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Abstract

Context—Advance care planning (ACP) is valued by patients and clinicians, yet documenting
ACP in an accessible manner is problematic.

Objectives—In order to understand how providers incorporate electronic health record (EHR)
ACP documentation into clinical practice we interviewed providers in primary care and specialty
departments about ACP practices (n=13), and analyzed EHR data on 358 primary care providers
(PCPs) and 79 specialists at a large multispecialty group practice.

Methods—Structured interviews were conducted with thirteen providers with high and low rates
of ACP documentation in primary care, oncology, pulmonology, and cardiology departments. EHR
problem list data on advance health care directives (AHCD) and physician orders for life-
sustaining treatment (POLST) were used to calculate ACP documentation rates.

Results—Examining seriously ill patients =65 years with no pre-existing ACP documentation
seen by providers during 2013-2014, 88.6% (AHCD) and 91.1% (POLST) out of 79 specialists
had zero ACP documentations. Of 358 PCPs, 29.1% (AHCD) and 62.3% (POLST) had zero ACP
documentations. Interviewed PCPs often believed ACP documentation was beneficial and
accessible, while specialists more often did not. Specialists expressed more confusion about
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documenting ACP, whereas PCPs reported standard clinic workflows. Problems with
interoperability between outpatient and inpatient EHR systems and lack of consensus about who
should document ACP were sources of variations in practices.

Conclusion—Results suggest providers desire standardized workflows for ACP discussion and
documentation. New Medicare reimbursement for ACP and an increasing number of quality
metrics for ACP are incentives for healthcare systems to address barriers to ACP documentation.

Keywords

advance care planning; advance health care directive (AHCD); physician orders for life sustaining
treatment (POLST); documentation; electronic health record; qualitative

Introduction

The complex decisions patients face near the end of life, and the prevalence of patients
receiving unnecessary or unwanted care are critical reasons for physicians to initiate advance
care planning (ACP).1=3 The electronic health record® (EHR) has provided new
opportunities and posed new problems for accessing ACP documentation.® However, little
research has qualitatively examined how providers incorporate ACP discussion and EHR
documentation into everyday practice.

ACP fosters person-centered care by providing education, and identifying and documenting
patient preferences. Some randomized controlled trials have shown ACP improved
communication, decreased unwanted hospitalizations, and increased care concordant with
patient wishes.6.7 A systematic review of communication about serious illness care goals by
Bernacki and Block documented best practices.8 Yet, implementing ACP can be challenging.
9 Kelley et al discovered recorded preferences for “comfort-focused care” were “poorly
correlated with treatment delivered.”10

Physicians ask about ACP surprisingly infrequently,1112 and do not feel well trained to
discuss prognosis and ACP with patients.13:14 A 2015 Kaiser Family Foundation poll found
that 66% of respondents 75 or older never discussed ACP with their physicians.1? Obstacles
include the fact that patient preferences change over time and with changes in health.1516
Much evidence about ACP is from oncology, raising questions about generalizability. Gott et
al found that providers for patients with chronic obstructive pulmonary disease (COPD)
indicated that ACP was rarely initiated, prognosis was rarely discussed, and uncertainty
about which provider should initiate ACP.1” The question of who is responsible for ACP
also arose in examining care for patients with kidney disease.1® Even palliative care nurses
reported facing challenges to ACP: timing, and lack of training and education.19

Documentation of ACP

ACP information is often absent or inadequate in medical records.29 Cox et al audited 65
palliative care medical records and found evidence of end-of-life care discussions in about
half of them, however documentation lacked detail and in focus groups providers described
keeping essential information “in their heads.”?! Mack et al followed 2,155 patients with
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stage 1V lung and colorectal cancer and found that the first documentation of end-of-life
discussion took place a median of 33 days prior to death.22

EHRs are becoming ubiquitous and patients expect and demand care that is aligned with
their preferences. The EHR has the potential to coordinate care across providers and care
settings,20 and remind clinicians to enter ACP information.2 However, recorded ACP
information may be “inaccurate,”23 or not “actionable” as discovered by Wilson et al’s
examination of an ambulatory care EHR data.> While 51% of patients 65 and older had ACP
documentation, only 33.5% of these records included a scanned document, which includes
the signature required to be legally valid. ACP information was often recorded in less
accessible places (e.g. progress notes, scanned documents).®

Little research has examined why, when, and how physicians document ACP in the EHR.
Healthcare organizations must understand how providers document ACP, and what barriers
and facilitators to documentation exist. This study seeks to describe current clinical practices
for ACP documentation in the EHR at a multi-specialty group practice and elucidate
experiences with ACP by interviewing providers from a range of specialties.

EHR Analysis

An ACP documentation rate was calculated for all providers in primary care, pulmonology,
cardiology, and oncology departments at a large, non-profit, multispecialty group practice in
California. ACP documentation rates were based on a sample of all patients 65 or older with
at least one serious illness, as defined by the National Committee for Quality Assurance
Palliative and End of Life Care Physician Performance Measurement Set,24 who had at least
one office visit in a 24 month period. ACP rates were calculated as the share of patients for
whom the provider had entered an AHCD (Advance Health Care Directive) or Physician
Orders for Life Sustaining Treatment2> (POLST) documentation into the Epic EHR problem
list by December 31,2014, out of patients with no pre-existing ACP in the EHR on January
1,2013. Providers in this practice used the California Hospital Association version of the
AHCD and the California POLST form. These ACP documentations were all matched to
individual physicians who entered them into the EHR using a provider key. Geriatrics and
palliative care physicians were excluded since they often have additional training and
expertise related to ACP. EHR data was analyzed using summary statistics.

Provider Interview Recruitment

We used outlier sampling, a type of purposive sampling,8 to identify and recruit providers
who were outliers with either “high” or “low” rates of ACP documentation within their
specialty, in order to better understand the spectrum of providers’ ACP practice patterns. We
also used snowball sampling to identify any other healthcare team members involved in ACP
discussion or documentation. To allow comparisons we recruited an even number of high
and low ACP rate providers, and even numbers across specialties. Interviews were
conducted between September 2014 and September 2015.
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Providers were recruited via a standardized email script explaining that the purpose of the
study was to learn about ACP discussion and documentation in clinical practice and
requesting volunteers. The interviewers were employed by a Research Institute affiliated
with the delivery organization, but not known personally to the individual providers who
were interviewed. Interviewers (ED and JC) were blinded to provider ACP rates during
recruitment, interviewing, and data analysis. Analysis began during the interview time
period which allowed us to identify when we reached thematic saturation and then
confirmed identified themes, with a total of thirteen interviews.2’ This research was
approved by the delivery organization’s institutional review board.

Providers gave written informed consent then were interviewed in person using a structured
interview guide exploring clinical ACP practices. Interviews were audio recorded,
transcribed verbatim, and de-identified.

Data Analysis

Results

Two qualitative researchers (ED and JC) used an inductive approach to develop a coding
structure.28.2% They met weekly during data collection and analysis to develop a codebook
and come to consensus by discussing and resolving disagreements about coding. They used
open coding to develop a codebook focused on emerging themes identified in the transcripts
(e.g. barriers and facilitators of ACP). They used Atlas.ti version 7.5.4 to organize and code
data. After coding 4 transcripts by consensus, the rest were coded with a reliability check
showing 77.8% agreement between coders. After coding was complete the researchers were
un-blinded to each respondent’s ACP documentation rate. Interviews were grouped by ACP
rate and department then compared to establish differences between groups. Rigor in the
qualitative design and analysis was assured by four steps: (1) having our healthcare system
advisors providing guidance and feedback on study design and findings throughout the
study, (2) conducting targeted sampling, (3) carrying out constant comparisons, iterating
between recruitment and analysis until thematic saturation was reached and confirmed, and
(4) triangulating with EHR data to confirm the presence of these trends beyond the interview
respondents.30

Electronic Health Record Findings

EHR data showed that primary care physicians (PCPs) had higher rates of documentation
than specialists. Of 79 specialists, 88.6% had zero AHCD documentations and 91.1% had
zero POLST documentations for patients 65 or older with serious illness and no pre-existing
ACP. In comparison out of 358 PCPs, 29.1% had zero AHCD documentations and 62.3%
had zero POLST documentations. The specialists with the highest rates had documented
AHCD for 10.0% and POLST for 1.8% of patients, compared to 51.5% (AHCD) and 43.6%
(POLST) among PCPs.
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Interview Findings

Thirteen providers were interviewed: three PCPs, three pulmonologists, four oncologists,
two cardiologists, and one nurse practitioner in cardiology who was identified through
snowball sampling (Table 1). ACP rates were unavailable for the nurse practitioner who was
hired after 2014, and was not legally authorized to sign POLST forms at the time the
interviews were conducted. Of twelve physicians interviewed, 5 had “high” rates and 7 had
“low” rates (Table 1).

Physicians with high and low ACP rates described similar practices regarding ACP, except
physicians with low ACP rates expressed more reluctance and confusion about EHR
documentation. Analysis revealed more striking differences between PCPs and specialists.

A Preference for the POLST—None of the specialists interviewed had entered Advance
Health Care Directive (AHCD) information into the EHR problem list (Table 1), while PCPs
reported it was common practice (Table 2). PCPs reported using POLST often, while most
specialists reported using the POLST form rarely or in the inpatient setting. Only 3 of the 8
specialists had documented a POLST form in the EHR.

Providers reported using the AHCD with a wider variety of patients than the POLST.
However, most providers mentioned that the POLST form was more helpful than the AHCD
for with patients with serious illness.

“Sometimes | use that [AHCD] as a lead-in of who is your durable power of
attorney, but to me, that’s by far not the most critical thing, it’s that they have been
able to express their intentions or their wishes on a POLST.”” [Specialist-high rate]

Several physicians felt the AHCD form was too vague: “With the Advance Directives forms,
they’re very vague... It doesn’t really give you, would you want tube feedings, when it
comes down to that?” [Specialist-high rate] For capturing true preferences the AHCD was
insufficient.

“Advanced directives, those come from attorneys... And I find those completely
useless. POLST is much more helpful, because they [AHCDs] always just say, “I
don’t want life support if | have an irreversible disease with no hope of recovering.”
It’s never that clear-cut.” [Specialist-low rate]

Specialists often described using the POLST form with a narrow subsample of patients (e.g.
hospitalized or hospice patients) (Table 3).
One PCP noted an institutional push to use the POLST form too broadly.

“| feel that the POLST has lost its value because there’s been so much emphasis on
getting POLST forms signed for patients who are not appropriate, and so they’ll
[physicians will] just check “do everything”, “do everything,” and scan it in the
chart.” [PCP-high rate]

Some physicians developed rubrics for using the forms: AHCD for anyone who they defined
as “dying” and POLST for anyone likely to call 911 or who is living alone.
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Variation in Beliefs About Responsibility for Documenting ACP—PCPs believed
that ACP was part of their care coordination responsibilities, and some specialists agreed
that PCPs should be “quarterbacks” for ACP.

“You need a physician quarterback. Ideally it is the primary care physician who
knows the patients and has a long relationship with them.” [Specialist-low rate]

Other specialists said ACP was their responsibility. One specialist explained that the
specialist sees patients more frequently and has greater expertise to lead ACP.

“The [specialist] gets it all... And the primary care doctors don’t really know
enough to be confident. In fact that’s what happens a lot of times. A patient asks
their primary care doctor a question. And they can’t answer it with that
confidence... And also we see the patient many more times.” [Specialist-low rate]

The Benefit of Standard Workflows for EHR Documentation—PCPs reported
standardized department workflows for documenting ACP: “The workflow we use today is
pretty much the same one that we’ve been teaching for 15 years.” [PCP-high rate]
Specialists expressed more confusion, frustration, and skepticism. One specialist described
her lack of familiarity with how to document.

“I think I’ve done a POLST form with a patient maybe twice. We don’t even have
POLST forms in our office. | have to send my nurse over to internal medicine to go
get one. And by that time, I’m way over [time]. Because, to be honest, | don’t even
know what to do with the form if I got it. | think the last time I filled out the
POLST, | walked it over to the internal medicine doctor. I’m sure they scanned it
in.” [Specialist-low rate]

Specialists noted grave concerns about the interoperability of outpatient and inpatient EHR
systems.

“One of my pet peeves is that | have had not once, not twice, but recurrently,
monthly almost, patients that we’ve had the conversation, you fill out the POLST
form, and then the patient winds up in the ICU having all the things done because
they either couldn’t find the form, they didn’t know, or it’s documented in the
[outpatient delivery system] Epic side, but nobody at the hospital can see that... our
doctor workflows have been so focused on using the record electronically, that if
you want to hide something from us, the best way to do it is put it on paper.”
[Specialist-low rate]

Barriers to ACP Documentation—Prominent barriers included EHR design and lack of
interoperability. Even the “Care Everywhere” feature of the Epic EHR, designed to enhance
interoperability, was described as too slow.

“| think they need to make it easier for the hospitals to see our charts, because by
the time they activate that Care Everywhere button - the emergency room doctors
can’t wait for that. It is literally much simpler for me to page that oncologist.”
[Specialist-low rate]

Am J Hosp Palliat Care. Author manuscript; available in PMC 2019 July 31.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Dillon et al.

Page 7

The paper format of the POLST and AHCD was also criticized as being incompatible with
the EHR, creating a need to scan documents.

“Maybe I’'m not looking in the right place. I think I click on problem list, and then
the PCPs generally will have advanced care planning or advanced care discussion,
and I’ll be, “Oh, great, they discussed it,” and I click on it. It says, “Durable power,
husband.” That’s all it says. And I’m like, how does that help me?... And then, if
they put in POLST, I don’t know where they go... Probably the media tab. But it’s
very difficult to find something in the media tab if it’s not labeled.” [Specialist-low
rate]

All physicians noted a lack of time for ACP discussions.

“We have appointments that are 20 and 40 minutes long and you can’t win - you
can’t figure out before they [patients] get here, how much time they need. So [we
need] more time with them that’s not pressured by your schedule of people waiting
for you. That would be helpful.” [PCP-high rate]

The nurse practitioner, who dealt exclusively with seriously ill patients and had one hour
visits, felt time was less of a barrier, although even she remarked, “I need resources,” to
educate patients. Specialists also noted a lack of material resources (e.g. no POLST forms).

Facilitators and Recommendations for Improvement—Existing facilitators
included trusting patient-physician relationships, standard clinic workflows in primary care,
and an involved PCP.

“Some PCPs sort of shed their patients when they get sick and just let the
specialists take care of them... | get referrals all the time from specialists who say
this person really needs a PCP. They’ve got 17 specialists and nobody is
coordinating their care.” [PCP-high rate]

Providers also recommended patient education, policy changes (e.g. a statewide POLST
registry31), appointing a “quarterback,” provider training, and standardization.

“| think everybody should know how to do it and it should be used in the same way
for everyone. And in a very easily accessible way. Problem lists, even those, they
get so bogged down with so much, so it has to be in its own spot or easily
searchable.” [Specialist-high rate]

Normalizing the practice of ACP for patients was seen as equally important as developing
provider workflows.

“To have it in a checkbox type of thing...One thing that | could see is telling all of
our patients, with anyone who walks through the door, this [ACP] is part of the care
— the coordinated care that we provide.” [Specialist-low rate]

Physicians mentioned that ACP information could be treated like allergies. One specialist
noted, “it should be the sort of thing where it’s right next to their allergies. Because, again,
the actions that are taken on it are rapid.” [Specialist-low rate] Time and money to do this
important work were also important, as one specialist said, “In twenty minutes you can’t do
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that. Under our productivity system we need an allowance to do this work without being
penalized” [Specialist-low rate].

Discussion

Our goal was to identify current ACP practices, barriers, and facilitators at a large multi-
specialty group practice. Our findings suggest PCPs documented ACP more than specialists.
Physicians described problems entering and retrieving ACP documentation and uncertainty
about who should lead ACP. Physicians reported the POLST form was more useful than the
AHCD, and they desired standardization. Specialists expressed frustration about lack of
interoperability, perhaps due to their familiarity with inpatient systems. Unexpectedly,
physicians with high and low rates of ACP documentation described similar practices, but
this finding may be attributed to some physicians documenting in less accessible areas of the
EHR. It is unknown if a correlation exists between high quality or frequent ACP discussion
and accessible ACP documentation. Based on prior literature it is unclear whether PCPs
truly document more ACP, or if specialists merely document in less accessible places (e.g.
progress notes or the inpatient EHR). Some physicians do not use the EHR problem list, as
discovered by Wright et al.32

The facilitators of ACP noted here mirror some of the findings of Bernacki and Block with
respect to best practices (e.g. appointing a “quarterback”).8 Studies show wording heavily
influences AHCD completion33, so modifying AHCD language may help. Since nurse
practitioners are now legally able to sign a POLST,34 and social workers often coordinate
ACP as part of the health care team,3 training and responsibility for ACP may be more
widely dispersed.3¢ Shifting payment models, including new Medicare reimbursement for
ACP;37 and a trend toward population health may support allocating more visit time to ACP.
Multi-pronged quality improvement initiatives may be necessary to institute changes in ACP
practice.38 EHR redesign and national or statewide POLST registries may ease
interoperability problems. Patient preferences may fluctuate over time and recording their
preferences in an accessible format may require innovation and collaboration both within
and across healthcare delivery organizations.

Limitations include the fact that we studied one delivery organization, with one electronic
health record system, and interviewed a small number of respondents who were outliers. The
size of our sample does not allow us to generalize, but it exposes considerable variability in
practice. All respondents agreed to be interviewed, perhaps indicating they care about this
topic. Our measurement of ACP documentation relied on EHR problem list entry, although
we know ACP can be documented in less accessible areas.® Future research might use chart
reviews to explore whether problem list documentation is a good indicator. The new current
procedural terminology codes for ACP reimbursement provide another indicator researchers
may analyze.

In conclusion, at the site being studied our findings imply the need for improved
interoperability between hospital and outpatient EHR systems, consensus about which
providers should document ACP, and widespread standardized clinic workflows for ACP. A
recent Hartford Foundation poll of 736 physicians found ACP was a “conversation stopper”;
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only 29% of physicians were trained in ACP communication, 46% frequently or sometimes
felt unsure what to say, and only 29% said their healthcare system had a formal system for
ACP:39 The providers we interviewed were not unsure what to say in these conversations,
although they may be unaware of communication problems. However, they desired
standardized workflows so that all providers have the same expectations about w#0 should
lead ACP conversations and w#hen, and where and howto document ACP to ensure patients
wishes are honored.
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