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Introduction

Results

 Advance Care Planning (ACP) is “a process that supports
adults... in understanding and sharing their personal
values, life goals, and preferences regarding future
medical care”.(1)

* Older, sicker patients particularly stand to benefit from
ACP.

* |In 2018, 18% of the US population and 20% of the
Oregon population were Medicare beneficiaries (2).

 The Medicare Annual Wellness Visit (AWV) is a
desighated opportunity to address ACP. ACP promotes
patient-centered care, upholds patient autonomy, and
may reduce health care cost (3, 4).

Figure 1: Total Patients >65 with a GOC Note Documented
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* Prior to this project, 18.3% of primary care patients >65
at Providence Medical Group-St. Vincent had a goals of
care (GOC) note documented.

 Recent addition of a GOC dotphrase to the AWV note
template had resulted in GOC note completion at 38%
of AWV’s.

* This project aimed to increase the percentage of older
adults with a GOC note by September 30th, 2023.

Method

* This project built upon a larger project to increase ACP,
specifically documentation of a formal GOC note within
a reliable location in the medical record.

* A literature review identified that priming patients for
ACP discussions increased ACP completion during visits.

* Our stakeholder interviews with patients and staff
showed that a priming letter that empowered patients
to discuss ACP with their doctor was acceptable and
feasible.

* We implemented distribution of a large-font letter to all
patients at AWV check-in.

* We measured the % of patients >65 with any GOC note.
We also tracked % of AWVs with ACP documented by
use of a standardized GOC dotphrase, stratified by
English Language Proficiency.
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Figure 3: Green Tile for GOC
Documentation in Epic under the
Advance Care Planning Tab
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Discussion

This project maintained the rate of GOC
discussions during AWVs while steadily increasing,
over time, the percentage of older patients with a
formally documented GOC note.

This low-cost intervention was simple to
implement and well-accepted.

Disparities in ACP documentation among limited
English proficiency patients may be improved by
translating the priming letter.

As the percentage of patients >65 with
documented ACP increases, the percent of
individual AWVs with a GOC note may plateau, as
stable preferences may not require yearly
reassessment.

A priming letter is a low-cost, high-value
intervention easily adopted in other primary
care settings to enhance care plans and reduce
waste, while empowering patients to be active
participants in their care.
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