office willing/open to new ideas
Increasing size of specialty office and HBPC
annually, currently 500-600 patients.
Shared EHR in multiple care settings
ED provider group interested in improving
process

Opportunities
Improved reimbursement and health care
value-based payments with improved patient
safety.
Federal regulating agencies incentives
Increase job satisfaction as providers feel that
quality of care is improving, and patient
advocacy is a priority.

Weaknesses
HBPC calls for off-site staff, difficult to
communicate at times.
Widely varying clinician roles:
HBPC/outpatient office compared to ED will
make teaching difficult.
Different processes and staff inpatient and
ambulatory.
Private contracting group and organization
have different policies.
Potential lack of buy-in with unknown
clinical significance.
Threats
Difficult to standardize policies/processes
across multiple ambulatory and inpatient
settings.
Increased time/costs associated with learning
new process

Appendix C
IRB Determination
Organizational IRB approval available upon request.

Appendix D
Flow Diagram of Search Selection Process for Literature Review
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Appendix E
PRISMA Table of Articles for Literature Review
Author
(Year)
Reshetukha
et al.
(2018)

Design (N)
Prospective
and multiphase
project to
develop
evidence-based
tool (Safety
Assessment
and Follow Up
Evaluation) for
project at
Queen’s
University in
Kingston,
Ontario,
Canada. This
study is phase
three of the
projects, which
analyzes
physician
education on
suicide.

Inclusion
Criteria
Included if ED
physicians or
psychiatrists
during study
period.

Intervention vs
Comparison
-One-hour
interactive
workshop for
ER and
psychiatric
physicians
focusing on
approaching
patient with
standardized
suicide risk
assessment and
increase
confidence
interacting with
suicidal
patients.
Educational
workshop
provided
general
overview as
well as
reviewed
protocols,
evidence-based
risk factors, and
documentation.
-Suicide risk
assessment
prompts were
printed and
posted beside
all computers
used for
provider
documentation
within Kingston
General Eds.

Results
-Documentation
was significantly
improved of risk
factors within
suicide risk
assessments
immediately
after
implementation
and 6 months
post
implementation.
-40 suicide risk
factors 37
improved
documentation
and included 12
suicide risk
factors that were
included in
education
workshop.

Conclusions
-Increased
documentation allows
for improved awareness
and consideration in
patient harm situations.
The one-hour education
workshop and
educational prompts
were enough to continue
significant
improvements 6 months
post-intervention.

Smith et al. Prospective
(2013)
study on
education
curriculum
regarding
palliative care
and end-of-life
conversations
in US.

Moore
(2017)

Included if
they were
internal
medicine
residents at
University of
California San
Francisco. 165
residents were
in the training
program and
88 completed
the
intervention.
No other
inclusion
criteria were
listed.

The education
intervention
included two
one-hour lunch
education
conference
sessions and six
one-hour
morning reports
at each hospital
which were
integrated into
the regularly
scheduled
teaching
sessions on
inpatient
rotations. These
education
sessions
included
reviews for
evidence,
didactic slides,
and scripted
role play.

Postintervention,
residents
reported
significant
improvements (p
< 0.05) in
comfort
discussing code
status and ACP
with patients and
families.
-Self-efficacy:
Residents
reported
significant
improvements
(p< 0.05) in
statements of “I
am confident
that I can answer
a patient and
family’s
questions about
death and
dying”, “I am
confident that I
can deal with
unexpected
events in a
family meeting”,
and the
summarized
self-efficacy
score.
Experimental
Included
Participants
197 RNs
pre-test and
working at
were randomly completed
post-test design this hospital as assigned to 1 of pretest and 134
using a
a bedside RN 3 groups. Group RNs completed
convenience
with an
1 was the
posttest. No
sample of 667
associate,
experimental
significant
bedside RNs at baccalaureate, group, assigned differences were
a large 477 bed or master’s
to complete an
noted between
regional
degree.
evidenced
level of

-These teaching
sessions were wellreceived and
demonstrated significant
differences without
burdening time or
resources.
-Integrating role play
with small group inperson education
sessions maximized the
residents’ time and
improved residents’ selfefficacy and education.

-Pretest attitudes were
favorable toward
educational intervention.
Though intervention did
not statistically improve
perception of knowledge
and skill, this article
showed how online
educational modules can

hospital in the
US.

Starmer et
al., (2014)

based practice
educational
module, group
2 was a control
group assigned
to complete an
alternate
educational
module, and a
control group
(Group 3) was
not assigned an
educational
intervention.
Participants
were also
surveyed pre
and post
intervention.
The learning
module was a
self-paced
PowerPoint
developed by
DNP nurse
educator and
practice
educator. The
PowerPoint
defined EBP,
relevance,
steps, resources,
and examples.
Prospective
9 pediatric
Pre-intervention
intervention
residency
outcomes of
study of
training
interest
handoffprograms.
measures for 6
improvement
Study sites
months for
program at 9
were included comparison.
pediatric
if they were
During next 6
residency
heterogenous
months,
training
across medical intervention
programs in the complexity,
implemented.
US and
non-ICU, had Intervention
Canada.
no
included all
January 2011- standardized
resident trained

education and
knowledge,
skill, attitude of
post-test. No
significant
differences were
found in effect
of educational
intervention.

improve attitudes
towards practice.

-10,740 patient
admission total
were reviewed,
5516 preintervention and
5224 postintervention for
presence of
medical error.
-Medical Error:
23% relative
reduction in
overall medical

Implementation of the IPASS handoff bundle
across nine hospitals
reduced rate of all
medical errors, and
reduced rates of
preventable adverse
events. There was
significant reduction in
specific error such as
diagnostic error.
Quality of written and
oral handoff

May 2013.

Turley et
al. (2016)

handoff in
place.

on handoff
practices and
required to use
I-PASS process
on study units.
I-PASS
Handoff Bundle
includes
mnemonic for
oral and written
handoff, 2-hour
workshop,
simulation
session, direct
observation
tool, process
change
campaign. 6
months of postintervention
data followed.

error, 21% in
near-misses,
both statistically
significant
p<0.001. 30%
relative
reduction in
preventable
medical error.
-More residents
reported having
handoff training
after
intervention
versus before,
proportion of
residents rating
overall quality
of handoff
training as very
good or
excellent
increased
significant after
intervention
(p<0.001)
Retrospective
Inclusion
CDA (EHR tab Postpre-and postcriteria
used for
implementation,
implementation include
viewing and
documentation
analysis of
documentation documenting
rates of POLST
CDA
of KPSC
ACP documents discussions were
implementation patients aged
and patient
higher both
and
65 years or
preferences)
inpatient and
documentation older with at
implemented
outpatient.
rates of
least 1
across all
Inpatient
advanced
ambulatory or hospitals at
documentation
directives at
inpatient care KPSC. Usage
increased from
Kaiser
visit between
measured by
2.0% to 4.2%
Permanente
2012 and
mouse clicks of (P= <0.001).
health system
2013.
the tab by
With the CDA
in Southern
physicians of
implementation,
California,
the included
documentation
USA between
patient
rates
2012 to 2013.
population.
significantly
Rates of
increased (p =
advanced
0.001). Patients

communications
improved while time
spent preparing for
handoff did not
significantly increase
which supported using
this handoff in more
hospitals.

There was a significant
association between
physicians’ usage of the
CDA tab and
documentation of
advanced directives.
Using the CDA showed
significant increases in
documentation and
efforts to promote the
CDA would improve
practice of ACP, and
code status documents.

directive
documentation
pre and post
intervention
was also
studied.

with the CDA
were 1.7 to 5.0
times more
likely to have
filed advanced
directives

Appendix F
Linear Model of Communication
SOURCE

•NOISE:
•Internal: hunger, thirst, pain, sleepiness
•hierarchy barriers, persional relationships

TRANSMITTER

CHANNEL

•NOISE:
•External•essential distractions (phone,
interruptions, clarifications, overhead
noise, alarms)
•nonessential distraction (staff
distractions, side conversation,
TV/computer)

RECEIVER

•NOISE:
•Internal:
•physiological (sleepiness, hunger, thirst, pain)
•psychological (hierarchy, personal relationships
•semantic (mental model, education, language,
culture)

DESTINATION

Adapted from: Mohorek, M., & Webb, T. P. (2015). Establishing a conceptual framework for
handoffs using communication theory. Journal of Surgical Education, 72(3), 402–409.
doi: 10.1016/j.jsurg.2014.11.002

Appendix G
Socio-Technical Systems Model

HUMAN FACTORS
•User Involvement in Design
• Technologically Savvy
Workforce
•Percieved Ease of Use

NEW
TECHNOLOGY:

SOCIAL FACTORS
•Job Roles
•Flexibility of Roles
•Culture of Change
•Employee Satisfaction
•Time for Adapting New
Technology

ACP Navigator

TECHNICAL FACTORS
•Infrastructure
•System and User Access
•EHR Navigation
•Workflow
•Resources

Adapted from: Maguire, M. (2014). Socio-technical systems and interaction design – 21st century
relevance. Applied Ergonomics, 45(2), 162–170. doi: 10.1016/j.apergo.2013.05.011

Appendix H
Kotter’s Eight Step Model
STEP 1: Establish Urgency

Meet with prospective team members
Establish urgency/need for change through organizational assessment .
STEP 2: Create Guiding Team

Establishment of Project Team,
Utilize motivated team members including experts in the field, leaders of organization, stakeholders
STEP 3: Develop a Change Vision

Implementation strategies created Standard work protocol
Education

STEP 4: Communicate Vision for Buy-In

Pre-/post implementation surveys
Education and observation

STEP 5: Empower Action

Direct observation of staff during implementation
Clearly define goals of using ACP Navigator

STEP 6: Generate Short-Term Wins

Frequent updates during implementation period during RN huddles, HBPC team meetings, emails

STEP 7: Don't Let Up

Create momentum by continuing close contact and updates during implementation period,
Analyze data to determine outcomes

STEP 8: Incorporate Change into Culture

Disseminate findings to Severe Harm committee, ED, HBPC
Involve stakeholders in findings.
Sustainability plan

Adapted from: Edinburgh Napier University. (n.d.). Kotter’s 8-step change model. Retrieved
from: https://staff.napier.ac.uk/services/hr/workingattheUniversity/LandD/organisationalchange/support/building-your-resilience/Pages/Kotter%27s-8-Step-Change-Model.asp
Appendix I
Figure 1: Data Measures
Type of measure

Concept

Why measured:

What measured: How
measured:

Work
Setting/Location

Identifies work
setting of survey
responders.

Identifies work
ED locations
setting to measure
(nominal)
responses separately
between EDs.

Pre-/Post
Education
Survey

Provider Role

Identifies roles of
providers in survey
responders.

Identifies roles to
measure responses
separately between
health care provider
roles

RN, PA, NP,
Physician,
Other
(nominal)

Pre-/Post
Education
Survey

Patient Age

Identifies patient
age during chart
audits.

Used during chart
audit for
demographic
information.

Age in years
(nominal)

Chart audit

Patient Gender

Identifies patient
gender during chart
audits.

Used during chart
audit for
demographic
information.

Male, Female,
other
(nominal)

Chart audit

Identifies subjective
baseline knowledge
and acquired
knowledge of ACP
Navigator of survey
responder.

Identifies perceived
knowledge of ACP
Navigator to
determine improved
knowledge and
potential barriers to

Yes/No
(nominal)

Pre-/Post
Education
Survey

When
measured:

Demographics

Perception
Measures
Knowledge of
ACP Navigator

Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20

Preimplementation
10/19
Postimplementation
3/20

Belief of
usefulness to
patient safety

Utilization

Experience of
Moral Distress

Perceived
barriers to code
status and ACP
conversations

Comfort
discussing code
status or
advanced care
conversations

Patient
measures
Code status
(DNR)

use.
Identifies subjective Identifies perceived
benefit to patient
benefit to patient
safety in survey
safety of ACP
responder.
Navigator, will
determine potential
future utilization.
Identifies subjective Determines
consistent use of
perceived consistent
ACP Navigator in
use of ACP
survey responders.
Navigator, will
determine potential
sustainability.
Identifies/measures
Delineates what
how many care
roles have
providers and in
experienced this
what role have
phenomenon and
experienced moral
what percentages of
distress and at what each role of
severity, of a DNR
responders have had
patient undergoing
this experience, as
resuscitative effort.
well as how severe
moral distress was.
Identifies barriers
Assess needs of
defined by RNs,
provider education,
physicians, PAs, and tailor education,
NPs to having code augment
status or ACP
implementation
conversations
plan to benefit these
barriers.
Determines
Assess needs of
perceived comfort in provider education,
having end-of-life or tailor education,
ACP conversations
augment
with patients for
implementation
physicians, PA,
plan to benefit these
NPs.
barriers.

Identifies presence
of code status and
type of code status
in patient
banner/ACP
Navigator

Determines
correctness of code
status order during
care transition as
well as active code
status order,
determines ease of

Scale 0-10
(nominal)

Pre-/Post
Education
Survey

Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20

Scale 0-10
(nominal)

Pre-/Post
Education
Survey

Scale 0-10
(nominal)

Pre-/Post
Education
Survey

Scale 0-10
(nominal)

Pre-/Post
Education
Survey,
clinician
observation

Preimplementation
10/19
Postimplementation
3/20

Scale 0-10
(nominal)

Pre-/Post
Education
Survey

Preimplementation
10/19
Postimplementation
3/20

Yes/No

Chart
audits

Preimplementation
10/19
Postimplementation
3/20

Diagnosis

Identifies diagnosis
listed at time of ED
visit

Outcome of visit

Identifies outcome
of safety events
during ED visit

Comorbidities

Identifies
comorbidities of
patient during safety
event on ED visit

Advanced
Directives
present in ACP
Navigator

availability during
implementation.
Informs RootCause-Analysis of
safety event to
determine
correlation of
diagnosis and safety
event.
Informs RootCause-Analysis of
safety event to
determine outcome
of event.

ICD-10 code
(ordinal)

Chart
audits

Preimplementation
10/19
Postimplementation
3/20

Patient
Deceased
(yes/no)

Chart
audits

Informs RootCause-Analysis of
safety event to
determine
correlation, if any,
of comorbidities
and event.

ICD-10 code
(ordinal)

Chart
Audits

Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20

Identifies
number/prevalence
of advanced
directives in ACP
Navigator

Evaluates ease of
availability of using
ACP Navigator to
locate Advanced
Directives.

Yes/No
(nominal)

Chart
audits

ACP Navigator
opened

Identifies number of
times ACP
Navigator is opened

Determines
utilization of ACP
Navigator by
providers during
patient visits

Yes/No (per
patient visit)

Observatio
n

Code status
discussed with
patient directly.
If not, who?

Identifies who was
present for code
status discussion

Patient/Family/
DPOA/other/De
faulted to Full
Code (Unable
to Discuss)

Observatio
n

Code status
ordered matches
advanced

Identifies whether
the ordered code
status agrees with

Determines
occurrence of code
status discussion
and evaluates how
often code status is
directly discussed
with patient
Determines whether
the ordered code
status agrees with

Yes/No

Chart
Audits

System
measures
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19
Postimplementation
3/20
Preimplementation
10/19

directives

advanced directives
in ACP Navigator

patient wishes; was
DNR/advanced
directives honored?

Safety events

Identifies number of
safety events

Evaluates
Number of
usefulness of ACP
events
Navigator education (nominal)
by number of safety
events occurring

Postimplementation
3/20
Chart
audits

Preimplementation
10/19
Postimplementation
3/20

Figure 2: Example Observation and Interview Checklist for ED and HBPC
1. ACP Navigator opened:
a. If not, ask Why:_____________________
2. Code status discussed with patient directly:
a. If not directly, who was code status discussed with:
family/friend/DPOA/other/default full code
b. If not, ask what barriers prohibited conversation:____________________
3. Code status ordered: Full/DNR/Partial
4. Code status matches Advanced Directives in chart: Yes/No

Figure 3: Staff Surveys
Provider Pre-Implementation Survey:
1. What is your role as a care provider?
2. What is your primary work location?
3. How much moral distress have you felt caring for a ventilated or post-cardiac arrest
patient when it was later revealed had a Do Not Resuscitate wishes?
4. How comfortable do you feel discussing code status/advance care planning with patients?
5. How frequently do barriers limit discussion of code status/advance care planning with
patients?
6. What do you believe are the largest barriers to having advance care conversations?
7. Have you heard of the Advance Care Planning Navigator?
8. (If yes)
a. How often do you use the ACP Navigator?
b. Do you believe the ACP Navigator improves safety?
c. What do you believe are the top three barriers to using the ACP Navigator
consistently?
Provider Post-Implementation Survey:
1.
2.
3.
4.

What is your role as a care provider?
What is your primary work location?
How comfortable do you feel discussing code status/advance care planning with patients?
How frequently do barriers limit discussion of code status/advance care planning with
patients?
5. How often do you place a code status while the patient is in the ED?
6. What do you believe are the largest barriers to having advance care conversations?
7. Have you heard of the Advance Care Planning Navigator?
8. (If yes)
a. How often do you use the ACP Navigator?
b. Do you believe the ACP Navigator improves safety?
c. What do you believe are the top three barriers to using the ACP Navigator
consistently?
RN Pre-Implementation Survey:
1. What is your primary work location?
2. How much moral distress have you felt caring for a ventilated or post-cardiac arrest
patient when it was later revealed had a Do Not Resuscitate wishes?
3. How frequently do you experience advance care conversations or code status
conversations between patients and providers during your shift?

4. Have you heard of the Advance Care Planning Navigator?
5. (If yes)
a. How often do you use the ACP Navigator?
b. Do you believe the ACP Navigator improves safety?
c. What do you believe are the top three barriers to using the ACP Navigator
consistently?
RN Post-Implementation Survey:
1. What is your primary work location?
2. How frequently do you experience advance care conversations or code status
conversations between patients and providers during your shift?
3. How frequently do you see code status orders placed for patients while they are being
treated in the ED (Prior to transfer/holding orders)?
4. Have you heard of the Advance Care Planning Navigator?
5. (If yes)
a. How often do you use the ACP Navigator?
b. Do you believe the ACP Navigator improves safety?
c. What do you believe are the top three barriers to using the ACP Navigator
consistently?

Appendix J
Figure 1: Email Education
Pre-Education Email Education to RNs and Providers (ED):
Hello, my name is Emily Kraus and I am a DNP Student completing a doctoral project on your
unit with a goal of preventing mistaken resuscitation of patients with documented DNR wishes, a
serious safety event. I will be sending out education about the ACP Navigator, located in Epic.
What you need to know:
•
•
•
•

This will go into effect January 2020.
I will be observing to see if the ACP Navigator is being used (before and after my
education), sending out surveys (before and after my education).
Education will be sent via email in the form of flyers and PowerPoints
I appreciate your participation!
Post- Education Email Education to RNs and Providers (ED):

Hello!
Thank you for completing the online surveys, and for taking the time to review my education
regarding the process change in using the ACP Navigator! I hope that this change improves your
practice and saves you time. I will be around the unit observing to measure how often the ACP
Navigator is used, and whether it is supporting patient safety by keeping code status in the
banner and matching the patient’s documented wishes. I will be providing an update by email in
February 2020. Please let me know if you have questions.

Figure 2: Huddle Education Scripts
ED RN Huddle Information- Pre-Education
“Hello, my name is Emily Kraus and I am a DNP Student who will be observing, surveying, and
providing education to you from October 2019 to March of 2020. My project objective is to
increase awareness and use of the Advance Care Planning Navigator and to clarify roles,
responsibilities for registered nurses and providers. I hope to improve patient safety and prevent
mistaken resuscitation for patients who come here with documented DNR/DNI wishes. Please
contact me with any questions and thank you for your participation!”
RN Huddle Information- Post-Education
“Hello, thank you for completing the survey and reading the education for my project. I will be
around your unit observing for the use of the ACP Navigator. I’ll be here providing updates
periodically starting in January and ending in March. Please let me know if you have any
questions and thank you for your participation!”

Figure 3: Flyer Education Sample

Figure 4: PowerPoint ACP Navigator Education

“Honoring Patients Wishes”
Emergency Department
Provider
Advance Care Planning Navigator
Emily Kraus, BSN, RN
Doctor of Nursing Practice (DNP) Student
Site Mentor: Dr. Iris Boettcher, MD

Grand Valley State university
Kirkhof College of Nursing

Imagine this scenario:


A person is brought into the hospital by EMS in distress. It is clear they need
immediate stabilization. In this process, there is a gap in time that they may
have no code status in Epic. Before you have time to talk to them about their
code status wishes they stop breathing, and then lose their pulse.



Now, CPR begins with possible ventilation, intubation, central line placement
with transfer to the ICU for further aggressive treatment.



How would you feel if at this point advanced directives were found in
the patient chart that stated they would not want any of these
treatments, instead hoping to pass away comfortably?



This is a hypothetical scenario but unfortunately it is consistent with other
situations that have occurred at this hospital and across the country.

Why is this important?


Wrongfully prolonging life is a serious safety event, one that may seem
counterintuitive, especially when a life was saved in the process. It may cause:


Physical and emotional harm to the patient and their family.



Moral distress to you and other care providers who unintentionally harmed a
patient



Financial burden on the hospital, and potential financial penalties for involved
providers for this serious safety event.

Patients who do not want to be resuscitated but would like to be treated aggressively
for medical conditions may seek treatment in the ED.



This PowerPoint will educate you on using one standard place
in Epic that you can search for these DNR documents.

Objectives for this lesson:
At the end of this lesson the learner will be able to:
1. Locate ACP

Navigator in Epic’s Storyboard.
2. Find a DNR and/or DPOA within ACP
Navigator in Epic’s Storyboard.
3. Learn when to place a DNR order in the ED.

Epic now will use the Storyboard.
✓ ACP Navigator is located
along the left-hand side of
the screen under Code
Status. It automatically
shows if there are
documents present.
Hover over the “Code: Not
on file” for a pop-up of ACP
documents if present.

What documents are in the ACP Navigator?
✓

When open, multiple sections appear including:

CODE STATUS:
• Medical order from provider. Will list
current and prior orders.

HEALTH CARE AGENTS:
-Patient has consented that
medical care can be discussed
with contacts
-List names of DPOA/MDPOA,
but not all Health Care Agents
are official decision makerssee below

ACP Navigator continued:
There are several documents that may
be filed under ACP Documents,
including:

1. LIVING WILL:
▪
▪

When on file- valid
Lists patient medical wishes.
▪

▪

Specifies WHAT treatments patient
would accept, including medications,
tube feeds, antibiotics.

ONLY used in emergent situations
when the patient is NOT able to
decide medical care.

(Not considered medical orders)

ADVANCED CARE PLANNING NOTES:
-Provider chart conversations including:
-Patient goals of care, fears, treatment
wishes

2. ADVANCE DIRECTIVES:
▪

Similar form to living will; lists
medical wishes.

3. POWER OF ATTORNEY for
HEALTHCARE:
• Only used when patient is unable to
make decisions.
• Filed, validated document stating
decision maker for patient

ED Provider Responsibility:
➢

Hover over the ACP Navigator tab in the Storyboard:
➢

➢

When a patient is assessed the first time.

If Code Status states “Prior” or “Not on file” and there are DNR wishes in
the ACP Navigator – briefly discuss with the patient if these wishes are
current. If the patient agrees (patient would not like to be resuscitated):
➢

Place a code status indicating DNR! This will prevent unwanted treatment in the
event of patient decline.

During an emergency/if the patient is unable to verbalize wishes:
CLICK ACP Navigator to verify if signed DNR documents are present (if able, prior to initiating
resuscitative efforts) and find patient contact to discuss treatment.

Is there a change in workflow?


The expectation is not for code status discussions to happen
for all ED patients as the ED is not the right setting for this
discussion. Patients without a code status are still assumed a
full code.



If there are no DNR documents when hovering over the ACP
Navigator in Storyboard, workflow does not need to change.



If there are DNR documents, confirm with the patient these
are current, and place a DNR order.

Summary


The new Storyboard has a standard place for all advance care
planning documents, and you can hover over the code status to find.



This ACP Navigator holds important information regarding the
patient’s DNR wishes, and decision makers who know these wishes.



On assessment, please hover to see if there are DNR wishes and
confirm with the patient so DNR patients have a matching DNR code
status.

One click can prevent a
serious safety event!
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Imagine this scenario:


A person is brought into the hospital by EMS in distress. It is clear they need
immediate stabilization. In this process, there is a gap in time that they may
have no code status in Epic. Before you have time to talk to them about their
code status wishes they stop breathing, and then lose their pulse.



Now, CPR begins with possible ventilation, intubation, central line placement
with transfer to the ICU for further aggressive treatment.



How would you feel if at this point advanced directives were found in
the patient chart that stated they would not want any of these
treatments, instead hoping to pass away comfortably?



This is a hypothetical scenario but unfortunately it is consistent with other
situations that have occurred at this hospital and across the country.

Why is this important?


Wrongfully prolonging life is a serious safety event, one that may seem
counterintuitive, especially when a life was saved in the process. It may cause:


Physical and emotional harm to the patient and their family.



Moral distress to you and other care providers who unintentionally harmed a
patient



Financial burden on the hospital, and potential financial penalties for involved
providers for this serious safety event.

Patients who do not want to be resuscitated but would like to be treated aggressively
for medical conditions may seek treatment in the ED.



This PowerPoint will educate you on using one standard place
in Epic that you can search for these DNR documents.

Objectives for this lesson:
At the end of this lesson the learner will be able to:
1. Locate ACP

Navigator in EPIC.
2. Find a DNR and/or DPOA within ACP
Navigator in EPIC.
3. Define the RN’s role in using the ACP
Navigator in EPIC

On arrival for priority one patients and when
rooming all other patients, click to view.


The ACP Navigator has been moved to the left-hand side
of the screen in the Storyboard.



The ACP Navigator can be found by hovering over the code
status banner along the left-hand side (under the patient’s
picture)

Epic now will use the Storyboard.
✓ ACP Navigator is located
along the left-hand side of
the screen under Code
Status. It automatically
shows if there are
documents present.
Hover over the “Code: Not
on file” for a pop-up of ACP
documents if present.

What documents are in the ACP Navigator?
✓

When open, multiple sections appear including:

CODE STATUS:
• Medical order from provider. Will list
current and prior orders.

HEALTH CARE AGENTS:
-Patient has consented that
medical care can be discussed
with contacts
-List names of DPOA/MDPOA,
but not all Health Care Agents
are official decision makerssee below

ACP Navigator continued:
There are several documents that may be
filed under ACP Documents, including:

1. LIVING WILL:
▪
▪

▪

When on file- valid
Lists patient medical wishes.
▪ Specifies WHAT treatments
patient would accept, including
medications, tube feeds,
antibiotics.
ONLY used in emergent situations when
the patient is NOT able to decide
medical care.

(Not considered medical orders)

ADVANCED CARE PLANNING NOTES:
-Provider chart conversations including:
-Patient goals of care, fears, treatment
wishes

2. ADVANCE DIRECTIVES:
•
•

▪

Umbrella term for advanced care
planning documents.
Lists if patient has AD (not filed in EPIC)
and if requested.
Similar form to living will; lists medical
wishes.

3. POWER OF ATTORNEY for
HEALTHCARE:
• Only used when patient is unable to
make decisions.
• Filed, validated document stating
decision maker for patient

ED Provider Responsibility:
- The expectation will be for providers to check for ACP documents when
assessing the patient.
➢

If CODE STATUS states “prior/not on file” and there are DNR documents in
the ACP Navigator:
➢

Provider will confirm these are current wishes for the patient

➢

Provider will place a DNR order for this patient in the ED.

➢ During

an emergency/if the patient is unable to verbalize wishes:

CLICK ACP Navigator to verify if signed DNR documents are present (if able, prior to initiating
resuscitative efforts) and confirm with patient/patient contact.

RN Responsibility


On assessing a new patient:


During emergent visits, use the ACP Navigator to look for DNR documents and notify
provider if present for the provider to discuss



If there is no Code Status, or it states “Prior” or “Not on file”



Discuss with the attending provider, NP, or PA the need for active code status if
no order is placed after initial assessment and treatment orders have been
completed.

CLICK on the ACP Navigator:


If there are DNR documents in place, recommend that the provider review this
information during the encounter for a code status order to be placed (along with
other treatment orders)

Summary


Providers and RNs both use the ACP Navigator.



The goal is for patients with DNR wishes or past orders in the ACP Navigator to
have a DNR code status order placed by a provider in the ED to prevent an
accidental resuscitation.



RNs can use the ACP Navigator to see if these DNR documents are present and
notify the provider if there is a concern for patient decline.



All patients without DNR documents in the ACP navigator do not need a code
status, and patients are still assumed a full code unless an order states DNR

One click can prevent a serious safety
event!

References
Pope, T.M. (2017). Legal briefing: New penalties for disregarding advanced directives
and do-not-resuscitate orders. Journal of Clinical Ethics, 28. 74- 81. Retrieved
from:
http://www.clinicalethics.com.ezproxy.gvsu.edu/electronic/sites/vol28_201
7/2017281074.pdf
Saitta, N.M., & Hodge, S.D. (2013). What are the consequences of disregarding a
“do not resuscitate directive” in the United States?. Medicine and Law,
32. 441-458. Retrieved from: https://heinonlineorg.ezproxy.gvsu.edu/HOL/Page?handle=hein.journals/mlv32&id=1&collectio
n=journals&index=.
The Joint Commission (2015). Investigations of health IT–related deaths, serious
injuries or unsafe conditions. Retrieved from:
https://www.healthit.gov/sites/default/files/safer/pdfs/Investigations_HealthIT
_related_SE_Report_033015.pdf

Appendix K
Resources and Cost Savings

Appendix L
Project Timeline

May 2019

•Project team members identified
•IRB submitted and approved

June 2019
July 2019

•Organizational Assessment began
•Literature Review began

•Continued to gather information
•Plan for implementation begins

August 2019

•Organizational Assessment finalized
•Literature Review finalized
•Shadow HBPC NPs, gather baseline information

September
2019

•Meet with ED leadership
•Determine ED champions
•Begin Project Proposal

October 2019

DNP Proposal Meeting
•Gather pre-implementation chart audit information
•

November 2019

•Send pre-implementation surveys
•Educate at huddles, over email, at meetings.

December 2019

•Continue observations and data analysis
•Check-ins with staff, progress reports

January 2020
February 2020
March 2020

April 2020

•Send education over email, in-person education
•Check-ins with staff, progress reports
•End implementation period
•Send post-implementation surveys
•Gather post-implementation chart audits, data
•Analyze data collected
•DNP Final Defense
•Submit to ScholarWorks
•Graduation

