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Abstract
End-of-life care planning is beneficial in meeting the patient's choices during the final days of life. However, end-of-life discussions with those who are chronically ill have not been initiated by Primary Care Providers. Medicare provides payment for end-of-life conversations during Medicare wellness exams, but providers may be unaware that compensation is available to discuss these crucial decisions.  The purpose of this project was to increase the frequency of end-of-life discussions being held between the providers, nurses, and their clients in the primary care setting by increasing provider knowledge and confidence level with these conversations. Specific aims were to determine if: 1) providing an educational session for the providers would increase the frequency of end-of-life conversations and 2) end-of-life conversations would increase the use of the ICD code designated for advanced directives.  This project took place in a rural medical office located in Nebraska. Patients 65 years and older were being seen for their annual Medicare visits. A retrospective chart review was completed before initiating the study. An educational session and handout were provided to increase provider knowledge and confidence in discussing end-of-life planning with their patients. Providers completed a pre-quiz and post quiz to assess comfort level and knowledge.  Before the intervention, the billing code for end-of-life discussion was not used. Its use was increased to 23 times during the project, indicating providers-initiated end-of-life discussions. Post-test scores indicated an increase in the provider's knowledge and confidence. This project demonstrated that, before the educational session, the end-of-life discussions were not being completed and billed appropriately. The educational session effectively increased the frequency of these conversions, and the increase in billing with the ICD code was evident.
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End of Life Care Planning in a Primary Care Practice: A Quality Improvement Project
End-of-life care planning is not a new topic for preparing patients for their death, but there have been tremendous changes with how patients can best be supported during that time (Miller, 2017). There are numerous options to help during the end of one's life; this is due to the incredible changes with medication and treatments that enable patients to live longer than before (Miller, 2017). The type of care the patient receives as they near death influences the quality of life. End-of-life care planning can be increased by healthcare providers working in primary care settings by having the confidence and knowledge to educate patients about what it consists of and the various options available to patients when they are nearing death. To improve the patient's understanding of end-of-life care plan options providing education is the first step to making an informed decision about their wishes. 
Background
End-of-life care planning is essential. Megan & Cardinal Brown (2017) predict that there will be 98.2 million Americans aged 65 and older by 2060. As this population becomes increasingly older, the number of people living with chronic illnesses increases. The Centers for Disease Control and Prevention (Centers for Disease Control and Prevention (CDC), 2019) reinforces this information by indicating that 6 out of 10 adults have a chronic disease and 4 out of 10 live with two or more comorbidities. These statistics are a crucial indicator of why patients over the age of 65 should start to have education presented to them early in their diagnosis to improve knowledge about end-of-life options. 
Chronic diseases account for 90% of the $3.5 trillion spent in annual health care costs and are the leading causes of death and disability (CDC, 2019). Chronic diseases cost the economy $1 trillion annually and contribute to 7 out of 10 deaths in the U.S. (Raghupathi, & Raghupathi, 2018). According to Jha (2018), Medicare spends one-quarter of all its financial resources on people during their last year of life. This cost could be decreased if providers were comfortable confronting mortality and providing education about options as the patients near the end-of-life.
End-of-life care planning is the support and medical care provided for the time during and leading up to the death of a patient ("National Institute on Aging," 2017). It guides the provider with the type of care and treatments that the patient wants or does not want during their end-of-life (EOL) phase. The ambiguity of terms used for the different EOL care types has caused some confusion among the elderly as to what all the words mean (Kelemen & Groninger, 2018). Whether it be Hospice, Palliative care (P.C.), DNR, Advanced Directive (A.D.), Advanced Care Plan (ACP), or Power of Attorney (POA), these terms can be very confusing.  These terms must be explained and discussed, so patients are fully aware of the choices they can make (Walton-Shirley, 2019; De Caprariis et al., 2017). Research by Albert et al. (2017) notes that when patients receive education about their options, they are more likely to decline aggressive treatments and resuscitation. 
End-of-life care planning can be done through communication with loved ones and a health care provider. Discussion of a patient's end-of-life wishes and appointing a power of attorney for medical care is most effectively done using an advanced directive (Yadav et al., 2017). An advanced directive is a key for a patient to name a person or persons to make health care decisions (medical power of attorney) when they are incapable of doing it themselves. With end-of-life care, planning patients can elect treatments that they may want for themselves that may differ from their families wishes. The lack of effective communication may result in prolonged suffering and extended acute care interventions for the patient (Yadav et al., 2017). Failure of the patient to complete advanced directives leaves the decision-making to the family, who may feel ill-equipped to decide for the patient.
Currently, only 58% of people age 65 and older have their wishes documented in an advanced directive, and only 25% of them have shared this information with their provider. Although 97% of them have said that they feel it is essential to have their wishes documented (DiJulio et al., 2017).  This is another indication of why EOL conversations need to be initiated so the patient's wishes can be documented and known by the family and the provider to honor those wishes.
Significance
End-of-life planning conversations have been found to support several various entities for patient-centered care by allowing the patient to voice their decisions for care throughout the disease process. Communication between the patient and the provider is imperative. The interface will enable the provider to improve the quality of the end-of-life process and decrease any burdens or suffering for the patient and family. 
In 2016 Medicare began to provide coverage for end-of-life care, also known as advanced care planning conversations, that should be continuously done by physicians and non-physicians (Zeitoun, 2019). It pays for the End-of-life care planning conversation that has taken place during the annual wellness, routine office visit, or various stages of health (Zeitoun, 2019).
	Since 2015 Centers for Medicare and Medicaid Services (CMS) regulated that Medicare pays for EOL conversations (Carr, & Luth, 2017). It can be helpful to encourage older adults to discuss their treatment preferences with a health care provider. Discussions also may help to minimize uncertainty and doubts with the patient's last wishes. The American Nurse Association (ANA) supports patients' rights for self-determination, including the right to a natural death without resuscitative efforts. Promoting the discussion for end-of-life discussion is vital for patient's and families' care to prevent suffering and prevent unnecessary or unwanted treatment (American Nurse Association, 2012). 
The American Association of Critical-Care Nurses and the American Association of Colleges of Nursing have endorsed end-of-life planning as an integral part of patient-centered care derived from shared decision-making between patient and provider. Advanced Nurse Practitioners (ANP) in the primary and acute care settings are expected to provide patient-centered care throughout the care continuum, including care of chronic illness, stabilization of acute conditions, the restoration of health to the provision of palliative, supportive, and End of Life (EOL) care (American Association of Critical Care Nurses, 2012). Despite medical guidelines and research evidence supporting ACP discussion, these discussions rarely happen or are done promptly (Keary & Moorman, 2015).
Healthy people 2030 promotes good communication between providers and patients and increases providers to include patients with healthcare decisions (Healthy people, 2020). Through EOL planning, this can be met if the discussion is done promptly, early, and often through the course of a chronic illness. This conversation, presented by trained providers, will educate patients and family, so they know precisely what the patient is choosing and support their wishes once they select their EOL wishes (Detering & Silveira, 2018).  To ensure that the patient's quality of life is met, there needs to be an ongoing conversation about EOL with the patient and family. There also needs to be a signed document by the patient that explains what treatment they would like and would not like (Kelligrant, 2017).
The National Institute of Nursing Research (NNR) (2013) supports the research of EOL to help improve understanding of the issues and choices, develop and test strategies to minimize burdens, determine the impact of providers trained in EOL on healthcare outcomes.  They also support creating new communication strategies among clinicians, patients, families, and communities to promote decision-making with treatments and care options for life-threatening illnesses.  
Clinical Problem
Although there is much information and support for End of Life care planning, many adults over the age of 65 with chronic illnesses do not receive this counseling in the primary care setting resulting in family members making decisions for the individuals once a hospitalization has occurred. Despite the importance of care planning conversations and the ability to be compensated by Medicare for the time spent in this critical conversation, providers often are not having these conversations with their patients when they are seen in the primary care setting. 
Outcome
The outcomes that were assessed are the increased awareness and knowledge about end-of-life planning for the physicians and the evaluation of numbers of end-of-life discussions for those over the age of 64.
Research Purpose and Aims
The purpose of this project was to increase the frequency of end-of-life discussions being held between the providers and their clients in the primary care setting by increasing provider knowledge and confidence level to have these conversations.
The specific aims were to determine: 1) if providing an educational session for the providers would result in an increased frequency of end-of-life conversations and 2) if end-of-life conversations would result in an increase in the use of the ICD code designated for end-of-life discussions.
Literature Review
The literature search objective was to identify other studies that addressed end-of-life care planning in a primary care setting. A comprehensive literature search regarding DNR orders, timing of education, decision making, and barriers were conducted. Studies from PubMed and CINHAL databases were searched using the keywords communication, primary care, family practice, barriers, advanced directive, advance care planning, DNR, and end of life care. These studies' inclusion criteria consisted of qualitative and quantitative studies published between the years 2010 and 2020.  Exclusion criteria included resources greater than ten years old. The level and quality of research reviewed ranges from case studies (level 5) to randomized control trials (level 1). The literature was compiled into concepts listed below. 
Role of Provider
The primary care provider's role with EOL care planning conversation is to initiate the conversation with their patients. Still, it has been found that many primary care providers are unprepared for and not comfortable with end-of-life discussion (Zetoune et al., 2016; Brighton & Bristowe, 2016). According to Zetoune et al. (2016), a survey was done in three urban teaching hospitals in New York. There were 42 primary care physicians in their study, and only 12% had issued an outpatient DNR order. Sixty-seven percent stated that they were uncomfortable with a DNR discussion, and 57% noted they would discuss DNR if asked by a guardian. An alarming 36% indicated they would only discuss DNR with acutely ill patients or patients residing in a long-term care facility (Zetoune et al., 2016).
The provider's role is to educate and provide the patient with accurate knowledge of the DNR orders. As studies show, there can be issues with sharing this information due to the providers' thoughts about when or who should receive this information (Zetoune et al., 2016). Patients have indicated that they would prefer their primary care provider to initiate this conversation. Patients express trusting their provider, that their provider knows them and their health issues better than any provider in the hospital as reasons for the discussion being brought up by their care provider. According to Robinson et al. (2012), 86% of the respondents to their study said that they would prefer their family physician to discuss DNR decisions with them. Fifty-six percent of the respondents indicated that this discussion should occur when they were healthy, and 46% thought it should be done in the office setting (Robinson et al., 2012). This study demonstrates the need for discussion beginning in the primary care provider's office and should continue throughout the patient's care (Robinson et al., 2012).  
Early Education
Initiation of end-of-life planning should be done early in the care of a chronic or terminal illness (Keating et al., 2010; Sanderson et al., 2013). However, this conversation usually occurs late in the patient's disease (Sanderson et al., 2013). Primary care providers are essential in providing early education and communication to their patients about end-of-life care decision-making. 
In a national survey of 4074 physicians caring for cancer patients by Keating et al. (2010), it was noted that 65% of physicians would discuss the prognosis of a terminal illness with the patient right away, and 15% would only discuss it if the patient or family brought it up. Surveys noted that only 44% would have the DNR discussion, and only 18% would wait for the patient to have symptoms. Simultaneously, only 26% wait until there were no additional treatments before initiating this discussion. Many providers feared initiating this conversation would decrease the patients' satisfaction rate in their providers (Keating et al., 2010). 
A study done by Sanderson et al. (2013) surveyed attending physicians, fellows, hospitalists, nurses, and advanced practice nurses about attitudes and behaviors about the end-of-life orders. There were 107 physicians and 159 nurses that responded to the survey (Sanderson et al., 2013). The study results showed nearly three-fourths of those surveyed felt that resuscitation status discussions should happen during diagnosis or time of stability. However, almost 90% of physicians and nurses reported that these discussions happen much later in the patient's illness (Sanderson et al., 2013).
Although multiple studies demonstrated that EOL conversation should be made early and repeatedly, Pirinea et al. (2016) completed an anonymous multiple-choice survey that included patients, patient family members, and health care providers. This study had a total of 687 participants and looked at how often the EOL discussion took place. Sixty-nine percent of patients and family members reported that their primary care provider had not discussed EOL planning with them. Discussions regarding EOL care planning need to be done multiple times to effectively decrease the knowledge gap regarding EOL planning for the patient and their families. 
Barriers to Communication
There are three main barriers to effective communication with patients about advanced care planning, as physicians noted in a study conducted by (Granek et al., 2013). The barriers fell into three broad categories: physician factors, patient factors, and institutional factors. This study found that physicians have difficulty communicating end-of-life wishes with their patients due to lack of experience with end-of-life communication (EOL), discomfort with death and dying, and lack of proper mentorship to communicate effectively. Patient factors include the patient was not ready, family reluctance, and the patient's age (Granek et al., 2013). The institutional factors were shown to lack tools, training, or protocols, and indicates that the physicians did not receive formal training or tools on how to discuss EOL wishes (Granek et al., 2013). 
	According to Peck et al. (2018), patients have noted that some of the reasons they do not discuss Advanced directive statutes are due to the lack of understanding of the seriousness of the illness and the lack of knowledge about advanced directives. As noted in Granek et al. (2013), the study found that the patient was not ready to hear about the information and was reluctant to have a conversation about end-of-life planning. Another finding in the survey by Granek et al., (2013) if the patient was younger, the providers were reluctant to have a conversation about ACP, or they were not able to understand the information presented to them by the provider due to the difficulty of giving this type of information to someone of a young age.
Verbal communication is a barrier for people when they are trying to decide their DNR end-of-life treatment options. Improvement was shown with end-of-life decision-making for cancer patients using a video with a verbal explanation of CPR (El-Jawahri et al., 2010; Becker et al., 2019). In a randomized control study by El-Jawahri et al. (2010), a video was used to explain was used in one group then compared to a group where they just had the verbal explanation. This demonstrated that 25.9% of participants preferred life-prolonging care in the form of Cardiopulmonary Resuscitation (CPR), 51.9% no CPR, and 22.2% comfort care after only the verbal description. No participants preferred life-prolonging care such as CPR, 4.4% no CPR, 91.3% preferred comfort care, and 4.4% uncertainty (El-Jawahri et al., 2010). This assumption is that if people can understand what is being verbalized to them, they tend to be more informed of the CPR process and the outcomes from this procedure, thereby improving code status discussions and the quality of life during the end of life (Becker et al., 2019). 

Conceptual Framework
The practice change model that would be appropriate in addressing implementing end-of-life care orders would be the ACE Star Model of Knowledge Transformation (Schaffer et al., 2012). Utilization of an evidence-based approach will promote patients and providers with success by increasing the amount of end-of-life care discussions completed for patients over the age of 64 with a chronic illness. The ACE star model adapts knowledge from research findings to impact outcomes through evidence-based practices. Using a Knowledge transformation is a process that moves through discovery, summary, translation, integration, and evaluation (Moseley, 2012). The ACE Star Model uses steps to convert one form of knowledge to the next and incorporates the best research evidence from clinical experience and patient preference to achieve evidence-based practice (Stevens, 2013). 
To use research to discover why having an EOL care plan and using evidence to compile all of the knowledge into one statement through collaboration with the physicians, N.P.'s, nurses, and everyone involved with the process and then integrating the steps to increase understanding of EOL care planning through a brochure and questions answered by the provider into practice with the use of best evidence. Then evaluate the impact that the evidence-based practice has on patient health outcomes, satisfaction; efficacy and efficiency of care; and health policy. To assess a post-survey to see if the information helped understand EOL care planning and see how many people decide to complete an advanced directive (Stevens, 2013).

Methods
Setting and Sample
This quality improvement project was conducted in a rural medical clinic located in Nebraska, a town with 1200 people. There are approximately 240 patient visits per month at the clinic, seeing one of the four providers in the clinic. Clinical providers, including one physician and three mid-level practitioners, were participants in this study. The QI project was implemented on October 1, 2020 and continued until December 31, 2020. 
Study Design
Retrospective Chart Review
	A retrospective chart audit over the two months prior to the intervention was conducted to determine the frequency in which the ICD code related to discussing advanced directives care planning was utilized, and information was also collected for all patients 65 years and older regarding their age, gender, and top two comorbidities. This information was de-identified before any analysis of the chart review. A second chart audit was performed at the end of the intervention period to determine if there had been an increase in the use of this ICD code which would indicate a higher number of end-of-life discussions between provider and patient had occurred. 
Pre-test/Post-test survey
The DNP student created a seven-question survey identifying potential barriers to the provider’s knowledge and confidence with end-of-life discussions and the use of the ICD code. The same survey was also assessed the provider's knowledge and confidence with end-of-life conversations. Participants were asked to respond: Strongly disagree, disagree, neither agree nor disagree, agree, strongly agree as a Likert scale to the following questions (See Table 1). The survey was repeated several weeks after the educational session. 
	Questions

	l. I feel comfortable discussing End-of-Life options with my patients.

	2. I often discuss End-of-Life options with my patients who are diagnosed with chronic illnesses.

	3. I am knowledgeable about the different End-of-Life choices that are available for my patients.

	4. I fear patient satisfaction will decrease if I discuss End-of-Life planning with my patients.

	5. I have used the ICD-10 Code 
271.89 for End-of-Life discussions with patients.

	6. I feel that primary care providers are responsible to provide education on End-of-Life
planning for patients age 65+ to provide a better quality of care for them during the dying process.

	7. I feel it is necessary to discuss End-of-Life options with patients that have a chronic illness once diagnosed and annually after that.


Table 1: Pre-quiz/Post-quiz Questions for Providers
Educational intervention
The DNP student-led the educational intervention to educate the providers and nurses on the importance of end-of-life care planning discussions and the ICD code that should be used when this discussion occurs to increase revenue for the clinic. Statistics were provided on how many people over the age of 64 with a chronic disease did not have an advanced directive and how many preferred that their Primary Care Provider discuss end-of-life care planning with them. Providers were also given information about the impact of using the billing code for reimbursement to discuss end-of-life care planning. Participants were provided with a handout that included definitions of terms related to end-of-life, information about the ICD 10 code for these discussions, and "hints" on how they begin these end-of-life discussions.  The handout helped increase provider knowledge and comfort level by initiating the end-of-life planning conversation in the office setting by recommending ways to communicate, provide privacy, allow extra time for the discussion, and help initiate the conversation.
A brochure for clients was developed, and providers and nurses were encouraged to use this as a tool to initiate and conduct discussions related to clients' end-of-life wishes. The brochure was something that the provider could use as a tool to initiate conversation between the provider and patient. The brochure was created to be visually attractive and at a 6th-grade reading level. It included questions that the patient should consider when thinking about end-of-life planning and definitions of standard terms used during the end-of-life planning discussion. The brochures were placed in the clinic's waiting area and were offered to be mailed to patients being seen per zoom or phone conversations.
Providers were asked to educate and discuss end-of-life care with all patients they see in the clinic or zoom age 65 years and older that have Medicare. Patients excluded from these discussions are those younger than age 65, those who already have existing advanced directives, and those with cognitive impairments unless they present for care with a family member who is a medical power of attorney for the patient.
Data Collection and Analysis
The DNP student performed data collection and analysis. Descriptive statistics (percentages, means, frequencies) were used to analyze data. Comparisons were made between pre-and post-intervention chart audits and between pre and post the educational intervention.
Results
The purpose of this project was to increase the frequency of end-of-life discussions being held between the providers, nurses, and their clients in the primary care setting by increasing provider knowledge and confidence levels to have these conversations. The specific aims were to determine: 1) if providing an educational session for the providers would result in an increased frequency of end-of-life conversations and 20 if end-of-life conversations would result in an increase in the use of the ICD code designated for end-of-life discussions. 
Retrospective Chart Review 
The retrospective chart review indicated that 122 patients, 74 female, and 49 males, were seen in the clinic during the two months before the intervention that had diagnosis codes for heart problems or diabetes. The age range of patients was between 65 and 100 years. One Medicare visit was documented, but it did not indicate that a conversation for end-of-life planning was completed because the ICD code was not used for this visit. There were twelve patients, five females, and seven males, that were excluded as they already had an advanced directive or a DNR status. 
Provider Education and Pre-test/Post-test
One Physician Assistant, two Nurse practitioners, and one nurse participated in the educational intervention, reviewed the handout, and completed the pre-quiz. Only the two Nurse practitioners and one nurse completed the post-survey. All participants were female. The pre-and post-quiz demonstrated that the providers did increase their awareness of the ICD code, knowledge, and comfort level with the discussion of end-of-life planning with patients.
End of Life Discussions 
The three-month intervention period resulted in a greater than 70% increase in end-of-life discussions. There were twenty-three patients, 16 female ages 61 to 92 and 7 male ages 41 to 89, seen over the three-month intervention time frame and provided an end-of-life discussion. Their major illnesses were heart failure or diabetes. One of the males and four females were outside of the age range; however, they did have Medicare and were seen for Welcome to Medicare or annual visit. Two females and one male were excluded as they already had an advanced directive or a DNR established.
Discussion
This study demonstrated that the providers increased their knowledge and confidence level after the provided teaching session. The study also showed increased use of the ICD billing code to discuss the advanced care directives. The providers did discuss that most patients have been talked to about end-of-life planning, but many of them have not had the complete sit-down discussion because they do most of their Medicare wellness visits over the telephone. They also mentioned that many of the patients that are not feeling sick or have had increased health concerns are not ready to discuss end-of-life planning. It would have benefitted the clinic to review the proper ICD codes used during Medicare visits to be reimbursed for the end-of-life planning discussion. It would have also profited the clinic if the clinic manager designed a billing sheet to be utilized during these visits to guide the providers and staff during the visit and the proper codes used for appropriate billing.
Relationship to literature
	This study demonstrated many of the barriers that Grank et al. (2013) discussed regarding providers being reluctant to have a conversation about end-of-life planning due to the lack of proper mentorship, training, tools, or protocols. The survey completed in this study demonstrated that providers felt that the end-of-life discussion was necessary once diagnosed and annually. However, this conversation was not taking place as often as they indicated. This is consistent with the study completed by (Sanderson et al., 2013) which 90% of the providers were initiating the discussion much later in the patient's illness. Providers in this study felt that they are responsible for providing education on end-of-life planning with their patients. The literature has shown, 86% of patients said they would prefer their family physician to discuss DNR decisions. Fifty-six percent of the respondents indicated that this discussion should occur when they were healthy. 
Limitations
	One significant factor impacting the results was the change in who was completing the Medicare wellness visits and the coding used when these visits occurred. This transition happened two months before the beginning of the study. This impacted much of the research due to the lack of knowledge of codes to use when completing Medicare wellness exams and providers' attitude to change. Another factor that impacted the study was that only one provider was completing the Medicare wellness exams. The focus was more on asking the questions that needed to be asked during a Medicare wellness exam and not focused on using the billing code or going past asking the patient if they had an advanced directive. Also, Covid-19 limited these visits to be performed by zoom or telephone conversations instead of in-person visits. This study shows a lack of knowledge and confidence with the end-of-life planning discussion and proper billing codes when this conversation happens. Another limitation was that the clinic only wanted to discuss end-of-life planning during the Medicare wellness exam, limiting the number of discussions. 
Implications 
Moving forward with end-of-life care planning discussions provided by the providers in the primary care setting, it would be suggested to initiate this conversation when diagnosing a terminal illness. Also, the provider should continue to have these conversations during Medicare wellness, routine office visits, or various health stages as patients may change their end-of-life plans as their disease prognosis changes. 
Another way to make sure the visit is adequately billed would be to discuss expectations with the billing department to catch any not properly coded visits. Providing education to nurse practitioners with the proper billing codes for end-of-life discussions in school could increase their knowledge and understanding of how to provide appropriate billing in the clinic. 
Another benefit may be to have the Medicare wellness visits in the clinic instead of completing this over the telephone to increase the provider and patient conversation and increase the use of the patient brochure. This may increase the sincerity and importance of the discussion. Increasing the end-of-life discussions planning to all visits such as changes in health, post-hospital visits, a new diagnosis of terminal illness would also benefit from increasing the confidence with the providers and increasing the use of the ICD billing code for advanced care directives. 
A better understanding of how often the ICD code is used or if the end-of-life discussions are taking place would increase the study's time over a year instead of three months. Increasing the sample size may provide a more accurate understanding or reduce the barriers that cause the lack of use of the billing code or the lack of initiation of end-of-life discussions. 
Conclusion
This study exhibited the importance of providers' confidence and knowledge to provide end-of-life care planning discussions with their patients. It also showed the revenue loss in a clinic when the provider does not code the visits accurately, which is a concern for all clinics. It also shows that we as providers are not having this discussion, which can benefit the patient during their end-of-life process.
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