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Abstract 

Background It is estimated that 1 in 3 Americans have completed advance directives. A health 

care proxy (HCP) is a type of advance directive that identifies a health care agent to make 

medical decisions on their behalf when the patient is unable to communicate their wishes. At the 

intervention site, there is no clearly identified pathway for obtaining HCP forms for admitted 

patients. The purpose of this DNP project was to implement a nurse led intervention to increase 

the HCP completion rate for adults aged 18 and older discharged from an inpatient medical unit.  

Methods All patients aged 18 and older discharged from an inpatient medical unit of a 

community teaching hospital were reviewed for having a completed HCP form scanned into the 

electronic medical record (EMR). A brief educational intervention consisting of what a HCP is, 

how to assess for and counsel patients on HCP completion, and how to complete the forms was 

presented by the DNP student and a senior social worker to unit nurses using a PowerPoint slide 

deck. Pre and post intervention data was collected via existing dashboards within the EMR. 

Results HCP completion rates increased from 69% pre-intervention to 76% post-intervention. 

Significant differences (p < 0.05) were noted in post-intervention HCP completion rates by age 

(68% for ≤64 years vs. 80% for ≥65 years), and language (78% for English speaking vs. 61% for 

non-English speaking) using Chi-square analysis. 

Conclusion An educational intervention educating bedside nurses on their role in assessing and 

counseling patients on completing HCP at time of admission increased HCP completion rates on 

a single inpatient medical unit in an urban community teaching hospital.  

Keywords: health care proxy, power of attorney, advance care planning, documentation, 

nurse led intervention, nursing, acute care hospital 
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Improving Health Care Proxy Procurement Rates for Hospitalized Adults - A Nurse Led 

Intervention 

Introduction 

Background 

Advance directives are a central component of providing care that is in line with patients’ 

wishes leaning on the ethical principle of informed consent. While there are variations of 

advance directives, they are typically considered to include three components: physician order 

for life sustaining treatment (POLST), a healthcare power of attorney, and a living will (House et 

al., 2023).  The Commonwealth of Massachusetts recognizes the healthcare proxy as the 

healthcare power of attorney. For consistency, the term healthcare proxy (HCP) is used 

throughout this project. 

With the 1990 passing of the Social Security Act amendment, known as Patient Self-

Determination Act (PSDA), hospitals, skilled nursing facilities, home health and hospice 

organizations, and Health Maintenance Organizations (HMOs) became required to notify 

patients of their right to be involved in the decision making of their medical care. One key aspect 

of the PSDA is that the above organizations are required to ask patients about advance directives 

and for those organizations to document and implement said directives (Teoli & Ghassemzadeh, 

2023).  

Completion rates for advance directives for hospitalized patients are low. Prior to the 

COVID-19 pandemic, a benchmark systematic review of 150 studies incorporating 795,909 

patients, revealed an advance directive completion rate of 36.7%, and a completion rate specific 

to health care power of attorney documentation of only 35.3%. Completion rates were 

significantly higher for patients aged 65 years and older (45.6%) and for those patients in hospice 
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or palliative care (59.6%) (Yadav et al., 2017).  High quality research has demonstrated that 

interventions involving nurses in the advance care planning process have shown promise.   

Problem Statement 

 There is risk of potential harm to hospitalized adults such as prolonged length of stay, 

increased risk of hospital acquired conditions, loss of autonomy, and not providing care that is 

aligned with patient wishes. This risk is indicated by the low advance directive completion rate, 

specifically the health care power of attorney, in adults ages 18 and older in an urban community 

hospital, and results from lack of clinician awareness, time, and interdisciplinary coordination.  

The purpose of this DNP project was to implement a nurse led intervention to increase the 

completion rate of advance directives, specifically that of the healthcare proxy, for patients ages 

18 and older admitted to an urban community hospital in Massachusetts.   

 

Review of the Literature 

Methods 

The initial search terms of advance care planning, health care power of attorney proxy, 

inpatient, hospitalization, documentation or electronic medical record (EMR), nurse or advance 

practice nurse, improvement, completion rates, and intervention were used in the following data 

bases: PsycINFO, Cumulative Index of Nursing and Allied Health (CINAHL), PubMed, and 

Web of Science. The search yielded 450 results. It was then limited to English-language articles 

published between 2018 and 2024 which yielded 89 results. Exclusion criteria included quality 

improvement projects, editorials, and studies targeted pediatric patients. Inclusion criteria 

included any intervention that involved a nurse. This yielded 15 articles. Using the Johns 

Hopkins Nursing Evidence Based Practice (JHNEBP) rating scale, the strength of the evidence 
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evaluated and determined to be strong with 9 of the studies meeting level 1 criteria (Chan et al., 

2018; Gabbard et al., 2019; Hilgeman et al., 2018; Houben et al., 2019; Krones et al., 2022; Nair 

& Kohen, 2019; Overbeek et al., 2018b; Rodriguez et al., 2024; Sinclair et al., 2020). The quality 

of the evidence was good. However, two recurrent themes presented themselves while assessing 

the quality of the evidence: selection bias and possibility of significant attrition of the sample 

population due to death. 

Findings 

Content Issues 

The studies in this review varied in focus, but most examined the role and effectiveness 

of nurse led interventions in advance care planning. One study was a Delphi study to gain expert 

consensus to develop an advanced care planning (ACP) pathway for hospitalized cancer patients 

(Pedrosa Carrasco et al., 2022). Another systemic review sought to determine the impact of 

integration of palliative care into ambulatory care and completion of ACP documentation (Sloan 

et al., 2021). Several articles explored the effectiveness of an intervention that included trained 

nurses to facilitate the initial introduction and discussion of ACP with patients (Gabbard et al., 

2021; Hilgeman et al., 2018; Overbeek et al., 2018b; Rodriguez et al., 2024). Some studies 

evaluated the nurse’s experience leading the intervention by either studying the experience of the 

nurse (Ohr et al., 2021; Rogers et al., 2020) or that of the patient (Miller et al., 2019; Sinclair et 

al., 2020). One study evaluated the impact of a nurse led intervention on providing “congruent 

care” or care that was aligned with patient’s documented wishes (Chan et al., 2018).  

Methodology Issues 

Five studies were randomized controlled studies (Chan, et al., 2018; Gabbard et al., 2019; 

Hilgeman et al., 2018; Houben et al., 2019; Rodriguez et al., 2024; Sinclair et al., 2020). One 
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study was quasi-experimental (Ohr et al., 2021) and one was a prospective pre/post (Nair & 

Kohen, 2019). The remaining three studies used qualitative design (Miller et al., 2019; Ohr et al., 

2021; Rogers et al., 2020).  With the exception of one large study involving more than 16,000 

patient encounters (Kantor et al., 2021), sample size varied from 50 to 500 participants. (Chan et 

al., 2018; Gabbard et al., 2021; Houben et al., 2019; Krones et al., 2022; Nair & Kohen, 2019; 

Overbeek et al., 2018a; Rodriguez et al., 2024; Sinclair et al., 2020).   

The most common setting was ambulatory care, with eight studies conducted in 

outpatient practice settings (Gabbard et al., 2021; Hilgeman et al., 2018; Houben et al., 2019; 

Miller et al., 2019; Ohr et al., 2021; Rodriguez et al., 2024; Rogers et al., 2020; Sloan et al., 

2021). The other six studies occurred in either a residential care home or hospital setting (Chan 

et al., 2018; Kantor et al., 2021; Krones et al., 2022; Nair & Kohen, 2019; Overbeek et al., 2018; 

Sinclair et al., 2020). Patients were adult and of older age. Geographically, six studies occurred 

in North America (Gabbard et al., 2021; Hilgeman et al., 2018; Kantor et al., 2021; Nair & 

Kohen, 2019; Rodriguez et al., 2024; Sloan et al., 2021).   

The clinicians delivering the interventions were predominantly nurses (Chan et al., 2018; 

Gabbard et al., 2021; Hilgeman et al., 2018; Houben et al., 2019; Miller et al., 2019; Ohr et al., 

2021; Overbeek et al., 2018; Sinclair et al., 2020). Two studies included nurses in their 

interdisciplinary intervention (Krones et al., 2022; Rodriguez et al., 2024). 

Research Findings 

Incorporating nurses, either as leaders or members of an interdisciplinary team, into the 

ACP discussion proved to be successful. Increased advance care planning completion rates were 

the primary outcomes in six studies (Gabbard et al., 2021; Hilgeman et al., 2018; Kantor et al., 

2021; Krones et al., 2022; Overbeek et al., 2018; Rodriguez et al., 2024) and secondary 
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outcomes in three studies (Houben et al., 2019; Nair & Kohen, 2019; Overbeek et al., 2018). 

Additionally, incorporating nurses did not negatively impact patient satisfaction (Miller et al., 

2019). It improved patient’s quality of communication and reduced anxiety (Houben et al., 2019) 

and increased congruency of care (Chan et al., 2018) 

Discussion/Synthesis 

The successful completion of advance directives remains low. Studies that educated 

nurses to lead the ACP discussion as well as serve as a facilitator to liaise with the patient, 

family, and primary physician were successful at increasing completion rates (Chan et al., 2018; 

Gabbard et al., 2021; Hilgeman et al., 2018; Krones et al., 2022; Overbeek et al., 2018). The 

impact of having nurses lead and facilitate ACP discussions had positive impacts on patients and 

clinician care teams by decreasing anxiety and increasing the quality of communication (Houben 

et al., 2019), and did not change patient satisfaction (Hilgeman et al., 2018; Miller et al., 2019; 

Sinclair et al., 2020). One theme that emerged from the qualitative studies is the relationship with 

the nurse and the patient, and the patient’s trust in the nurse was noted to be an important 

contributor to meaningful discussions (Miller et al., 2019; Rogers et al., 2020). 

Conclusion 

Current ACP completion rates remain low. Incorporating the nurse into the solution to 

build upon the relationship founded on trust between the patient and the nurse to begin these 

conversations is supported by the current evidence. Interventions that educated nurses and 

incorporated the nurse and the ACP discussion into a lager clinician team were successful in 

increasing ACP completion rates.  

 

Theoretical Framework 
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The Chronic Care Model (Wagner, 1998) is a theoretical framework that guided the 

project. It identifies four levels of change concepts that are built on the foundation of healthy 

community resources and health system organizations that are centered on system leaders who 

are committed to providing safe high-quality care. The four levels of change concepts: (a) self- 

management support: providing patients the tools to care for themselves; (b) delivery system 

design: assuring efficient care; (c) decision support: facilitating clinician access to evidence 

based guidelines and support; and (d) clinical information systems: use of technology to organize 

data and information to clinicians to promote effective care (Wagner, 1998).  

This framework aligns with the work to obtain advance directives. Health care proxies 

can span across the healthcare continuum from ambulatory to acute hospitalization to long-term 

care facilities. Health care proxies facilitate self-management as they allow for the patient's 

voice, via the health care agent, to be heard when the patient is no longer able to communicate. 

Completing health care proxy forms supports self-management –patients are empowered to 

determine who will make decisions for them if they become incapacitated. The HCP form is 

available to confirm immediately, anywhere in the EMR across numerous hospitals. Clinical 

information systems are used to store health care proxy forms and allow the forms to be retrieved 

by all care team members across various practice settings and locations (see Appendix A). 

Healthcare proxy forms facilitate efficient care as they transfer over time and over healthcare 

settings. They can also help to avoid prolonged hospital stays. The framework supports 

productive care teams and informed patients. The education sessions the unit nurses attended in 

this project provided them with tools to support evidence-based practice. Finally, by having the 

outcome measure be the number of HCP forms scanned into the EMR, this project leverages the 

clinical system efficiencies that technology can foster. 
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Objectives and Expected Outcomes 

The question the project aimed to answer was “for hospitalized adult patients, how does 

nursing facilitating the completion of the HCP impact HCP completion rates as compared with 

usual process during patients’ hospitalization?”.  See Table 1.    

Table 1 

Project Objectives and Expected Outcomes 

Purpose Objectives Outcome 

To streamline the HCP 

procurement process to acquire 

health care proxy documentation 

for admitted patients ages 18 

and older on medical unit. 

 

 

 

To conduct a nurse led 

educational intervention for 

clinical nurses on their role to 

facilitate completion of health 

care power of attorney forms. 

 

To assess completion rates for 

differences in age, gender, and 

language 

 

85% of full-time nurses on 

intervention unit will attend the 

education presentations. 

Increase health care proxy 

procurement rate to 90% for 

admitted patients ages 18 and 

older. 

Patients aged 65 and older will 

have procurement rates of 95%, 

non-English speaking patients 

will have procurement rates of 

40%, and no difference will 

exist between genders.  

 

  



12 
 

Methods 

Project Site and Population 

This project occurred on a 37-bed inpatient adult medical unit of an urban community 

teaching hospital located in Massachusetts. The DNP student collaborated with the inpatient unit 

nurse director, unit social worker, and unit professional nurse educator to implement the 

education intervention.   

To determine which medical unit should be the site of the project, the hospital chief 

medical officer, chief nursing officer, and nurse director of case management were engaged for 

support. They were provided with preliminary data and early project proposal for review. The 

unit was chosen at their discretion based on hospital goals and strategic planning. The chosen 

unit employed 57 nurses at the time of the intervention.  On this unit, medical care is provided by 

two medical resident teaching teams, consisting of two interns, one resident, and one medical 

attending. The medical interns and residents rotate through the unit in two-week blocks.  

Common conditions treated on this unit include congestive heart failure exacerbations, 

respiratory disease, sepsis, and substance use disorders. On rare occasions, patients ages 16 and 

17 may be admitted to this unit, they were excluded from this project as their parent or legal 

guardian would serve as their health care agent.  

In 2025, this unit discharged nearly 2,500 patients.  Demographics are notable for being 

roughly 65% white, 21% black, 1% Asian, and remainder not identified.  Approximately 14% of 

patients identified as Hispanic and 85% as non-Hispanic. The most common preferred language 

is English (88%) followed by Spanish (7%) and Haitian Creole (1.6%). It is a heavily geriatric 

population with 60% of its patients aged 65 and older and 18% aged 85 and older. Sixty-four 

percent of patients were female and 43% were male. Top diagnoses for this unit include sepsis, 
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congestive heart failure, respiratory disease, gastrointestinal disorders, diabetes, and alcohol and 

substance use disorders. The average length of stay for patients admitted to this unit is about 5 

days. Nearly 75% of patients are discharged to home independently or with services.  

As screening for and obtaining healthcare proxy forms is a standard part of the nurse and 

advance practice nurse admission assessment, no additional nurse recruitment was necessary.  

Unit nurses were required to attend the educational session. The unit nursing director and unit 

nurse educator received approval from hospital leadership to provide additional nurse staffing to 

cover nurses while they attended the 30-minute session.   

Measurement  

The primary measurement for this project was the rate of completed healthcare proxy 

documentation attached in the chart for patients aged 18 and older:  

Rate =  
# ௢௙ ௖௢௠௣௟௘௧௘ௗ ௔௡ௗ ௔௧௧௔௖௛௘ௗ ு஼௉ ௙௢௥௠௦ ௙௢௥ ௣௔௧௜௘௡௧௦ ௔௚௘ௗ ଵ଼ ௔௡ௗ ௢௟ௗ௘௥ ௗ௜௦௖௛௔௥௚௘ௗ ௙௥௢௠ ௧௛௘ ௨௡௜௧

௧௢௧௔௟ # ௢௙ ௣௔௧௜௘௡௧௦ ௔௚௘ௗ ଵ଼ ௔௡ௗ ௢௟ௗ௘௥ ௗ௜௦௖௛௔௥௚௘  ௪௜௧௛ ௩௔௟௜ௗ ு஼௉ ௔௦௦௘௦௦௠௘௡௧
  100% 

A pre-existing report that existed in the hospital EMR was modified to capture the following 

data:  

● date of admission  

● date of discharge 

● hospital unit 

● patient age 

● preferred language 

● if patient was screened for having a HCP  

● if HCP form is available (i.e. scanned into the EMR) 
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The report was validated by reviewing 10 unique patients and verifying by manual chart 

review that the findings are accurate.  Baseline HCP completion rates for the nine weeks 

immediately prior to the education intervention were established using the above-described 

report.  

Data Collection Procedures 

Pre-intervention  

Baseline completion rates were established using the aforementioned report. The DNP 

student collected the rates of completion for nine weeks immediately preceding the first 

education intervention. This data included the overall HCP completion rate for all discharged 

patients aged 18 and older and included demographic data of age, gender, and language. 

Intervention  

The intervention consisted of a PowerPoint presentation (Appendix B) led by the DNP 

student with assistance from a senior hospital social worker. The content of the educational 

intervention was created by review of best practices for advance care planning education. 

Hospital policy was taken into consideration as well as hospital resources (access to social work, 

interdisciplinary collaboration, and hospital EMR). The Institute for Healthcare Improvement 

“Conversation Ready”: A Framework for Improving End-of Life Care provides guidance on a 

systems approach to implementing change. This includes observing four core principles to 

provide respectful care: exemplify, connect, engage, and stewards of information (Sokol-Hessner 

et al., 2019). Additionally, education content specific to Massachusetts was developed from 

guidance from the official website of the Commonwealth of Massachusetts (Mass.gov, 2026). 

The DNP project focused on being stewards of information. The three main objectives of this 
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educational intervention were to understand what an HCP is, to identify patient cognitive 

limitations and when to refer further capacity assessment to the provider, and to understand the 

preferred process for obtaining a HCP and attaching it in the chart.    

The DNP student and unit leadership team planned coverage for four, 4-hour sessions, for 

a potential total of thirty-two 30-minute sessions over the course of two weeks. Session dates 

were strategically identified to accommodate the largest number of unique nurse staff at any 

time.  Nursing leadership approved having an extra nurse compensated at regular time to help 

cover the unit during the four 4-hour sessions. Unit leadership was also present to encourage 

attendance and help cover the unit during the educational session.  Two additional 30-minute 

sessions were held to capture nurses that could not attend the previous sessions and did not 

require additional nurse staffing. The sessions and supporting coverage occurred between 5AM-

9AM and captured both night and day shifts. Each session was allotted nearly 30 minutes as unit 

staffing levels could support. Five minutes at the end of each session were reserved for collecting 

feedback. The sessions were held in the nursing breakroom where there was AV equipment to 

support the presentation and light refreshments were provided.   

Post-intervention 

Data collection began immediately after the first education session and was obtained by 

running the established EMR report that was used to collect the baseline data. Data was collected 

and results reported on a weekly basis through the end of the project period.  Unit leaders had the 

ability to spot check if patients had an HCP and intervene with their staff. Education to assess 

HCP completion was reinforced at shift huddles and at daily interdisciplinary rounds. Weekly 

completion rates were displayed on the unit quality board and at bi-weekly unit high reliability 

organization rounds. The post-intervention period was seven weeks. 
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Data Analysis 

Descriptive statistics (frequencies and percentage) were used to characterize pre- and 

post-intervention data. Chi-Square test was performed to assess if statistically significant 

differences existed in the total completion rates between the pre and post intervention groups. 

Additionally, Chi-Square test was performed to examine if statistically significant differences 

existed in the completion of HCP forms for gender, preferred language (English speaking v. non-

English speaking), and age (≤64 years old v. ≥65 years old). Chi-square was chosen because the 

proxy data is nominal.  Statistical significance was set at p < 0.05. Data analysis was performed 

using Statistical Package for the Social Sciences (SPSS) version 31 software.    

Protection of Human Subjects and Ethical Considerations 

The University of Massachusetts Amherst Internal Review Board (IRB) approval was 

obtained prior to initiating the DNP project (Appendix C).  Site approval was granted by site 

associate chief medical officer and by the site chief nursing officer.  This project was also 

reviewed by the hospital system IRB and received a not human subject study designation and did 

not require IRB process. Participants were protected by the Health Information Portability and 

Accountability Act of 1996.  All information collected was deidentified and did not include any 

potential patient identifiers. Data was stored on a secure file sharing platform. Access to the unit 

specific EMR report was limited to the DNP student. 

Ethical considerations include the possibility of moral distress to both patients and their 

caregivers while discussing their mortality, prompting realizations that they may have no one to 

identify as their HCP, or potentially identifying capacity limitations that may have otherwise 

been unnoticed. 
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Results 

A total of 58 nurses were trained. This included 52 of the 57 actively employed unit 

nurses or 91 % of the unit nurses. Six nurses from other areas in the hospital including the float 

pool also completed the training. 

Patient Demographics  

Pre-intervention data was collected between Aug 1, 2025, and Sept 29, 2025. There were 

440 patient records in the pre-intervention group of whom 232 (53%) were female and 208 

(47%) were male. Three hundred and ninety-three (89%) spoke English and 47 (11%) were non-

English speakers. Two hundred and forty-six (55%) were aged 65 and older while 194 (44%) 

were aged 18 to 64.  Post pilot data was collected from Sept 30, 2025 through Nov 13, 2025 and 

included 312 patient records.  One hundred twenty-four (40%) patients were aged 18 to 64 and 

188 (60%) were aged 65 to 103; 275 (88%) spoke English and 37 (12%) were non-English 

speaking; 141 (45%) were male and 171 (55%) were female.  See Table 2 for detailed 

demographics. 

 Table 2  

Patient Demographics 

 Age ≤64  Age ≥65  Male Female English Non-English 

Pre (n = 440) 194 (44%) 246 (55%) 208 (47%) 232 (53%) 393 (89%) 47 (11%) 

Post (n = 312)  124 (40%) 188 (60%) 141 (45%) 171 (55%) 275 (88%) 37 (12%) 

Total (n = 752) 318 (42%) 434 (58%) 349 (46%) 404 (54%) 668 (89%) 84 (11%) 
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Overall HCP Completion Rates 

The rates of HCP completion increased overall from the pre-intervention to the post-

intervention group.  Among 403 pre-intervention patients, 278 (69%) had a completed HCP 

scanned into the EMR. Post-intervention, 216 patients (76%) had a completed HCP scanned into 

the EMR. This rate does not meet the expected outcome of 90%.  Pre and post-intervention HCP 

completion rates can be found in Table 3. 

Table 3 

Pre and Post-Intervention HCP Completion Rates 

 

 

 

 

*Valid%=HCP documentation is complete, either Yes or No 

To determine if the increase in HCP rates in the post-intervention group was significant, 

Chi-square analysis was used to compare expected frequencies. The observed post-intervention 

HCP completion rate was significantly greater than expected, χ²(1, N = 687) = 4.127, p = 0.042. 

See Table 4. 

  

 Pre-Intervention Post-Intervention 

 N Valid % N Valid % 

HCP Yes 278 69 216 76 

HCP No 125 31 68 24 

HCP N/A (missing) 41  29  

Valid Total 403 100 284 100 

System Total 444  313  
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Table 4 

Chi-square Test Comparing HCP Completion Rates of the Pre-intervention Group to the Post-intervention Group 

 Pre-Intervention Post-Intervention Total ꭓ2 

N % N % 
 

N % 4.127 
 

HCP Present 278 69.0% 216 76.1% 494 71.9%  

HCP Absent 125 31.0% 68 23.9% 193 28.1%  

Total 403 100.0% 284 100.0% 687 100.0%  

Chi-square (1, N=687) = 4.127, p=.042 

Relationship between HCP and Language, Gender, and Age  

HCP Completion Rates by Language  

Chi square analysis of post-intervention results indicates a significant difference between 

the HCP completion rates between English and Non-English-speaking patients ꭓ2 (1, N= 284) = 

4.166, p = 0.041) with English speakers having higher rates of completion as compared to non-

English Speakers.  See Table 5.  

Table 5 

Post-intervention HCP Completion Rates for English and Non-English Speaking Participants  

 Health Care Proxy 
Yes 

Health Care Proxy 
No 

ꭓ2 

 N % N % 
 

4.166 
 

English 197 78% 56 22%  

Non-English 19 61% 12 39%  

Total 216  68   

Chi-square (1, N=284) = 4.166, p = 0.041 (<0.05) 
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HCP Completion Rates by Gender 

 Chi square analysis for HCP completion rates for gender do not show a significant difference 

(ꭓ2(1, N=284)=1.039, p = 0.308). See Table 6.  

Table 6 

Post-intervention HCP Completion Rates by Gender 

 Health Care Proxy 
Yes 

Health Care Proxy 
No 

ꭓ2 

 N % N % 
 

1.039 
 

Male 101 79% 27 21%  

Female 115 74% 41 26%  

Total 216 76% 68 24%  

Chi square (1, N=284) =1.039, p=0.308 (<0.05) 

HCP Completion Rates by Age 

Chi Square results for HCP completion rates by age show a significantly greater HCP 

completion rate for adults aged and older as compared to those aged 64 and younger ꭓ2(1, 

N=284)=5.816, p=0.016 as displayed in Table 7. 

Table 7 

Post-intervention HCP Completion Rates by Age 

 Health Care Proxy 
Yes 

Health Care Proxy 
No 

ꭓ2 

 N % N % 
 

 
5.816 

64 and younger 70 68% 33 32%  

65 and older 146 80% 35 19%  

Total 216  68   

Chi-square (1, N=284) =5.816, p=0.016 (p<0.05) 
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Discussion 

This DNP project was successful at increasing the rate of healthcare proxies obtained on 

a single inpatient medical unit in an urban community teaching hospital. The findings are most 

notable for having significant differences in HCP procurement rates based on language and age. 

The differences in age are most likely explained by targeted interventions during the project to 

capture older adults.  Aside from including the need to procure HCP in patients regardless of 

language, the education intervention, and the process for obtaining non-English HCP forms, no 

focused intervention was implemented to address non-English speakers.  This discrepancy is 

consistent with prior research that has identified non-English speaking or limited English as a 

barrier to HCP completion (Sudore et al., 2018; Thom et al., 2021).  

Identifying a health care agent, and completion and storage of the health care proxy 

document, are important components of advance care planning. The chronic care model builds 

on the system delivery of the hospitals and community resources along with the empowered 

patient to achieve positive outcomes. This project leaned heavily on existing policies, the clinical 

information system, and system delivery to develop a process that supported high quality care 

management for chronic disease.  

Benefit of a Nurse-led intervention   

A key intervention for this project was establishing that nursing would lead the 

assessment and completion of health care proxies at time of a patient’s admission.  This was a 

significant change in practice, as previously, “everyone” (physicians, advance practice providers, 

social workers and nurses) was responsible for documenting and obtaining this information.  

Research has demonstrated that involving nurses in advance care planning and discussion 

improves completion outcomes and this project reinforces the evidence (Gabbard et al., 2021; 
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Hilgeman et al., 2018; Overbeek et al., 2018b; Rodriguez et al., 2024). Unit level and executive 

leaders were extremely engaged and critical to the realization of this change management, 

contributing to the project’s success.  

Nurses Positive Perception of Educational Intervention 

The education sessions were well received by nurses. Completion of a brief post- survey 

allowed for real-time adjustment of the education to better meet the educational needs of the 

nurses. For example, early on, one nurse suggested bringing forms to the session so that the 

nurses could practice completing the form in real-time. This suggestion was rapidly implemented 

following the plan-do-study-act (PDSA) framework (IHI, 2026). Nurses shared that they are 

“More confident education sic patients on HCP as well as knowing how to document and place 

within the patient's chart, and “easily understandable and felt good asking questions video was 

eye-opening.”  

Implications for Nursing Practice  

The research supported that nurses are key leaders in advance care planning discussion 

(Chan et al., 2018; Houben et al., 2019; Miller et al., 2019).  Nurses are well versed to address 

barriers such as language or ethical considerations that may impact completion of the HCP form. 

They are well positioned to communicate with both patients and members of the interdisciplinary 

team. They are educated in using interpreters (either virtual or in-person) to facilitate 

communication. The nurse-patient relationship is ideally built on trust and places the nurse in a 

position to advocate for the patient as needed (Allande-Cussó et al., 2022) . It is possible that 

initiating discussion around advance directives may cause distress for patients and their 

caregivers by addressing their mortality, realizations that they may have no one to identify as 
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their HCP, or identifying cognitive limitations that may have otherwise remained unnoticed. 

Nurses, with their education in ethical principles, are able to support patients through these 

potentially difficult scenarios.  

Limitations/Barriers 

This project does have some limitations. It only addressed one aspect of advance care 

planning, HCP completion. Comprehensive advance directives also incorporate serious illness 

conversations and completion of physician orders for life sustaining treatment to support a fully 

informed patient and health care agent. While the HCP identifies an agent, it does not ensure that 

conversations regarding patients’ values, goals, and preferences occur.  The HCP does not 

identify specific life-sustaining measures a patient may or may not want pursued, so questions or 

confusion about a patient’s true wishes can still exist in the absence of the health care agent or 

patient care team having had a serious illness conversation. Future iterations of this work should 

incorporate all aspects of advance directives in a systems-based approach. Additionally, this 

DNP project was conducted on a single unit in a community teaching hospital in Massachusetts 

This hospital has its unique ethnic, cultural, and socioeconomic demographics. These factors 

may influence a patient’s understanding of the need to complete an HCP or willingness to 

participate in advance care discussion (Clark et al., 2018). This project did not evaluate 

differences in HCP completion rates amongst different ethnic and racial groups. Project design 

and outcomes may not be reproducible in other geographic areas. It may not be readily 

applicable to other healthcare delivery sites such as ambulatory care settings or pediatrics.  
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Conclusion 

Hospitals are required, by the PDSA Act of 1990, to ask patients about their advance 

directives, as well as document and implement those directives.  Despite this mandate, rates of 

completion remain low (Yadav et al., 2017). This DNP project aimed to increase the rates of 

completion and procurement of HCPs with storage within the EMR as its primary outcome and 

supported the evidence-based practice of having nurses leading this discussion with patients. 

While it was successful in increasing the rate, it did not achieve its goal rate of 90%.  Future 

work should include trying to reduce any barriers in the completion and scanning of the HCP. 

This could include the ability to complete the HCP electronically with electronic signature pads, 

or even creating a state registry similar to the MOLST to ePOLST transition that is currently 

underway in Massachusetts, so that it is immediately available to the patient and institutions 

electronically increases completion rates as well.  
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Chronic disease management: what will it take to improve care for chronic illness? Edward H. 

Wagner, 1, 1998; permission conveyed through Copyright Clearance Center, Inc. 

  



34 
 

Appendix B 

Educational Materials 

 



35 
 

 



36 
 

 



37 
 

 

  



38 
 

Appendix C 

University of Massachusetts IRB Approval 

 


