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ACP is intended
to be an ongoing
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family-oriented
and documented
conversation.

Implementing an ACP Program that
Reduces Costs Without Compromising Care

Overview

Advance care planning (ACP) is a decision-making process that supports people at
any age or stage of health in receiving medical care that is aligned with their values,
goals and priorities. To accurately reflect an individual’s preferences, ACP is intended
to be an ongoing person-centered, family-oriented, and documented conversation.

The intent of ACP is to prevent painful, unwanted, and potentially ineffective
interventions. When done well, it can lead to improved quality of care, decreased
decisional conflict, and an increased likelihood that a patient will have their preferences
about end-of-life decisions honored.

ACP is a process, not an end product, such as an advance directive legal document.

While an advance directive is a component of ACP, having one does not necessarily

mean that ACP has occurred. A drawback of advance directives are their questionable
stability as time passes — meaning whether the decisions or specific wishes made

at one point in time still apply later, when those decisions must be made. ACP is a

strategy designed to overcome the shortcomings of advance directives.

In recognition of the value of the ACP process, the Centers for Medicare and Medicaid
Services (CMS) began paying for this service in 2016. This decision followed the
recommendation of the American Medical Association (AMA), a wide range of
stakeholders, and most Americans. A Kaiser Health Tracking Poll in 2015 found that
89 percent of the public favors doctor-patient discussions of end-of-life care issues.

Limitations of Current ACP Interventions

Although there is more and more evidence to support the
significant contribution to patient autonomy and enhanced
quality and access to care at the end of life, ACP discussions
are not happening for most people. The same Kaiser Health
Tracking Poll that found overwhelming support for end-of-life ONLY 17% of
discussions also found that only 17% of people reported ever zfsizlssﬁzﬁz?oi‘_’ﬁf;
discussing end-of-life care with their doctor. care with their doctor.

Many U.S. healthcare systems have
37 0/0 implemented programs to improve access to ACP and
- advance directives; however, there is little evidence to
show these programs are carrying out people’s wishes
regarding the care they receive at the end of life — or even
encouraging people to participate. One review of studies
ONLY 37% of U.S. published from 2011 to 2016 found that only 37% of U.S.
adults had completed . .
adults had completed an advance directive.

an advance directive
between 2011-2016.
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To avoid the
pitfalls of most
ACP initiatives,
an integrated
ACP approach
is necessary.

Patient
activation
begins with
decision tools
that educate and
inform patients
and families.

Implementing an ACP Program that Reduces
Costs Without Compromising Care

The rates of documented ACP discussions may not be
any better — in one study, only 37% of patients with
advanced cancer had this crucial conversation before death.
Unfortunately, even when the documents are completed,
they are often not available or adhered to at the time they
are needed.

ONLY 37% of patients
with advanced cancer had
this crucial conversation

before death.

There are several reported reasons why a focus on only
advance directive completion does not work.

While data show that ACP models improve multiple outcomes for seriously ill
patients, there is limited data regarding which program design works best. Many
institutional ACP initiatives focus on a single stakeholder, such as clinicians, or a
program, such as documentation. Furthermore, although several evidence-based,
patient-facing tools and goals-of-care conversation trainings are available, they
are often tested and implemented in isolation despite evidence that an integrated
ACP system is needed.

A systematic review published in Palliative Medicine found that one ACP trial,
known as the SUPPORT study, was ineffective in meeting any of its goals to
improve the communication process, outcomes, or cost reductions. The authors
conjectured that there was a lack of standards for the ACP intervention which
led them to conclude that the structure and carry-through of an ACP program is
essential to positive outcomes.

Comprehensive ACP as a Solution

Narrow approaches to ACP are unlikely to influence complex healthcare systems.
To avoid the pitfalls of most ACP initiatives, an integrated ACP approach is
necessary. One that addresses the four primary stakeholders: patients, providers,
healthcare systems, and communities.
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“Improving the
quality and
availability of
medical and
social services
for patients and
their families
could not only
enhance quality
of life through
the end of life,
but may also
contribute to a
more sustainable
care system.”

Costs Without Compromising Care

The Case for Comprehensive Advance Care Planning
The potential benefits of ACP are numerous:

€

Care that is aligned with preferences.

Reduced misunderstandings and conflict between medical staff & families.

Fewer interventions of limited clinical value.

Earlier access to Palliative Care.

Reduced emergency hospital admissions.

Reduced anxiety & depression experienced by bereaved caregivers.

Fewer hospital deaths.

Better use of resources at end of life.

To achieve these benefits, it is crucial that ACP is comprehensive and meets patient values
wherever barriers and challenges exist. In Dying in America, a consensus report from the Institute

of Medicine (IOM), a committee of experts concludes “improving the quality and availability of
medical and social services for patients and their families could not only enhance quality of life
through the end of life, but may also contribute to a more sustainable care system.”
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How can ACP contribute to a more sustainable care system?
By meeting four key outcomes:

BETTER ACCESS TO CARE PATIENT-CENTERED CARE

Comprehensive ACP can break down Provide patients with autonomy and
barriers that keep these conversations empowerment that affords them a better
from occurring, ultimately improving quality of life by allowing them to die with
access to the care patients and families dignity while addressing their physical,
desire at the end of life. personal, social and spiritual needs.

HIGHER QUALITY OF CARE

Healthcare facilities and providers often LOWER COST OF CARE
address end-of-life care, especially advance DELIVERY

directives, in an obligatory way. Research

shows that when providers have meaningful Two meta-analyses found an overall cost
and effective conversations with patients savings for patients who participated
about end-of-life care, outcomes and in ACP.

healthcare quality improve.

All four of these outcomes can be achieved with a comprehensive ACP program that seeks to
balance each outcome - meaning one outcome cannot occur at the expense of another. For
example, reducing costs of end-of-life care should not compromise quality of care.

How to Implement a Comprehensive
ACP Program in 4 Steps

D
caEE——
Patient care is a challenging task that requires not only a holistic view of patients,
but also an understanding of the family, social, legal, economic, and institutional
circumstances surrounding them, especially as they approach end of life. Patients
need to understand the value of ACP and demand time with their clinical team to
aEE——
D

discuss their wishes — greater public education is necessary to drive this demand.

Transforming a healthcare system focused on curing disease to one focused on
congruence with patient values presents unique challenges. An effective ACP
program will address the primary stakeholders and meet the four key outcomes
for a sustainable care system. This requires a multi-faceted approach.

There are 4 steps to implementing a comprehensive ACP program at the institutional
level. Rather than taken sequentially, these steps should be viewed as “pillars”,
supporting patient-centered, cost-effective ACP — each one as important as the other.
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to Launching a

Comprehensive ACP Program
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The pillars to supporting patient-centered, cost-effective ACP

PATIENT ACTIVATION

This step involves helping patients and surrogates better understand the medical system
and their options for care. It also promotes enhanced communication between patients
and clinicians as well as with designated surrogates and family. Patient activation begins
with decision tools that educate and inform patients and families. Patients are often
unaware of what ACP is or why they should prioritize these conversations. High-quality
clinician-patient communication is a critical component of this step.

Resource for
patient activation:

ACP Decisions

All individuals who have capacity should have the opportunity to actively participate in
their healthcare decision making. The conversation should be ongoing to ensure that
patients’ goals and needs are met. Advance directive documents are just one step and
should not supersede allowing patients to make informed decisions as conditions change.

CLINICIAN TRAINING
This step involves preparing clinicians and healthcare systems to document ACP
Resources for  conversations and enact patients’ preferences for care. Resource allocation for multi-
clinician training: ~ disciplinary clinician training will increase the number of ACP specialists as well as
Center to Advance  €xpand the knowledge base for all clinicians.
Palliative Care
Coalition for Compassionate ~ Since clinicians often bear the responsibility of informing patients about their prognosis,
Care of California  exploring treatment options, and helping formulate preferences based upon a risk-
CSU Institute for Palliative Care  benefit analysis and their values, better clinician training around these conversations is
vital Talk ~ necessary. While physician endorsement of ACP is important, many clinicians are not
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Resources for health
system implementation:

CMS Reimbursement

EHR Systems and
Documentation

Providence Institute for
Human Caring

State Advance Directives

Resources for
community engagement
implementation:

The Conversation Project

PREPARE

Costs Without Compromising Care

prepared nor have the time to follow-through on all ACP conversations. Training across
several different disciplines to create an integrated workflow of ACP communication from
physicians to front desk staff may be needed.

Professional education and development can occur in person, via webinar, or be self-

taught through apps, and may include role-play or simulations. It can be provided and
promoted by educational institutions, professional societies, accrediting organizations,
state regulatory agencies, academic medical centers, and teaching hospitals.

Health systems should deliver comprehensive quality improvement ACP initiatives that
are person- and family-centered. As recommended by the IOM, the initiatives need
to be “integrated, person-centered, family-oriented, and consistently accessible care
near the end of life be provided by health care delivery organizations and covered by
government and private health insurers.”

To be adequately processed by the health system, ACP care should be supported
through EHR technology to ensure follow-through, transparency, and accountability.
An EHR with dedicated ACP tabs or face page locations are critically important for
documentation and finding ACP information with actionable medical orders when
needed. Templates and guidelines that help clinicians properly document informed
patient wishes are vital to ensuring that appropriate value-reflective individual choices
are honored.

COMMUNITY ENGAGEMENT

To catalyze educational efforts, there must be a robust conversation about ACP within
the larger community. Part of this effort includes engaging communities to understand
the limits of medicine.

This community may include public health and other governmental agencies, community-
and faith-based organizations, civic leaders, consumer groups, healthcare organizations,
professional societies, payers, and employees. Faith-based organizations and group
social settings may represent excellent non-clinical sites in which to engage in ACP
conversations. Working collaboratively, these groups can share successful strategies
that may work for organizations throughout the community.

Public awareness campaigns need to be supplemented by evidence-based decision
tools which help bridge the gap in understanding the role of ACP in medical care and
informing patients about their medical options. To meet the needs of populations with
lower health literacy or limited language proficiency, these tools should be adapted into
various languages or learning formats. Outreach efforts should be adapted to media
and other channels that will reach all audiences, including underserved populations.
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How ACP Decisions Can Help

Limited resources are a reality in today’s healthcare environment. While including all four pillars
within a comprehensive ACP program is the goal, patient activation using the ACP Decisions Video
Library is a great starting point. Patient and clinician-centered tools have the largest evidence base,
and more resource-intensive EHR support and community engagement can be initiated over time.

The ACP Decisions Video Library consists of over 200 video support tools in 17 different languages.
The offerings address a range of issues and fall under three categories: Video Decision Aids, Free
Standing Educational Videos, and Caregiver Videos.

Over ten years of research shows that patients make better-informed decisions after watching a
relevant ACP Decisions video because they see procedures and interventions with their own eyes
and can thoughtfully review video content at their own pace. Data from a statewide implementation
in Hawaii have shown that using the ACP Decisions Video Library leads to an increase of ACP
documentation, a decrease in hospital death rates, an increase in hospice referrals, and a decrease
in costs in the last month of life.

The Bottom Line

No matter what steps your organization takes, a well-designed comprehensive ACP program will
help your patients with the complex issues they face in modern medicine and encourage them to
take charge of their end-of-life care. These actions can reduce healthcare costs while preserving
patient dignity and quality of care. B

Would you like to learn more? Contact us!
support@acpdecisions.org
www.acpdecisions.org
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