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Abstract
Goals of Care conversations are a conversation with patients about life sustaining treatment. They are utilized as the first step to determine patient values and desires for healthcare in a Midwest Veterans Affairs (VA) Primary Care setting. A Care Assessment Need (CAN) Score is a tool used by the VA to identify patients that are at an increased risk of hospitalization and mortality. The use of the CAN scores may also help to identify patients and increase the number of documented goals of care conversations in the primary care setting. This quality improvement projected included veterans with a scheduled primary care appointment in a Midwest VA clinic. Patients with a CAN score between 85-95 that did not already have a documented goals of care conversation or a previous palliative care consult were identified for the project. During implementation, nurses used a planning tool to identify appropriate participants. The selected patients were sent information and called prior to the scheduled appointment. During the two-month period prior to intervention, 48 Life-Sustaining Treatment notes were completed by seven providers, and the appropriate billing code was encountered 27 times. During the two-month period during intervention, 80 LST notes were completed by 13 providers and the appropriate billing code was encountered 23 times. These findings indicate that CAN scores are useful to identify patients appropriate for goals of care conversations and increase documentation of goals of care conversations in the primary care setting. This quality improvement study was a short timeframe, and the number of LST notes may increase as more staff become involved in the process. Additional research at different VA facilities would be helpful. It is hard to replicate outside of the VA system since CAN scores are not readily available. Additional research would be helpful to determine another validated tool that could be used.
Using CAN scores to Increase Goals of Care Conversations at a Midwest Primary Care Department: A Quality Improvement Project
	Palliative care is a specialty service provided to individuals with chronic illnesses with a life expectancy greater than six months with the goal of improving quality of life. Palliative care has been shown to reduce healthcare costs, readmissions and length of hospital stays. A palliative care consultation often starts with a Goals of Care Conversation which is necessary to help chronically ill patients clarify values and determine what future healthcare decisions they desire.  Palliative care providers may have limited outpatient availability to accommodate for the amount of chronically ill patients that would benefit from these Goals of Care Conversations. Primary care providers have personal relationships with patients and would be an appropriate provider to facilitate these conversations. However, primary care providers may be missing opportunities for Goals of Care Conversations which can lead to unrealistic expectations and unnecessary or undesired health care. The Des Moines Veterans Administration (VA) uses CAN scores to determine highest risk patients, and the Des Moines Palliative Care Department is using these scores to identify patients that would benefit from a palliative care consult. This has generated a large number of referrals which limits the availability in the clinic for those with a moderately high CAN score that could still benefit from the Goals of Care Conversation.  This same CAN score can be used to identify patients that would qualify for a goals of care conversation within the primary care setting that are not high enough to automatically generate a palliative care consult. In addition, utilizing nursing staff to identify patients with moderately high CAN scores and communicating those with primary care providers and providing education on proper documentation of these conversations may increase documented Goals of Care Conversations in the primary care setting.
Background
[bookmark: _Hlk52720501] Sixty percent of American adults have a chronic disease and forty percent have two or more chronic diseases (National Center for Disease Prevention and Health Promotion, 2019a). Chronic disease is defined by the National Center for Disease Prevention and Health Promotion (2019b) as “conditions that last one year or more and require ongoing medical attention or limit activities of daily living or both.” These diseases can lead to significant healthcare costs for patients and their families and reduced quality of life. Four of the most common chronic diseases, also known as noncommunicable diseases (NCDs), are cardiovascular disease, chronic respiratory disease, cancer and diabetes, and are significant global concerns (World Health Organization, 2018). Not only is the disease prevalence a concern, but so is the number of deaths caused by chronic disease and the cost associated with treatment. According to the World Health Organization (2018), 88 percent of all deaths in the United States are a result of NCDs. Additionally, the cost of the care associated with these chronic illnesses is significant to America’s healthcare system. $3.3 trillion are spent annually on health care in the United States and 90% of that spending is for people with chronic or mental health conditions (National Center for Disease Prevention and Health Promotion, 2019a). A large amount of this spending occurs in the last six months of life. Twenty-five percent of Medicare costs are spent in the last year of life (Riley & Lubitz, 2010).
Since a large portion of the medical expenditures are spent in the last year of life, it is important to evaluate the care that patients are provided, and the necessity of tests and treatments being offered. Do the treatments, tests, or hospitalizations improve quality of life or increase life expectancy for chronically ill patients? Most importantly, it is significant to acknowledge the likability of the healthcare decisions that are being made. Do individuals with chronic illnesses feel they are being provided with the best care, and do they want the treatment that is being provided? Patients should be given an opportunity to weigh in on those end-of-life choices. If current healthcare decisions negatively impact patients’ quality of life, increase cost and do not necessarily provide a significant increase in days of survival, providers must consider a different approach. Consulting palliative care and hospice has been shown to improve quality of life, reduce suffering and reduce healthcare costs. Palliative care starts with a Goals of Care conversation allowing patients to understand their options and determine what care is right for them (Quill, Jackson, Jacobsen, 2019).
Cicely Saunders - a nurse, social worker and physician – was a pioneer for the care of dying people. She began formulating alternative ways to approach dying people in the late 1940s after caring for a dying patient (Richmond). In 1963, she spoke about the idea of hospice in a lecture at Yale, and by 1967, she started St. Christopher’s Hospice in the United Kingdom (National hospice and palliative care organization).  Dr. Elisabeth Kubler-Ross (1969), a psychiatrist in the United States, wrote a book called On Death and Dying. In this book, she described five stages of a dying person - denial, anger, bargaining, depression and acceptance. She also spoke to a Senate Committee on the topic of death with dignity in 1972 (National Hospice and Palliative Care Organization). Two years later, two senators proposed the first hospice legislation to provide the funds necessary for hospice programs. A grant was given to allow the Joint Commission on Accreditation of Hospitals (JCAHO) to develop standards for accreditation (National Hospice and Palliative Care Organization). By the mid 1980’s, Medicare covered hospice care, and in 1991, hospice was offered to veterans in military hospitals and was to be included as part of their benefit package (National Hospice and Palliative Care Organization). 
Hospice care is available for patients with terminal illness that have a prognosis of six months or less, and its purpose is to provide comfort and dignity to dying patients and their families. There are specific qualifications that determine eligibility. Determining a patient’s prognosis can be challenging, and there are validated tools available to clinicians. In general, patients may be eligible if they have any of the following: declining in functional status using a Palliative Performance Scale (PPS) rating of less than 50-60 percent, dependence in three of six activities of daily living, altered nutritional status (greater than 10 percent loss of body weight), multiple emergency room visits or hospitalizations, 10 percent weight loss in six months, decreased cognitive ability, or decreased tolerance in physical activity (Shega). The care provided to those that qualify for hospice shifts from treatment to comfort. 
[bookmark: _Hlk22389823]Like hospice, palliative care is for patients with a chronic life-threatening illness and aims to provide support to patients and families in many different settings (World Health Organization, 2012). However, qualifications are less restrictive for palliative care. Patients are eligible even if they choose to continue curative treatment, and a referral is appropriate at any stage of the disease process. The service is offered over an extended period of time based on a patient’s need and not his or her prognosis (National Consensus Project for Quality Palliative Care, 2018).  The goal of palliative care is to improve the quality of life of not only patients with life-threatening illnesses but their families as well. This is done by preventing and relieving the suffering of patients by recognizing and addressing pain and other physical, psychosocial and spiritual needs as early as possible (Connor & Sepulveda Bermedo, 2014).  This can be done through a variety of ways: alleviating suffering by early identification and treatment of pain and other distressing symptoms; addressing physical, psychosocial and spiritual needs; affirming life and dying as a normal process; offering a support system to help each patient live as actively as possible until death and help the family cope during the patient’s illness and in their own bereavement (Connor & Sepulveda Bermedo, 2014). In addition, by understanding patient preferences, healthcare teams can make the best healthcare decisions for each patient. This is done by performing a Goals of Care Conversation and can be initiated in the primary care setting. 
Palliative care is underutilized and Goals of Care Conversations are often not completed. According to the Center to Advance Palliative Care, an estimated six million people in the United States could benefit from palliative care. There are several reasons for this underutilization. Hughes and Smith (2014) suggest that it is due to provider reluctance, unrealistic expectations of patients and families, and lack of palliative care providers. Primary care providers are the primary source of referrals, and it may be a lack of education/understanding of palliative care that leads to resistance. Referrals may increase if primary care providers understand the role of palliative care, feel comfortable addressing unrealistic expectations, can easily identify patients that would benefit from a palliative care referral and/or Goals of Care Conversation.
Increasing Goals of Care Conversations may result in positive outcomes. Understanding patients’ wishes and goals improves quality of care for patients and families and will lead to the care they desire, which increases satisfaction in their health care. Palliative care consults in particular reduce hospital readmissions, emergency room visits, treatments and testing. This ultimately leads to reduced healthcare costs and lower mortality rates for hospitals. These benefits cannot be experienced without understanding the patient’s values and goals.
	There are no specific tools or criteria widely used to determine patients that are appropriate for palliative care or a Goals of Care Conversation. With limited access to palliative care, it is vital for primary care providers to determine which patients would benefit from a Goals of Care Conversation that are not currently seeing palliative care.  As discussed above, patients with specific diagnoses, such as cardiovascular disease, chronic respiratory disease, cancer and diabetes are the most common chronic illnesses. These diseases utilize the most health care, which leads to the largest healthcare costs, and are the leading causes of death in America. 
Diagnoses with a High Morbidity and Mortality Rate
Congestive Heart Failure (CHF). Approximately 6.2 million Americans older than 20 years of age have heart failure according to the National Health and Nutrition Examination Survey (NHANES) 2013 to 2016 data and by 2030 the projections will rise to over 8 million people (Virani et al., 2020). The all-age mortality rate for those with heart failure is 45.8 percent for males and 54.2 percent for females. Stewart, MacIntyre, Hole, Capewell, and McMurray (2001) identified patients with the top five cancers and compared those mortality rates with patients hospitalized for heart failure. Except for lung cancer, the five-year mortality rate was higher in the heart failure group than the other cancers. In addition, the cost of care in 2012 was $30.7 billion (Virani et al, 2020). Heart failure is categorized by stages, and the need for health care increases as the stages progress. The New York Heart Association (2017) categorizes those with heart failure by patient symptoms (I-IV) ranging from no symptoms with physical activity (I) to severe symptoms at rest (VI). It is further classified by objective assessment (A-D) ranging from no evidence of cardiovascular disease with no symptoms during activity (A) to objective evidence of severe cardiovascular disease with severe limitations and symptoms at rest (D).  Palliative care would be appropriate for CHF patients in stages III and IV. 
Chronic Obstructive Pulmonary Disease (COPD). Approximately 16 million Americans have COPD. It is the third leading cause of death in the United States and accounts for $32 billion in direct costs. Global Initiatives for Chronic Obstructive Lung Disease (2021, p. 31) uses stages from 1-4 based on spirometry and groups A-D based on COPD exacerbations leading to 0-1 (A or B) or 2+ hospitalizations (C or D) and validated questionnaires (COPD Assessment Test (CAT) score or Modified Medical Research Council (mMRC) Dyspnea Scale) to objectify subjective symptoms of COPD. Criteria for COPD based on spirometry is met in patients with a FEV1/FEV ratio less than 0.7. Those with this criterion are further categorized based on FEV1. Gold 1 is considered mild COPD and FEV1 is >80 percent in this group. Gold 2 is moderate and FEV1 is between 50-80 percent. Gold 3 is 30-50 percent and is considered severe, and gold 4 is very severe and FEV1 is less than 30 percent. Palliative care would be appropriate for stage 3 and 4 COPD patients. 
Cancer. Cancer is the one of the leading causes of death in the United States. In 2020, there were over 1.8 million new Americans diagnosed with cancer and over 600,000 that died from cancer (National Cancer Institute, 2020). By 2030, the number of people that have been diagnosed with cancer is projected to be 22.2 million. In 2011, cancer care cost the United States $88.3 billion and is estimated to reach $246 billion by 2030 (Mariotto, Enewold, Zhao, Zeruto, and Yabroff, 2020). Cancer is most commonly staged using the TNM system: T is the primary tumor; N is level of involvement in the lymph nodes; M is whether metastasis is present. Each element along with other factors such as the grade or cell type are taken into account to determine a stage, usually I-IV. The five-year survival rate reduces significantly for all types of cancers in the III and IV stages. Palliative care would be appropriate for all patients with metastatic cancer.  
Conclusion. Congestive heart failure, COPD, and cancer are the diagnoses with the highest morbidity and mortality and are associated with significant costs to healthcare organizations and our healthcare system in general. Despite these facts, many of the patients with these diagnoses have not been referred to palliative care or had a Goals of Care Conversation with their primary care provider. This may negatively impact their quality of life and healthcare experience. Determining patient values and desires for their healthcare not only benefits patients, but healthcare organizations as well. It is important to identify the barriers to Goals of Care Conversations in the primary care setting. These Goals of Care Conversations are important and are a great way to identify those that are appropriate consultations to palliative care and may be accomplished by using CAN scores that easily identifies patients that are at high risk for morbidity and mortality. 
Significance
Topics in health care are driven by laws, clinical guidelines, certifications, and national healthcare agendas, which shape how care is provided and influences the medical decisions providers make. Palliative care has a relatively short history and there are very few laws addressing it. Additionally, a consistent definition of palliative care between each state is lacking. There are national healthcare agendas working towards increased access for quality palliative care, and clinical guidelines have been established to define quality palliative care. These guidelines form the requirements that facilities must meet in order to obtain a Palliative Care Certification.
Implementing strategies at both the state and federal level are important to maximize palliative care access and utilization. Federally, education/training should be available and required to ensure healthcare workers are adequately trained and understand palliative care (Institute of Medicine and National Research Council, 2001) and the importance of Goals of Care Conversations. Federally funded organizations such as Veterans Affairs and Medicare have the power to incentivize for providing access to quality palliative care. Also, much of healthcare research is federally funded, and further research is necessary to improve and expand palliative care. Many policies regarding palliative care are developed at a state level. This leads to inconsistencies in the definition of palliative care and access for patients depending on geographic location. Many states define palliative care in terms of hospice. Hospice eligibility is more restrictive, and this narrow definition of palliative care excludes appropriate patients that could benefit. 
New York amended a law in 2011 adding the Palliative Care Information Act (PCIA) and Palliative Care Access Act (PCAA) which requires healthcare providers to provide information about palliative care and/or hospice to terminally ill patients and requires accredited hospitals and healthcare systems to offer palliative care services. However, terminal illness is defined as an illness or condition which is expected to cause death within six months, with or without treatment (Department of Health, 2011). This definition excludes the group of chronically ill patients with a life expectancy greater than six months that would benefit from palliative care. Further work needs to be done at a state level to develop more of a consistent definition of palliative care. The definition should expand to include not only terminally ill patients with a limited prognosis, but also chronically ill patients seeking curative treatment. If the New York law expanded the definition of palliative care, healthcare providers could legally be at risk if a chronically ill patient felt information about palliative care was withheld. Providing educational opportunities to providers about palliative care is vital to increase the comfort and frequency of discussions surrounding Goals of Care Conversations and increase utilization of palliative care consults.
There are several national organizations in the United States whose agenda is to promote and improve palliative care. The Center to Advance Palliative Care (CAPC) is a national organization funded privately and has a goal of increasing the availability of quality health care for people with chronic illness (About the Center to Advance, 2021). The National Hospice and Palliative Care Organization supports palliative care and hospice providers with support and guidance (About NHPCO, 2021). The American Academy of Hospice and Palliative Care Medicine offers education to physicians and aims to keep providers informed of the latest developments that influence this growing practice (Member Welcome Center, 2021). 
The World Health Organization has identified palliative care as a service with increasing need across the world due to the rising number of patients with chronic diseases. In an effort to address this topic, they authored the Global Atlas for Palliative Care (Connor & Sepulveda Bermedo, 2014). In this document, they define palliative care, acknowledge the lack of services around the world and present barriers, list current models in different geographic locations, provide available resources, and make suggestions for the future. The suggestion is for all countries to offer palliative care services to patients in addition to curative care. 
[bookmark: _Hlk22411892]The National Consensus Project for Quality Palliative Care (2018) published Clinical Practice Guidelines for Quality Palliative Care. It is important for healthcare systems to use the guidelines to maintain consistency of the palliative care programs across the nation. These guidelines are broken down into eight specific domains of care as follows: structure and processes; physical aspects; psychological and psychiatric aspects; social aspects; spiritual, religious, and existential aspects; cultural aspects; care of the patient nearing the end of life; ethical and legal aspects. Structure and process need to include coming up with a plan specific for each patient and provide advance care planning which “identifies his or her specific goals and preferences related to health care in general, and in particular the care received when that person is seriously ill or at the end of life” (Institute for Clinical Systems Improvement, 2019, p. 23). Physical aspects include identifying and treating symptoms that patients physically experience such as dyspnea, pain, nausea/vomiting, etc. It is also important to understand how patients are feeling (psychological). Social aspects are complex. These often include financial concerns, social and family support, and how patients communicate and make decisions. According to the Institute for Clinical Systems Improvement (2019), religious beliefs include dimensions such as value, meaning, and relationships. Cultural beliefs are an important frame by which patients view medical care, and it is important for providers to attempt to understand a patient’s views, avoid assumptions and be open minded to patient beliefs. 
Facilities must provide palliative care in a specific manner in order to be a certified program. Certification is essential to get reimbursement from payers. First, the facility must be accredited by Joint Commission. Secondly, they must provide palliative care services that are available 24 hours per day, seven days a week. Next, at least ten patients need to have received the service, including at least one patient currently receiving inpatient palliative care at the time of the initial Joint Commission on-site review. Each facility must “direct and coordinate the provision of palliative care, treatment and services for the program patients (that is, write orders, direct or coordinate activities of the patient care team, and influence composition of the patient care team), follow an organized approach supported by an interdisciplinary team of health professionals, and use performance measurement to improve its performance over time” (The Joint Commission, 2019). Four months of measurements need to be available when Joint Commission accesses the facility. 
Palliative care is an essential service that should be defined appropriately, understood at a national and state level by policymakers so that appropriate laws are passed. In addition, systems should look to the guidelines to implement programs that provide the same consistent services that are expected in a palliative care program. Policies and consistent certified palliative care programs are not enough to increase the use of palliative care. Providers must recognize patients that would benefit from palliative care programs and refer when appropriate. However, palliative care departments cannot accommodate the volume of patients that a system may have that would benefit from a Goals of Care Conversation which can be done by the primary care provider prior to a referral to palliative care. Primary care providers have a number of patients to manage, many of which have chronic illnesses, and there are barriers present that limit the number of Goals of Care conversations that are completed in the primary care setting.

Problem
Palliative care is a service that is available to chronically ill patients who still desire curative treatments. Palliative care at a Midwest VA has been using CAN scores to automatically refer high risk patients to palliative care, which has generated a large number of referrals and led to less availability. There are still chronically ill patients in the primary care setting that would benefit from a Goals of Care Conversation and should be done and documented appropriately by the primary care provider. However, these Goals of Care Conversations are not currently being completed and/or documented appropriately which may lead to reduced healthcare satisfaction and increased healthcare utilization and cost. 
Available Knowledge/Review of the Literature
Introduction
A literature review was performed by reviewing the articles listed on the Center to Advance Palliative Care and the National Palliative Care Research Registry. In addition, pubmed was utilized using the following filters: randomized controlled trials (RTC), publication date of less than 10 years, 19 plus years of age. The search words of “palliative care and readmission” found 11 articles. Three of the articles looked at telephone calls and another article included video education (not palliative care). Three articles in total were applicable. The next search, “palliative care and length of stay”, resulted in one article. “Palliative care and quality of care” search was performed, and four articles were found – two studies included patients with mesothelioma and stem cell transplantation and were not included. One hundred and fifteen articles were found when “palliative care and cost” was searched and 60 articles with “goals of care conversations”. Due to the large volume of articles found, the filter for publication date was changed to less than five years, English and adults. This reduced the articles found to 80 for palliative care and cost. The articles with diagnoses other than cancer, COPD, and CHF were excluded. Ten in total were selected. The additional searches were made as follows: “barriers to palliative care referrals”, “increasing palliative care referrals,” “screening tools for palliative care referrals”, “goals of care conversations”, and “benefits of goals of care conversations”. These searches generated four, 19, 29, and two articles respectively. On the first search for barriers, systemic reviews and meta-analysis were included and 17 articles were available. 
[bookmark: _Hlk73970519]Reduction in Admissions and Length of Stay
Palliative care (PC) consultations have been found to reduced readmission rates. Tangeman, Rudra, Kerr, and Grant (2014) reviewed the cost and number of readmissions among over two thousand patients that received care at two New York Hospitals – one thousand chronically ill patients receiving standard care and those that were receiving standard care plus palliative care. They found that the patients that received palliative care had an average of thirteen percent lower cost with each admission. Palliative care patients that were discharged with hospice had a much lower readmission rate then the comparison group (1.1 percent versus 6.6 percent, p<0.01), but readmission rates were similar among those with in-home palliative care and those that did not receive palliative care (6.7 percent versus 6.6 percent, p=0.92). Riolfi et al. (2014) looked at terminal cancer patients that received palliative care at home versus patients that did not. The group receiving palliative care had greater percentage of patients that died at home (53.8 percent versus 7.9 percent), reduced hospital admissions (0.4 versus 1.3, p<0.001) and had fewer days spent in the hospital in the last two months of life (4.4 verus 19.6, p<0.001). Ranganathan, Dougherty, Waite, and Casarett (2013) reviewed several electronic medical records and compared patients that had received home care alone to those who had palliative care home care. Those that had received palliative care had a 9.1 percent probability of readmission in thirty days versus 17.4 percent in the home care group.  O’Connor, Moyer, Behta, and Casarett (2015) reviewed two years of prior hospital discharges. Of those discharges, four percent of patients received palliative care services, and this particular group had an almost five percent less 30-day readmission rates than those who had not received palliative care.
Cassel and Garrido (2018) reviewed the charts of patients over a six-year period that had at least one chronic illness and died within one year of admission. They found that palliative care patients had a lower readmission rate. Adelson et al. (2017) reviewed charts of patients with solid tumors and established criteria to determine which patients were at risk for anxiety, difficulty managing symptoms, increased length of stay, and readmissions. They used that criteria to automatically trigger a palliative care consult during admission. This ultimately led to increased utilization of palliative care and reduction in 30-day readmission rates from 35 percent to 18 percent. Patients that received chemotherapy following discharge went from 44 percent to 18 percent. Length of stay did not change in the study.
Palliative Care Reduces Healthcare Costs
There have been several studies that show a reduction in healthcare costs when palliative care consults. Starks, Wang, Farber, Owens and Curtis (2013) analyzed data of approximately 3,600 patients for a three-year timeframe. Of the 1,815 patients receiving palliative care, the cost of care was approximately five to thirteen percent lower depending on length of stay totaling almost $4 million in savings. Penrod et al. (2010) reviewed over 3,000 veterans who were considered to have advanced disease for a little under a two-year period. Those veterans that had palliative care, which included 18 percent, had a significant cost reduction and reduced ICU admissions. The 606 veterans receiving palliative care totaled $281,184 in cost savings. O’Connor et al. (2018) reviewed data at one hospital facility for a little over a two-year period. They reviewed 1,853 patients with palliative care services during admission and 39,510 patients without palliative care. Patients without palliative care services had higher ongoing acute care costs, on average of over $6,000 per patient. They also found increased thirty-day readmissions and days spent in the intensive care unit (ICU).
Greater cost savings occur when palliative care is initiated earlier in a patient’s chronic illness. Scibetta, Kerr, Mcguire and Rabow (2016) look at cost savings of cancer patients when palliative care is initiated earlier versus later with cancer diagnoses. Out of a little over 900 patients, 32.2 percentage received palliative care early and 22.1 percentage were referred within ninety days of death. Those receiving earlier referral had lower hospital admissions (33 percent versus 66 percent, p < 0.01), ICU utilization (5 percent versus 20 percent, p < 0.01), 20 percent lower emergency room visits (34 percent versus 54 percent, p = 0.04), and an average of $5,500 inpatient cost savings. 
Greater cost savings occur when initiated earlier during a hospitalization. May et al. (2015) analyzed the cost of admission for patients with advanced cancer using four years of data from five hospitals in the United States. They found that patients that had palliative care consults within six days of admission resulted in a savings of $1,312 per patient compared to patients without a palliative care consult, and $2,280 if consultation was within two days. Fitzpatrick et al. (2018) used the data from 449 patients enrolled in palliative care to determine if there was a significant difference in cost when the palliative care consultation occurred within three days of admission or later (after three days). The length of stay was 10 days shorter if palliative care was initiated earlier (p < 0.001). In addition, palliative care referrals within three days of admission led to earlier transition to comfort care and sooner outpatient hospice referral.
Palliative care can lead to greater cost savings when extending beyond the inpatient setting to a home-based setting. Pinderhughes, Lehn, Kamal, Hutchison, O’Neil, and Jones (2018) reviewed Medicare and Medicaid patients and found that those that received palliative care at home averaged $17,687 cost savings in the last three months of life when compare to patients who did not. Whitford, Moriarty, Branda, and Thorsteinsdottir (2014) reviewed the cost of each patient’s care over a five-year period. Of those in the study, 1,477 patients received palliative care while 4,431 had usual care. Those that discharged home had a cost savings of approximately $2,000 per admission in the group receiving palliative care. Of those that died while inpatient, there was a cost savings in the group receiving palliative care of almost $25,000 per patient. 		
Most of the healthcare spending occurs in the last year of life. Lustbader et al. (2017) reviewed the total cost of care for individuals enrolled in a Medicare Shared Savings Program ACO. Of the 82 patients that were enrolled in the palliative care program in three New York counties over a 18 month period, the cost in the last three months of life was $12,000 less than average cost of 569 enrollees not receiving palliative care. Additionally, hospital admissions reduced by 34 percent in the palliative care enrollees.
Patient Satisfaction and Quality of Life Improves With Palliative Care
[bookmark: _Hlk26647425]A patient’s perception of the care they receive should be important to providers. There are a few studies that have shown this can improve with the use of palliative care. Carpenter et al. (2017) studied veterans and found that those who were enrolled three to six months prior to death had greater satisfaction in their care than those who had a palliative care consult within one week of death. They found them to be six percent more likely to rate their care “excellent.” Gade et al. (2008) randomized 517 patients to one of two groups – usual hospital care (UHC) or inpatient palliative care (IPPC). They used a patient questionnaire and determined that those in the IPPC group reported better scores for care experience and care provider communication. In addition, the IPPC patients had 12 ICU admissions versus 21 in the UHC group and had cost reduction of almost $5,000. 
In addition, palliative care can improve quality of life. Sidebottom, Jorgenson, Richards, Kirven and Sillah (2015) randomized 232 heart-failure (HF) patients to an intervention group where patients received palliative care or the control group of usual care. They found that patients in the intervention group had an improvement in symptom burden (3.69 higher, p<0.001) and improvement in quality of life at one month (QOL scores 4.92 points higher, p<0.001). Temel et al. (2010) randomized patients with metastatic lung cancer to palliative care in addition to standard care or standard care alone. Of the 86 percent of patients still alive at the 12-week mark, those in the palliative care group experienced less depression and greater quality of life (98.0 vs. 91.5 on the FACT-L scale; P=0.03). They also found that those in palliative care had a longer survival on average a little over two and a half months (11.6 months vs. 8.9 months, P=0.02). 
[bookmark: _Hlk73970694]

Barriers to Palliative Care Referrals
[bookmark: _Hlk62564746]Palliative care consults have been found to reduce the number of admissions, hospital length of stays, and healthcare costs, and improve quality of life and patient satisfaction. Despite these positive outcomes, many patients that could benefit from palliative care are not being referred. It is important to determine what the barriers are that prevent referrals. 
Enguidanos, Cardenas, Wenceslao, Hoe, Mejia, Lomeli, and Rahman (2021) conducted a semi-structured interview with 25 providers in the Los Angeles area examining their knowledge of palliative care, barriers to referring patients to home-based palliative care (HBPC) and thoughts about how to overcome those barriers.  They identified both barriers related to the provider and patient. Provider barriers included a lack of knowledge about palliative care or how to refer patients, reluctance of the provider to refer to HBPC, and the culture of the provider.  Patient barriers included financial barriers, not wanting home visits or challenging living situations, cultural barriers and health literacy. Providers suggested improving palliative care education and improved communication from HBPC agencies to primary care providers to help with increased palliative care referrals.
[bookmark: _Hlk62565613]Sarradon-Eck, Besle, Troian, Capodano, and Mancin (2019) also conducted semi-structured face-to-face interviews with 13 French oncologists and 19 palliative care specialists (PCS) to explore perceptions of early palliative care (EPC) and how that influences referrals. The researchers discussed that oncologists find it difficult to refer to PCS early in the diagnosis of advanced cancer because it makes discussing a poor prognosis harder, increases the terminological barriers, and induces avoidance patterns. The researchers concluded that palliative care is often correlated with terminal care. It is important to establish a clear definition of what EPC is and the role it can provide patients. In addition, they suggest that education regarding end-of-life conversations is an important part in dealing with the emotions involved with this topic. 
[bookmark: _Hlk62569159][bookmark: _Hlk62566087]Carey, Zucca, Freund, Bryant, Herrmann, and Roberts (2019) performed a systematic review of quantitative research available between 2007 and 2019 and analyzed 21 studies that examined the barriers and enablers of palliative care referrals experienced by primary care providers. The most common barriers related to lack of confidence or skills of the provider and lack of time. The most common enablers were improved education and communication between professionals and having more staff including nurses to help care for the patient and templates that would help with referral to out-of-hours services. 
[bookmark: _Hlk62566160]Claxton-Oldfield and Marrison-Shaw (2014) conducted two different studies. In the initial study, four different healthcare workers were interviewed (physician, social worker, home support nurse manager, and a volunteer coordinator). The researchers used the information obtained in the four interviews and also previous literature and identified 18 barriers and 12 enablers for referrals to community-based hospice palliative care. Claxton-Oldfields and Marrison-Shaw used these barriers and enablers to write a questionnaire, "Perceived Barriers and Enablers to Hospice Palliative Care Volunteer Referrals Questionnaire" (PBEQ). They had 10 volunteer coordinators take the questionnaire to determine their perception of the barriers and enablers present that reduce referral to an in-home volunteer palliative care program.  The top two barriers were that patients do not want more people in their homes, and patients and families attribute hospice and palliative care with dying. Top enablers were addressing caregiver burn out and the benefits that palliative care can have, spreading the word about palliative care services among healthcare professionals, and improving communication between the palliative care department and providers. 
[bookmark: _Hlk62566127]Kim, Atkins, and Wilson (2019) performed a systemic review to determine the barriers to patients with interstitial lung disease (ILD) to be referred to palliative care. Of the ten studies analyzed, the palliative care referrals among these patients ranged from zero percent to 38 percent. The barriers listed patients’ fear of talking about the future, unknown prognosis, and lack of clarity about the role of palliative care. Unlike the previous studies, the researchers discussed that future research should aim to establish criteria that would trigger a referral to palliative care for patients that would benefit from palliative care. A validated tool or criterium that is quick and easy for a provider to use that would subjectively identify appropriate patients for palliative care referral would likely improve palliative care utilization.
[bookmark: _Hlk62566235]Tools Implemented to Increase Palliative Care Referrals
Khateeb, Puelle, Firn, Saul, Chang, and Min (2018) wanted to increase the number of palliative care consultations earlier in a hospitalization.  The intervention team, which included two of the eleven hospitalist teams, had a palliative care representative involved twice a week with the discharge rounds. The control group had no change in staff at discharge rounds. They measured the change in provision of PC consultation over time and the change in time-to-consult (days). The number of patients receiving a palliative care consultation increased from 2.7 percent to 5.2 percent on the intervention teams. Compared to control teams over time and adjusting for multiple covariates, the intervention increased PC consultation (difference-in-difference [DID] = 1.0 percentage-point increase (95 percent CI = 0.3 percent to1.8 percent) and decreased time to consult (DID = -5 days (95 percent CI = -11 to -1)) in patients admitted for noncancer diagnoses. Hospitalists thought the intervention facilitated effective patient care without increased burden.
[bookmark: _Hlk62566304][bookmark: _Hlk62566339]Tan et al. (2020) recognized the frequency in which emergency department (ED_ providers take care of patients with life-limiting diagnoses that could benefit from a palliative care consult. The researchers identified a previously validated screening tool, the Palliative Care and Rapid Emergency Screening (P-CaRES) and modeled the clinical data points in their clinical decision support (CDS) tool. They used a multidisciplinary approach to develop the Emergency Department Supportive Care Clinic Decision Support (Support-ED) in the ED at NYU Langone Health. This tool used was integrated using data from electronic medical record and was aimed to helped ED providers to identify adults with life limiting illnesses that may benefit from palliative care and ultimately assist clinicians to make appropriate referrals to palliative care or social work. Ten ED staff members completed a standard System Usability Scale (SUS) questionnaire, and the average score was 92.5 (75–100, SD = 7.56). A score of 85 is considered excellent and 9 percent of the 9,000 encounters generated an alert. Additional research is necessary to determine the validity of this screening tool, but its creation and utilization points out the importance of a tool that allows providers to easily recognize patients that would benefit from goals of care conversations and other appropriate referrals such as palliative care.
Sharp, Lamb, Jordan, Edwards, Gunary, Meek, Millar, Kendall, Adamali (2018) used previous data from patients with idiopathic pulmonary fibrosis (IPF) and patients that had been referred to hospice to determine if there were patients that could have benefited from a palliative care referral.  Between 2010 and 2015, 0.15 percent of the hospice referrals, or 108 patients, had a diagnosis of interstitial lung disease that were referred for hospice care representing 0.15 percent of all referrals, compared with a population prevalence of IPF of 0.9 percent. The median interval between referral and death was 124 days. Records were reviewed for 64 deceased and 89 living patients with IPF seen on July-December 2014. The decision aid was prospectively assessed with 73 patients. The deceased patients had greater markers of severity. There were no other differences between the groups. After introduction, the decision aid tool was completed for 49.3 percent of patients and resulted in significant increases in documented discussion of referral to palliative care (11.2 percent vs 53.6 percent, p<0.01) and end-of-life discussions (15.7 percent vs 91.8 percent, p<0.01). Tool completion led to an increase in referral for palliative care (2.7 percent vs 16.7 percent, p<0.01).
Tools to Increase Goals of Care Conversations in Primary Care
[bookmark: _Hlk87182247]There have been several randomized controlled studies evaluating tools that can be utilized in outpatient clinics to increase Goals of Care Conversations. Curtis et al. (2018) used Jumpstart-Tips, a preconversation intervention, and compared it with usual care to see if the intervention would lead to increased Goals of Care Conversations in multiple outpatient clinics. The intervention was a self-administered survey designed to identify each patient’s preferences, barriers, and facilitators for communication about end-of-life care. Then an algorithm was used based on the responses to determine patient’s preferences, top communication barrier or facilitator, and gave providers communication tips using VitalTalk curricular material. This patient specific algorithm was sent to the provider one to two days prior to the scheduled appointment. The study included 132 physicians or nurse practitioners and 537 patients with serious illness, and they found that the intervention group had a significant increase in Goals of Care Conversations at the visit following the preconversation intervention (74 percent vs 31 percent; P < .001), increased medical record documentation (62 percent vs 17 percent; P < .001), and increased patient-rated quality of communication (4.6 vs 2.1; P = .01). 
Doorenbos, Levy, Curtis, and Dougherty (2016) conducted a randomized control trial in one outpatient heart failure clinic. There were 40 CHF patients in an intervention group and control group. The intervention group received a telephone call from a nurse prior to their visit to identify perceived barriers and facilitators that impact communication with the cardiology provider. In addition, the patients received education about standard CHF therapies. Nurses gathered patient preferences for communication about end-of-life care and completed the Five Wishes advance directive form. An outline of the phone call with the patient-specific information and suggestions for addressing barriers and using facilitators was generated and given to both the patient and their cardiology provider. Providers were also given the patient-specific mortality estimates using the Seattle Heart Failure Model (SHFM) and were asked to facilitate a Goals of Care Conversation with the patient at the clinic visit and document this in the electronic medical record. Goals of Care Conversations were significantly increased in the intervention group (58 percent vs. 2.6 percent, P<0.001).
Wickersham, Gowin, Deen and Nagykaldi (2019) compared the offer rate, acceptance/completion rate and documentation in the chart using Oklahoma Advance Directive (OKAD) versus the Five Wishes Advanced Directive Form. These outcomes were measured during a 22-week period in six primary care clinics. The outcomes measured during the 22-week implementation included form offering rate, acceptance/completion rate by patients, and documentation in the chart. Twenty semi-structured interviews were conducted with patients and clinicians to assess intervention experience, and 2,748 patient encounters were reviewed. OKAD was offered to 493 out of 1,494 (23 percent) patients, and Five Wishes Advanced Directive Form was offered to 450 out of 1,254 patients (36 percent). OKAD was completed by 266 out of 493 (54 percent), and Five Wishes Advanced Directive Form was completed by 369 out of 450 (82 percent). There was no significant difference between groups and the number of patients offered the advance directive forms. However, patients that received the Five Wishes Advanced Directive Form were more likely to complete the form versus OKAD (95 percent CI, 2.88 to 5.24; P < .0001). The authors used logistic regression models which revealed that the Five Wishes Advanced Directive Form was favored (OR = 1.52; 95 percent CI, 1.27 to 1.81; P < .0001) and providers and patients preferred the form as well. 
Benefits of Goals of Care Conversations in the Primary Care Setting
There are limited randomized controlled studies that are specific to the benefits of Goals of Care Conversations in primary care. However, the benefits of palliative care have been established, and this starts with discussions to understand the preferences of chronically ill patients. It is also important for primary care providers, who are typically the provider that patients see the most often, to be the provider to help patients understand their illnesses. This should include promoting an environment for patients to ask questions and seek clarification that supports each patient’s individual decisions.  
CAN Scores 
The Veterans Administration (VA) has developed Care Assessment Need (CAN) scores, which is a score generated by the electronic medical record using “information on medical conditions, number of diagnoses, vital signs, medications, laboratory tests, use of care coordination resources and overall VA healthcare utilization” (Ruiz et al., 2018). The purpose of the CAN score is to identify patients that are frail and have an increased risk of hospitalization and mortality. Ruiz et al. (2018) established the validity of the CAN score by comparing it to a 40-item Frailty Index reference standard based on a comprehensive geriatric assessment. The authors included 184 veterans in an outpatient geriatric clinic in the study. Each participant was categorized into one of three groups: robust, prefrail, or frail based on the Frailty Index and assigned a CAN score. They measured the ability of the CAN score to increase when moving from robust to prefrail (p=0.003) and prefrail to frail (p < 0.0005). Based on these results, they concluded that there was statistically significant evidence that CAN scores are a valid tool to establish frailty. Additionally, they are easily generated using the EMR and can be used to help primary care providers establish which patients on their panels are the frailest. While there is evidence to suggest CAN scores are a valid tool to identify high risk patients, there currently is no research using CAN scores to identify patients that would be appropriate for a Goals of Care Conversation or palliative care consult.
Although the CAN score has been validated to appropriately identify at risk patients, its use among primary care providers remains relatively low.  Nelson, Chang, Zulman, Rubenstein, Kirkland, and Fihn (2019) reviewed veterans in primary care at the VA with CAN scores in the top quartile (n = 1,718,558). Of these patients identified, they electronically tracked how often the CAN score was used during a three-month timeframe. They also conducted online surveys among VA primary care providers (8,650) and nurses (6,433) that had logged into the CAN score report to assess user acceptability of CAN scores.  There were 1,850 users and 6,450 uses listed by the users. They received 400 responses and of those, 68 percent report using the score regularly, 69 percent felt it was accurate in identifying high risk patients, and 72 percent felt comfortable using the CAN score in clinical practice. According to Nelson et al. (2019) “Qualitative responses indicated CAN scores were often used for care coordination or palliative care services.” They noted that there is a need for additional education and direction regarding the use of CAN scores in clinical practice and easier access to CAN scores in the electronic medical record.
CAN scores are a validated tool to identify high-risk patients. However, the usability of the score within the primary care setting may be lacking. High-risk patients could benefit from Goals of Care Conversations. CAN scores may help primary care providers to identify patients with upcoming appointments in the primary care setting at the VA that would be appropriate for Goals of Care Conversations. 
Benefits of Goals of Care Conversations
	There are several randomized controlled studies that provide statistically significant data highlighting the benefits of palliative care. However, there is a lack of evidence regarding the benefits of Goals of Care Conversations in the primary care setting. However, Goals of Care Conversations are typically what occurs during the first palliative care visit and increasing this conversation in the primary care setting may lead to increased palliative care consults.
Summary
	Palliative care has been shown to reduce admissions, hospital length of stays and healthcare costs. Palliative care has been shown to improve patient satisfaction and quality of life. Many patients that would benefit from palliative care are not being referred. There have been several barriers to palliative care referrals that have been identified such as lack of time, lack of confidence of the provider or knowledge about what palliative care is. There are also enablers that have been identified to help providers such as education, having staff such as nursing involved, and having a tool to easily identify patients that would be appropriate for palliative care. There are tools that have been identified to increase palliative care consults and Goals of Care Conversations in outpatient clinics. CAN scores are readily available on all patients at the VA and have been validated for identifying patients that are frail and at higher risk for hospitalization. These higher risk patients would benefit from a Goals of Care Conversation which can be done in the primary care setting. 
Rationale/Theoretical Framework
The VA uses the Lean Model for quality improvement which aims to deliver more value to their customers utilizing resources effectively.  The Continuous Improvement Cycle, which is part of the Lean Model, has four steps in a cycle -- Identify, Plan, Execute and Review. In the identifying stage, opportunities are identified in the workflow process that can be improved. In the planning stage, a plan is determined to improve the current process. In the execution phase, the change is implemented. In the last phase, review, the team reviews the change to determine if they are effective and working for the team. 
During the project, Goals of Care Conversations were identified as an area that could be improved upon in the primary care setting. The first step was to identify the issue that there are missed opportunities for Goals of Care Conversations in primary care. The plan was to use CAN scores to identify high-risk patients with CAN scores between 85 and 95, mail handouts to the patients that providers selected, and those patients were called by nursing prior to upcoming appointment. Next, we executed the plan by educating the nursing and provider staff and the project was implemented. Lastly, we reviewed the data to determine if the goals of our project were met. 
Purpose/Aim
[bookmark: _Hlk86573538]The purpose of this quality improvement project was to increase Goals of Care Conversations in the primary care department during the intervention measured by documented LST notes and increase utilization of the billing code appropriate for Goals of Care conversations.
The aims of the quality improvement project are:
Determine the number of Goals of Care Conversations in a two-month period of time.
To provide education to the healthcare providers and staff about the proposed project, documentation necessary for Goals of Care Conversations, and the ICD-10 code appropriate for Goals of Care Conversations.
To increase Goals of Care Conversations in primary care as documented by the completion of the Life-Sustaining Treatment (LST) template (Appendix A).
To increase the use of ICD-10 code associated with Goals of Care Conversations.
Method
Design
This Quality Improvement (QI) project was implemented in the primary care department at a Midwest Veterans Administration (VA) Organization. This QI project was necessary due the lack of Goals of Care Conversations documented at the VA in primary care. Many chronically ill patients would benefit from these conversations, and there was no standardized tool that was being used to identify patients that were appropriate for these conversations. Additionally, the facility is trying to increase the number of patients that have had a Goals of Care Conversation which is a large part of the initial palliative care consult. This project measured the Goals of Care Conversations that were documented using the Life-Sustaining Treatment template and number of times the billing code appropriate for Goals of Care Conversations was utilized in a two-month timeframe prior to intervention. Education was completed with the primary care staff to explain the QI project using a PowerPoint presentation (Appendix B). These completed Life-Sustaining Treatment templates and billing codes were counted during the intervention which included identifying appropriate patients for Goals of Care Conversations using CAN scores, mailing standardized information to the selected patients, and making initial phone calls by nursing staff. The two-month timeframes were compared.
Sample and Setting
The target population was chronically ill male and female veterans with an outpatient primary care appointment between August 16, 2021 and October 15, 2021 with a CAN score between 85-95 that were selected as appropriate for a Goals of Care Conversation by the primary care provider seeing the patient. The exclusion criteria were veterans that were already enrolled in palliative care and/or those who already had a documented Goals of Care Conversation. 
The setting was in a primary care clinic compromised of 17 primary care providers (two advanced practice nurse practitioners, one physician assistant, and 14 physicians). Providers see an average of eight patients per day. The age range of patients seen in the primary care department was 22 years to approximately 100. The primary care clinic was located in the Midwest and served veterans from several counties many of which were in rural farming communities and many from a Metropolitan area approximately 700,000 in population. 
This QI Project took place in the Primary Care Department at Midwest Veterans Affairs Hospital from August 16, 2021, to Oct 15, 2021.
Ethical Considerations
The proposal of this QI project was discussed with administration at the Midwest VA and a Letter of Agreement was obtained (Appendix C) and submitted to the Creighton University Institutional Review Board (IRB) for approval (Appendix D). 
There were some ethical considerations that were considered with this QI project. First, Goals of Care Conversations entail sensitive topics about personal healthcare choices and death. Confidentiality must be maintained. The investigator did not use the names of veterans or any identifying information during the project. The measured data included number of Goals of Care conversations and billing codes utilized without personal information. This was tracked by the number of LST notes completed and billing codes 99497 before and after the implementation of the project.
Measurement Methods
First, the investigator assessed the number of Goals of Care Conversations measured by completed LST notes in the electronic medical record and billing code 99497 utilized by primary care providers at the Midwest VA primary care department from June 16, 2021 to August 15, 2021, which was the two-month timeframe directly before the intervention. Second, an education seminar by the investigator using a PowerPoint presentation (Appendix B) was held during a primary care nursing and provider meeting to explain the project being implemented, the codes that can be billed for the Goals of Care Conversations and an overview of the LST note necessary to capture the Goals of Care Conversation. 
Next, nursing looked at their providers schedule two weeks ahead using the planning tool available in the electronic medical record to identify patients with CAN scores between 85-95 that did not have a Goals of Care Conversation documented. They highlighted patients with the appropriate CAN score on the printed planning tool and gave it to the provider who reviewed the highlighted patients and selected those who were appropriate for a Goals of Care Conversation. The nurse mailed the Setting Health Care Goals: A Guide for People with Health Problems (Appendix E) to the selected patients though the United States Postal Service (USPS). This standardized handout was created by the U.S. Department of Veterans Affairs and encourages patients to consider their unique healthcare goals and the need to communicate those to their healthcare providers. In addition, it identifies the risks and benefits of life-sustaining treatments such as feeding tubes, dialysis, mechanical ventilation, and cardiopulmonary resuscitation (CPR). 
Nursing called the patient after the information was mailed to make sure that the patient received the information, discussed any questions patients had and notified the patients that their PCP will likely discuss the material at their upcoming appointment if they choose. The nursing staff reminded the provider to have a Goals of Care Conversation on the day of the appointment for the selected patients. The provider was expected to document the Goals of Care Conversation appropriately using the Life-Sustaining Treatment (LST) note and utilize the appropriate billing code for this conversation.
Data Collection Procedures
	LST notes and the specific billing code signed and utilized at a Midwest VA primary care department were collected from June 16, 2021 to August 15, 2021 and during the implementation of this QI project from August 16, 2021 to October 15, 2021. The LST notes are tracked by VA administration which can be pulled using the specific note title. The billing codes were pulled for the two different timeframes by specific provider in the primary care department by the billing department. The completed LST notes and billing codes were then totaled for each specific timeframe. 
Data Analysis
		The data was compared pre and post QI project using the percentage of change. 
Results
Results were collected in two different two-month periods. During the two-month period prior to intervention, 48 LST notes were completed by a total of seven providers, and the appropriate billing code was encountered 27 times. During the two-month period during intervention, 80 LST notes were completed by a total of 13 providers, and the appropriate billing code was encountered 23 times by 10 different providers. The percent of change for LST notes was an increase of 66.7 percent. The number of billing codes went from 27 out of 48 encounters to 23 out of 80 encounters. This means that 56.3 percent of the encounters were billed appropriately as opposed to 28.8 percent during the intervention. The percentage of change using 27 encounters as compared to 23 encounters was 14.8 percentage of change.
		Specific characteristics of the patients selected or not selected with CAN scores between 85-95 scheduled with one of the primary care providers were not tracked for this quality improvement project. 

Discussion
The purpose of this quality improvement project was to increase Goals of Care Conversations in the primary care department during the intervention measured by documented LST notes and increase utilization of the billing code appropriate for Goals of Care Conversations. The first goal was met by increasing documented Goals of Care Conversations by nearly double the amount during the intervention. This QI project successfully showed that CAN scores can be useful to identify appropriate moderate to high-risk patients and increase the number of Goals of Care Conversations in the primary care setting.  
Despite the significant increase in LST notes completed, the relevant billable code went down from 27 to 23. Interestingly, the LST template has a box that can be selected to automatically add the billing code to the encounter. In addition, the average payment for the 99497 billing code is around $80. In this particular instance, 57 LST templates were completed and not billed appropriately during the intervention phase which equates to approximately $4,600. This goal of increasing the billable code for Goals of Care Conversations was not met. 
Limitations
		There were limitations identified with this project. First, COVID has impacted health care in many ways, which may influence the number of Goals of Care Conversations that occur in the primary care setting. Patients and providers are still wearing masks which may negatively impact the interaction that occurs between providers and veterans due to hearing issues, feelings of isolation, shortness of breath or uncomfortableness of masks. End-of-life discussions are a sensitive topic, and some patients are reluctant to participate in these discussions for various reasons. Adequate amount of time available during a visit may also discourage Goals of Care Conversations. Providers typically have 30-minute visits to cover medications, chronic illnesses, patient concerns and preventative care, leaving little time for additional conversation which includes Goals of Care. 
		The investigator is a primary care provider at the primary care department the project was completed in. This could negatively or positively motivate the other providers included in the project and could influence the number of Goals of Care Conversations that the investigator personally documented. Since the number of LST notes to begin with was low, this could significantly impact the rate of change.  
		The timeframe of the intervention and data collection was fairly short, and the number of LST notes documented may increase over a longer period of time since more of the nursing staff  and providers participated at the end of the intervention period. It was necessary for the nurses to complete the initial screening by identifying appropriate patients in order for the providers to complete the next step. If a provider had a nurse that did not do the initial screening, this would impact the results.  The involvement of nursing was not tracked during this project.
Implications for Practice
            This QI project revealed that CAN scores can be used to identify chronically ill patients appropriate for Goals of Care Conversations in the primary care setting and can increase the number of documented conversations. Similar implementation could be done at other VA primary care departments to determine if similar findings occur in different facilities and geographic locations. As discussed above, CAN scores are a specific tool to the VA making it difficult to implement this specific project in other healthcare organizations because their electronic medical records do not automatically generate this score. Further research in other healthcare systems would be helpful to develop a validated tool that could easily be used by primary care providers to identify appropriate patients to increase Goals of Care Conversations. 
		In the future, due to the increased Goals of Care Conversations that were documented during the implementation, the VA primary care department plans to continue the process that was implemented during the project. This project is sustainable because Goals of Care Conversations are seen as a valued service to patients.  Increasing these documented Goals of Care Conversations is a facility goal and a measure that is tied to provider compensation. No formal surveys were completed to get feedback regarding the project, but several providers have given positive feedback. 
		Additional work needs to be done to identify ways to increase billing code utilization for Goals of Care Conversations. This is especially important for healthcare organizations to receive appropriate reimbursement for services that are being delivered, which could significantly impact budgets.  It may also be helpful to survey primary care providers and nursing staff to identify barriers for having Goals of Care Conversations.  This could include feelings of readiness for Goals of Care Conversations, time constraints with office visits and workloads, and lack of knowledge related to the appropriate documentation and billing necessary for Goals of Care Conversations. These barriers could be addressed to increase participation and ultimately increase documented Goals of Care Conversations and to capture the workload using the appropriate billing code. 
 To date, there has been very little research pertaining to Goals of Care Conversations in primary care and specifically using validated tools to identify appropriate patients for these conversations. Further quality improvement projects aimed at increasing billing codes for Goals of Care Conversations may be helpful to increase payments for services that are being rendered at healthcare facilities. There have been studies that show that initiating palliative care can reduce admissions, hospital length of stays, and healthcare costs and increase quality of life. It may be helpful to determine if increased Goals of Care Conversations in primary care increase palliative care consults, which can benefit the patient and healthcare system. 
Conclusion
		The purpose of this quality improvement project was to increase Goals of Care Conversations in the primary care department during the intervention measured by documented LST notes and increase utilization of the billing code appropriate for Goals of Care Conversations. The utilization of CAN scores increased documented Goals of Care Conversations but did not increase the billing code associated. Using a tool validated to identify patients at risk for hospitalization and mortality can help primary care providers identify appropriate chronically ill patients that could benefit from Goals of Care Conversations. This Midwest primary care clinic will continue to use the process that was implemented to continue increasing the number of Goals of Care Conversations in primary care. Further research could be done to determine a tool easily available outside of the VA facilities, and CAN scores could be used at other VA facilities to determine if similar findings occur. Using appropriate billing codes are important for reimbursement, and further quality improvement projects should be done to increase utilization of the billing code. 
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PowerPoint Presentation To Educate Staff 
[image: ]
[image: ]

[image: ]

[image: ]

[image: ]


[image: ]



Appendix C
Letter of Approval from VA



Appendix D
Letter of Approval from Creighton Internal Review Board

Appendix E
Setting Health Care Goals Pamphlet 
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Change In LST templates and billable code Pre-Intervention and During Intervention

LST template	Pre-intervention	Intervention	48	80	Billable Code	Pre-intervention	Intervention	27	23	# of providers participating	Pre-intervention	Intervention	7	13	
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Purpose/Aim of Quality Improvement Project

+ PURPOSE: to increase the number of goals of care conversations for moderate to high risk patients.
The goal is to utilize CAN scores to identify moderate to high risk patients (85-94) to increase goals of
care conversations during primary care visits.

* AIMS:

- Determine the number of goals of care conversations in a two-month period of time pre and post
intervention.

-To provide education o the healthcare providers and staff about the proposed pro}ed.
documentation necessary for goals of care conversations, and ICD-10 codes appropriate for goals of care
conversations.

- To increase goals of care conversations in primary care as documented by the completion of the
Life-Sustaining Treatment (LST) template.

- Toincrease the use of ICD-10 codes associated with goals of care conversations.
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