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ABSTRACT 

Advance care planning (ACP) is a process of discussing the patient’s wishes and preferences for 

future health care. ACP allows for the patient to retain their autonomy and involves informing 

the patient about their illness, prognosis, and their health care options. Despite the known 

advantages of completion of ACP forms, ACP discussions are minimal during primary care 

visits. The purpose of this DNP project was to identify primary care providers (PCP) beliefs and 

attitudes regarding barriers to addressing ACP with patients with a chronic illness in the primary 

care setting at one family practice clinic in Tucson, Arizona, and to determine if providing 

educational information will increase the PCPs intent to address ACP within clinical practice. A 

pre-survey, educational handout, and post-survey containing Likert-type scale questions and one 

ranking format question was created and sent via email to potential participants within the family 

practice clinic. The pre-survey requested demographic characteristics, and both the pre and post 

surveys assessed the PCPs beliefs and attitudes towards barriers to addressing ACP. 42 potential 

PCPs were asked to participate in the online surveys, eight (19%) completed the pre-survey, and 

four (9.5%) completed the post-survey. The data obtain from the surveys indicate lack of time, 

discomfort with the subject, and communication barriers as the most frequently reported 

perceived barriers to addressing ACP in the primary care setting. The results from this project 

can be used to understand PCPs beliefs and attitudes towards addressing ACP in the primary care 

setting and how this can affect future care of the patient when a serious illness occurs. 
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INTRODUCTION 

Advance care planning (ACP) is a voluntary process of discussion between patients, their 

families, and their health care providers and involves making choices about medical, practical, 

and personal issues based on the patient’s wishes (Minto & Strickland, 2011). Early ACP 

discussions allow patients and physicians the opportunity to better understand patients’ values 

and wishes regarding life sustaining measures at the end of life (EOL), ACP has been associated 

with less aggressive treatment and better quality of life (Chandar et al., 2016). The health 

benefits of addressing ACP prior to a critical illness are evident when the patient does not receive 

unwanted treatment, medication, and procedures are avoided. According to Mitty (2012), “all 

patients regardless of age, gender, religion, socioeconomic status, diagnosis, or prognosis should 

be approached to discuss ACP.” Addressing ACP becomes even more valuable when the patient 

is diagnosed with a chronic condition prior to the patient being critically ill and unable to 

participate in their health care decision-making. Although there are multiple types of ACP, 

which include advance directives (AD), living will, durable power of attorney for health care, do 

not resuscitate (DNR), organ donation, blood transfusions, and physician’s order for life 

sustaining treatment (POLST), the number of completed ACP forms are low. 

Background Knowledge 

Although patients of all ages, ethnic backgrounds, and health should be approached about 

ACP, those who suffer from chronic illness are at a critical crossroad of their life. Discussing 

EOL decisions with patients with a chronic illness may be difficult due to the sensitivity of the 

subject; however, addressing ACP in a primary setting can be beneficial for the patient, their 

family, and health care providers. Minto and Strickland (2011) stated that ACP is one the 
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emerging issues for health professionals who are involved in caring for patients who are 

approaching the EOL. More than one out of four older Americans are faced with decisions 

regarding medical treatment at EOL but are unable to make those decisions (National Institute of 

Health [NIH], 2016).  

It is important to note that as of 2012, approximately half of all adults (117 million 

people), had one or more chronic health conditions and one of four adults had two or more 

chronic conditions (Centers for Disease Control and Prevention [CDC], 2016). A study published 

by Rao, Anderson, Lin, and Laux (2014), surveyed adults in the U.S. regarding AD and out of 

the more than 7,900 respondents, only 26.3% had an AD. Kochanek, Murphy, Xu, and Tejada-

Vera, (2016) report that the total number of deaths in 2014 in the United States was 2,626,418 

and the leading cause of death was from heart disease, followed by cancer, and chronic lower 

respiratory disease. Deaths from heart disease and cancer alone accounted for 45.9% of all deaths 

in 2014 (Kochanek et al., 2016). It is critical for ACP to be discussed at primary care visits in 

lieu of delaying until the patient is suffering from a critical illness or is incapacitated. 

Multiple studies have been done on ACP for patients with a chronic illness, such as 

cancer or chronic obstructive pulmonary disease, and the importance of discussing EOL 

decisions prior to the patient becoming incapacitated to allow the patient to participate in the 

decision-making process (Klindtworth et al., 2015; Michael et al., 2015; Rietjens, et al., 2016; 

Steinhauser et al., 2008). These studies also indicate that discussing ACP in a primary setting is 

beneficial to patients, and can improve the quality of life they have remaining. ACP can assist 

patients in determining the extent to which they would like to continue medical treatment and 

when they would prefer comfort measures.  
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Although ACP has clear advantages for the patient and the provider, many forms of ACP 

such as AD are underutilized. VanScoy, Howrylak, Nguyen, Chen, and Sherman (2014), indicate 

that consistently low rates of AD completion across a variety of settings exist, and range from 

5% to 39%. The goal of this project was to discover factors that contribute to the low number of 

completion rates of ACP forms and to determine if educational material regarding ACP would 

encourage a change in the provider’s initiation of ACP discussions. 

Local Problem 

In the state of Arizona, chronic diseases such as heart disease, stroke, lung disease, 

cancer, and diabetes are among the most common health problems (Arizona Department of 

Health Services [ADHS], 2017). In 2010, these chronic diseases were responsible for seven out 

of 10 deaths in Arizona, which resulted in more than 29,500 deaths that year alone (ADHS, 

2017). Also, according to the U.S. Census Bureau (2015), the number of older adults (>65 years 

of age) in Arizona, has increased from 13.8% in 2010, to 16.4% in 2015. The Director and Chief 

Medical Officer of Pima County (Tucson, AZ), Francisco Garcia, MD, indicated in his State of 

the County’s Health 2014 report that the leading cause of death for Pima County was also heart 

disease and cancers, followed closely by chronic lower respiratory diseases, cerebrovascular 

diseases, and diabetes (Garcia, 2014). Given these statistics, it is imperative for primary care 

providers to understand the need for ACP discussions with patients who have a chronic illness 

during primary care visits. It is at that time, when the opportunity may lie to address the patients’ 

concerns regarding EOL and to determine their preferences.  

According to the Institute of Medicine (IOM) (2014), ACP conversations do not occur 

because patients, family members, and providers each wait for the other to initiate them. 
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Although providers understand that ACP can help to reduce the burden of decision-making for 

the family members, the overall quality of communication about this subject is poor and leads to 

more intensive treatment and a more negative impact on the family (IOM, 2014). To provide 

quality care for all patients, ACP must be acknowledged by providers who participate in the care 

of patients with chronic illness. With a high percentage of older adults living in Arizona who 

have one or two chronic illnesses, it is imperative that primary care providers address ACP 

during primary care visits. If effective measures are not implemented to assist providers and 

patients to complete ACP forms, the incidence of unwanted and futile treatment may increase, 

which in turn can affect the overall cost of healthcare services and decrease the quality of life the 

patient may have remaining. ACP may help patients to receive treatments that align with their 

goals of care through shared decision-making (Uhler et al., 2015). Shared decision-making is a 

strategy that can be used to enhance communication among physicians and patients, and is a 

process where they can work together to arrive at a decision that takes the patient’s preferences 

into consideration (Uhler et al., 2015). The burden of decision-making can decrease for the 

patients’ families when ACP is discussed prior to a critical illness and hospitalization.  

The stakeholders involved in ACP are vital to this project’s success and included all who 

are affected by this project (Zaccagnini & White, 2017). Key stakeholders that were affected by 

addressing the barriers to ACP in Tucson, A.Z. include Tucson, A.Z. health care providers, 

patients with chronic illness, and family members. It is hoped that participation by each of the 

identified stakeholders will increase the completion of ACP forms thus preventing those 

unwanted treatments and procedures while increasing the patient’s quality of life they have 

remaining. 
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Purpose 

This project focused on one family practice clinic in Tucson, Arizona, to determine 

providers perceived barriers in addressing ACP with adults suffering from chronic illness and 

those facing end of life decisions, and to determine if providing educational information on ACP 

would increase the likelihood of providers comfort level to initiate discussion of ACP. 

Understanding the barriers that exist in the completion of ACP forms can help in determining 

where the opportunity for improved communication between the provider and patient exists, as 

well as determining how to overcome those barriers.  

Study Questions 

The following study questions will be addressed: 

1. What are the provider’s perceptions of barriers to addressing ACP with patients with 

chronic illness? 

2. Will further education increase medical provider’s intent to address ACP within clinical 

practice? 

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The theoretical approach that guided this DNP project was Roy’s Adaptation Model 

(RAM). This model developed by Sister Callista Roy depicts the importance of describing the 

nature of nursing as a service to society (Nursing Theory, 2016). This model was important in 

guiding this DNP project because addressing ACP with patients who suffer from a chronic 

illness is a service that helps to maintain a better quality of life for the time the patient may have 

remaining. If providers are able to understand patients’ perceptions about their illness, EOL, 
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preferences, and beliefs, then addressing ACP becomes natural during primary care visits. RAM 

provides a basis for appropriate interventions that will support the process of adaptation 

(Eldridge, 2017).  

RAM contains four essential elements which include, the person or group (patient 

receiving care or the patient and family), the environment (primary care office), health (chronic 

illness), and nursing (primary care provider) (Eldridge, 2017). RAM sees a person in constant 

interaction with the environment, uses innate or acquired mechanisms to adapt, includes people 

as individuals or groups, and utilizes a health-illness continuum (Nursing Theory, 2016). This 

model fits well with practice regarding changes that occur in human development and aging, and 

assists with life stages that require significant adjustment such as with older adults with a chronic 

illness (Eldridge, 2017). As stated by Zhang (2013), an individual’s ability to adapt to certain 

situations varies depending on the nature of what is confronting the person. This model will 

allow the provider to understand patients’ adaptation process and allow the provider to help 

patients cope and adapt toward a changing state of health, and can also assist the family to find 

ways to enhance their coping process (Eldridge, 2017). 

Concepts 

Knowledge is a key component of the decision-making process. Knowledge sharing 

between providers and patients is a gift that can be used to by those who are committed to 

understanding and promoting health (Reed & Lawrence, 2011). Ensuring that patients fully 

understand their disease, and the disease process, can contribute to their knowledge and allow 

them to make appropriate health care decisions. Chronic illnesses will eventually lead to the need 

to make EOL choices. If patients are aware of their illness, they can make decisions prior to a 



 
 
 

 
16 

serious illness or hospitalization, those decisions can then be honored by the healthcare team as 

well as their family. This will allow patients to partake in their healthcare even if incapacitated at 

the time. Anticipated barriers include perception, attitudes, and beliefs, and three types of 

knowledge that can assist providers in addressing ACP with their patients include esthetic, 

personal, and ethical knowledge.  

Merriam-Webster (n.d.), defines perception as a result of perceiving, and a capacity for 

comprehension. Perceptions can influence how certain situations are approached including ACP. 

Providers may perceive the patient as “not ready” to discuss ACP or EOL; therefore, they choose 

to delay the conversation. The fear that ACP may be distressing for the patients or their loved 

ones is another perception that providers may have (Johnson, Butow, Kerridge, & Tattersall, 

2016). 

Attitudes of some providers is another concept that may influence the occurrence of 

addressing ACP during primary care visits. A study conducted by Chandar et al. (2016), 

indicated that a low percentage of specialty physicians (Cardiologists and Oncologists) felt that it 

was their responsibility to initiate and carry out ACP conversations, while primary care providers 

(PCP) felt more responsibility to address ACP with certain chronic illness over others (CHF vs. 

cancer).  

Personal or religious beliefs affect the initiation of ACP. Religious affiliations and 

spirituality may influence the beliefs of both providers and patients, and prevent discussion of 

ACP. Members of many religious groups place a great importance on the belief that life reflects 

God’s will and that a higher power controls medical outcomes (Garrido, Idler, Leventhal, & 
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Carr, 2013). The belief that a higher power controls the length of a person’s life can contribute to 

lower completion rates of ACP (Garrido et al., 2013).  

Esthetic knowledge can be used to better understand patient’s unique health experience 

and allows the provider to tailor the patient’s care without conscious deliberation by utilizing 

empathy, caring, and engagement when caring for each patient (Moran et al., 2017). Through 

esthetic knowledge, the provider can assist patients in coping by using their insight from being 

“in the moment” with the patient (Moran et al. 2017). This is an important concept when dealing 

with ACP since it is a very sensitive and personal subject to discuss. As a result of perception 

through esthetic knowledge, health care providers can understand what is important to a patient’s 

experience and this allows the provider to determine what is needed to help the patient move 

forward (Moran et al., 2017).  

Personal knowledge refers to how providers view themselves and the patient and include 

experience and reflection (McEwen & Wills, 2014). Through personal knowledge, the provider 

is able to view the patient from a holistic perspective and facilitate wellness through human 

connection (Moran et al., 2017). Ethical knowledge is based on the obligation to the service and 

respect for human life (Moran et al., 2017). This is an extremely important concept for EOL 

discussion because providers must address the subject with conviction and confidence in order to 

do what is right for the patient (Moran et al., 2017). 

Understanding the concepts that may influence providers’ perceptions towards EOL can 

help explain and predict the provider’s behavior towards ACP discussion as well as the patients’ 

willingness to discuss ACP. Utilizing the RAM as a framework for this DNP project allowed me 
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to identify the barriers that may exist when it comes to EOL and ACP discussions (Eldridge, 

2017). 

Synthesis of Evidence 

Many PCPs do not discuss ACP during routine office visits, and therefore, on many 

occasions decisions are not made before a patient is hospitalized, leaving the medical decisions 

to the patient’s family members. This burden can be overwhelming for families who are dealing 

with many emotions and cause more distress for them to make the “right” decision for the 

patient. If ACP is discussed during primary care visits, the burden of making decisions during 

critical illness could be alleviated and the quality of life can be improved for the remaining time 

that the patient does have.  

To gain a better understanding of how the concepts of knowledge, perceptions, attitudes, 

and beliefs of providers can affect ACP discussions, a literature search was conducted. Barriers 

to addressing ACP in the primary setting was searched using PubMed and the Cumulative Index 

of Nursing and Allied Health Literature (CINAHL). The search terms included the following key 

words: advance care planning, perception, barriers, chronic illness, and primary care. Inclusion 

criteria for articles included: published with the last ten years, English language, and human 

species. These searches yielded approximately 300 articles and some articles were excluded if 

they did not closely relate to the perceptions of providers, ACP and patients with chronic illness. 

Eighteen articles were retained that directly applied to the project’s purpose.  

There may be many opportunities to address ACP with patients with chronic illness that 

are missed. Many times there are multiple providers involved in the care of the patient; however, 

the purpose of this project was to determine the barriers that exist to addressing ACP in the 
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primary care setting. Chandar et al. (2016), Snyder et al. (2013), DeVleminck et al. (2016), 

Hagan et al. (2015), Boyd et al. (2010), and Minto and Strickland (2011) explored the attitudes, 

perception, understanding, and conceptualization of PCP’s when it comes to addressing ACP. 

These studies found that the common barriers to addressing ACP include time, personal 

discomfort, lack of understanding of the goals of ACP, and lack of training. Chandar et al. (2016) 

found there is a considerable difference in attitudes between specialty providers (cardiologists 

and oncologists) and PCPs when it pertains to discussing ACP with patients with CHF and 

cancer. PCPs acknowledged that it was their responsibility to address ACP; however, the barriers 

of time, personal discomfort, patient or family discomfort and lack of training prevented 

discussions from occurring. Snyder et al. (2013) found that only 43% of PCs discussed ACP with 

patients with progressive, chronic illness due to the issue of time and comfort with the subject. 

Although PCPs acknowledge their responsibility to initiate ACP in a timely manner in order to 

educate and inform their patients, the differences in conceptualization can cause confusion and 

conflict leading to the subject being avoided (DeVleminck et al., 2016). Hagen et al. (2015), 

indicate major barriers being the public’s misunderstanding of ACP, the need for effective 

training of staff, emotional discomfort, and the lack of time. Boyd et al. (2010), was a study of 

addressing ACP for cancer patients in primary care and found that there is a conflict with 

promoting hope, maintaining normality, and allowing patients to enjoy their remaining time. The 

barriers in this study consisted of the fear of destroying the patient’s positive coping strategies 

and feeling as if they are planning for death too soon (Boyd et al., 2010). 

With an abundance of medical residents being trained to care for patients, there is the 

opportunity to educate and train them on how to address ACP with patients with chronic illness. 
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Tung and North (2009), conducted a study to identify important barriers among PCPs that could 

assist in developing interventions to improve ACP and to identify the differences in approaches 

between PCPs and internal medicine residents. It was found that 12% of resident physicians 

never discussed ACP in the ambulatory setting (Tung & North, 2009). Tung and North (2009), 

found that lack of time, lack of a system reminder, and the belief that it is not appropriate to 

discuss ACP during an acute visit were the barriers that exist when it comes to ACP from the 

PCP perspective. Residents identified their own reluctance to discuss death with patients while 

they appear to be healthy as a key barrier in discussing ACP (Tung & North, 2009). Another 

study of internal medicine resident’s perceptions of EOL discussions found the main barriers to 

addressing ACP include the residents’ lack of knowledge regarding the patient’s prognosis, the 

lack of a therapeutic relationship, and the patient or family cultural beliefs as well as the patient 

and family’s lack of knowledge about the patient’s illness (Rhodes, Tindall, Xuan, Paulk, & 

Halm, 2015). It is evident that training and education could help medical residents overcome 

their fear and personal beliefs of discussing the potential and likely outcome for their patients 

suffering from chronic illness. 

O’Hare et al. (2016), Nedjat-Haiem et al. (2016), and Zhou et al. (2010) examined 

perspectives and perceptions of multidisciplinary providers who care for patients with chronic 

illness. The participants in these studies indicated that lack of understanding of ACP and the lack 

of active collaboration and communication between specialties were barriers to addressing ACP 

(O’Hare et al., 2016; Nedjat-Haeim et al., 2016). Zhou et al. (2010), found barriers of addressing 

ACP with patients who have cancer from the perspective of oncology advanced practice nurses, 

which included patient and family barriers, physician barriers, staff discomfort, and time 
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restraint. The physician was believed to be reluctant to address ACP, feeling rushed, and delays 

the discussion and instead discusses other treatment options (Zhou et al., 2010). The barrier of 

staff discomfort again reiterates that ACP discussion is avoided on many occasions because the 

provider is uncomfortable with the subject of death, they do not want to upset the patient, and 

there is fear of being misunderstood (Zhou et al., 2010). Zhou et al. (2010), indicate that time 

restraint again plays a major role in the avoidance of discussing ACP with patients. There are 

many missed opportunities to start ACP discussions due to confusion about the various roles of 

health care providers that are involved in a patient’s care. A major downfall is due to the lack of 

communication and a lack of coordination of care with other health care providers among other 

disciplines (Nedjat-Haiem, 2016). If the standard of care for initiating ACP discussions started 

with the PCP in the primary care setting, then the issue of confusion would be avoided.  

Hutchison et al. (2017), Fried et al. (2017), Van den Heuvel et al. (2016), VanScoy et al. 

(2014), McDonald et al. (2017), and McLennan et al. (2015), sought to examine the perspectives 

and barriers to addressing ACP from the patient and their family members or surrogates point of 

view. This is important because the patient and family need to be ready to discuss ACP in order 

for the goal of completion to be successful. The issue of death is a difficult subject and is a major 

barrier for patients and families to overcome. Wanting to concentrate on staying alive instead of 

speaking about death is a barrier that PCPs may find difficult to avoid (Van den Heuvel et al., 

2016). Hutchison et al. (2017), indicates that clinicians find that ACP lacks clarity while patients 

and their family have a varied understanding of ACP and some patients simply find it too 

difficult to speak about. Asking about ACP, including AD, by medical staff increases the 

likelihood to AD being completed (VanScoy, 2014). McDonald et al. (2017) explored the 
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awareness and prevalence of ADs among patients with advanced cancer, and determined factors 

associated with AD completion before and after the diagnosis of cancer. It was found that factors 

such as higher income and age were associated with AD completion prior to the diagnosis of 

cancer, and EOL care and palliative care referral were associated with AD completion after the 

diagnosis of cancer (McDonald et al., 2017). The strongest barrier for not completing ADs was a 

lack of knowledge, followed by procrastination (McDonald et al., 2017). McLennan et al. 

(2015), found barriers that exist among community members include lack of knowledge of what 

ACP is and what it is used for, inaccessibility and complexity of forms, avoidance due to fear, 

mistrust, and concerns about control, and misconceptions regarding the relevance of ACP based 

on age and health. All of these barriers highlight the need for medical discussions between the 

PCP and the patient. The patient must be made aware of their condition and prognosis and ACP 

must be explained in order to avoid misconceptions about EOL interventions and ensure the 

patient understands what may occur if their wishes are unknown during a critical illness. 

Cultural beliefs of the patients are another barrier that PCPs must face when it comes to 

the subject of death and ACP. Rhodes, Batchelor, Lee, and Halm (2015), conducted a study to 

determine the barriers to the use of AD among African Americans. They found that the barriers 

that exist include: family dynamics and resistance to enroll in hospice, conflict with spiritual 

beliefs, desire for aggressive care, lack of knowledge and poor perception of hospice, medical 

mistrust, and the belief that acknowledgment of the illness with hastening death. Being culturally 

sensitive is necessary when caring for those who may have beliefs different from one’s own. 

PCPs must set aside their own beliefs and consider how others may perceive their diagnosis and 
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prognosis, and possibly trust in a higher being. This is another opportunity where education and 

training are imperative in order to be able to discuss EOL and ACP. 

The literature found regarding the need to address ACP was abundant; however, the 

barriers that exist will continue to hinder the initiation of these discussions. The strengths of the 

synthesis of evidence support the need and the increasing importance of addressing ACP with 

patients who have a chronic illness prior to hospitalization. There is a need for patient education 

on their disease process, as well as more patient-focused care rather than on an increased 

quantity of patients that are seen by the provider. The many similarities of opinions from both 

the providers and the patients and multiple study methods is another strength of this synthesis of 

evidence. There were multiple studies that utilized their own surveys, questionnaires and 

interviews; therefore, the responses are not always congruent with other studies (Chandar et al., 

2016; DeVleminck et al., 2016; Nedjat-Haiem et al., 2016), however, there were similarities 

between study findings, which enables one to group the themes together. 

Weaknesses include studies that were done with families present, which may have 

impeded the discussion of ACP (Fried et al., 2016). Gaps that were found include not having a 

standardized way for providers to address ACP (DeVleminck, 2016). A systematic integration of 

ACP in routine practice in primary care could lead to a better compliance of initiating the 

discussion. Also, gaps in addressing ACP occur when patients are being seen by specialty 

providers, such as cardiologists or oncologist, instead of primary care providers for their chronic 

illness as specialty providers may feel it is not their responsibility to conduct ACP discussions 

(Chandar et al., 2016). Limitations include studies with small sample sizes (Chandar et al., 2016; 

Minto & Strickland, 2011), and selection bias due to studies being done in single facilities 
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(Chandar et al. 2016). These weaknesses, gaps, and limitations are important, but the overall 

consensus of the studies that were found indicate the need to ensure ACP is addressed in the 

primary care setting. The information found in these studies can be used to create a protocol or 

standardized method of initiating ACP discussions during primary care visits while 

acknowledging the sensitivity of the subject. This is turn will provide a better quality of care and 

better quality of life for patients suffering from chronic, progressive illness. 

METHODS 

Design 

A descriptive study design was utilized to gather data to better understand the primary 

care provider’s beliefs and attitudes towards barriers to addressing ACP in a family practice 

clinic. Nonexperimental designs are used when the researchers goal is to describe or explain a 

phenomenon (Grove, Burns, & Gray, 2013). Descriptive projects assess the behaviors of 

healthcare professionals and patients to provide an understanding that can be used to implement 

improvements in practice (Rouen, 2017).  

Prior to the start of this project, Institutional Review Board (IRB) approval from the 

College of Nursing and The University of Arizona was obtained (Appendix A). Approval from 

the organization for the family practice clinic was also obtained (Appendix B). There were no 

identifiable risks of participating in the project and the benefits for those who did participate may 

be a better understanding of ACP. 

Setting 

The setting for this project was a family practice clinic that serves adult patients with 

chronic illnesses in Tucson, AZ. All primary care providers in the clinic including medical 
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doctors, nurse practitioners, and physician assistants were invited to participate. There was not 

any compensation for participating and choosing to not participate did not affect job status in any 

way. 

Participants 

Participants for this project included physicians, nurse practitioners, and physician 

assistants who provide primary care for patients with chronic illnesses at one particular family 

practice clinic in Tucson, AZ. Participants were invited to participate in the study via email sent 

by a Nurse Practitioner in the family practice clinic. There was not any direct contact with 

patients for this project and no patient data was collected.  

Criteria for inclusion in this project included: participants must be a primary care 

provider, able to speak, read and write in English, and willing to participate. 

Data Collection 

A minimum of 10 health care providers was the targeted number of participants to obtain 

adequate data to analyze. If less than 10 health care providers responded, the information may 

still provide valuable information that could be utilized for possible interventions to increase 

ACP discussion. The primary investigator (PI) developed the survey based on common themes 

found throughout the literature and utilized the Qualtrics software program. The survey was 

administered to participants in this study via an email link as a pre and post survey. Participating 

in the survey indicated implied consent. The survey contained questions that address PCPs 

beliefs and attitudes towards barriers to addressing ACP. There were 10 questions on the pre and 

post survey, including 5-point Likert-type format questions, and ranking format questions. The 
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cover letter explained the rationale behind this project and reassured the participant that their 

identity would remain anonymous (Appendix C). A reminder email was sent after two days. 

The participants received an email to complete a pre-survey (Appendix D). The email 

also included a short educational handout with information regarding ADs, which detailed the 

purpose and importance for patients (Appendix E). A link to the post survey was included at the 

end of the informational email for the participants to complete (Appendix F). The post survey 

contained the same questions as the pre-education survey, with the exception of asking an 

additional five-point Likert-type question regarding whether or not the provider felt they will be 

more apt to address ACP in the future with their patients who have a chronic illness.  

A strength of utilizing surveys is that they are a direct measure of one’s perception; 

however, they are prone to bias since some individuals may provide answers that are expected 

instead of their own true opinion (Rouen, 2017). Although this may be the case for this particular 

study, surveys were still an appropriate tool for data collection since focus groups may be 

difficult to orchestrate and may still have bias due to socially acceptable responses being a 

possible concern for some participants.  

Demographic information was also a pertinent component to the data collection for this 

project. The demographic information for the providers included their degree (MD, NP, or PA), 

age range, and years in practice. This demographical survey was included with the pre-education 

survey. 
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Plans for Data Analysis 

Descriptive statistics was used to evaluate the demographics and the survey responses of 

the Likert-type questions and the survey questions by utilizing Qualtrics software through the 

University of Arizona. 

Projected Budget 

The budget for the DNP project was zero as the survey software program, Qualtrics, was 

utilized for free through the University of Arizona’s website. The email to the primary care 

providers was sent by one provider (NP) in the family practice clinic. The NP did not have any 

access to the raw data, and the only person with access to this raw data was the PI. The raw data 

was kept until the conclusion of this project and was stored by the Qualtrics software program. 

Ethical Considerations 

Ethical knowledge is based on an obligation to service and respect for human life and 

ethical principles, which include respect for persons, beneficence, and justice (Moran & Burson, 

2017; U. S. Department of Health and Human Services [USDHHS], 1979). These principles 

apply to all research that involve human subject and help to ensure that participants are treated in 

an ethical and safe manner. 

Respect for Persons 

This ethical principle incorporates two main considerations, individuals should be treated 

as autonomous agents, and persons with decreased autonomy are entitled to protection 

(USDHHS, 1979). Participants in research should be treated as autonomous beings who are 

capable of making their own decisions (Polit & Beck, 2012). In the case of this DNP project, the 

PI ensured that the human subjects involved entered into the project voluntarily and with 
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adequate information as stated by the USDHHS (1979). This project consisted of primary care 

providers and they all had the ability to accept or decline participation in the project. 

Beneficence 

This ethical principle is an obligation to protect the patient from harm and consists of two 

rules: do not harm and maximize possible benefits and minimize possible harms (USDHHS, 

1979). Even though research on human subjects is necessary to build knowledge about human 

response to health and illness, research must not harm the subjects (Eldridge, 2017). In the case 

of this DNP project, there were minimal harms as the research was conducted through surveys 

and the provider had the authority to accept or decline participation, and the information 

obtained from the project may be useful in future practice on the barriers to addressing ACP. 

Justice 

This ethical principle refers to equal treatment for all persons: “equals ought to be treated 

equally” (USDHHS, 1979). It is important that all participants have a right to equal treatment 

and privacy during a study (Polit & Beck, 2012). When conducting the research, all participants 

will be treated equally including those who choose not to participate or choose to not answer all 

of the survey questions. Another aspect of justice that will be important is confidentiality. 

Participants had the opportunity to ask questions regarding their privacy and confidentiality 

during this project. 
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RESULTS 

Outcomes 

Part One of the Provider Pre-Survey: Respondents Self-Reported Demographic Data 

Results from part one of the provider pre-survey included the respondents self-reported 

demographic data and are provided in Table 1. An email was sent to 42 providers in the family 

practice clinic asking for participation in the project pre-survey and post-survey, and there were 

eight respondents (n=8) to the pre-survey; 37.5% female (n=3), and 62.5% male (n= 5). Of the 

eight respondents to the pre-survey, only four respondents (n=4) participated in the post-survey. 

The respondents were comprised of seven MDs, and one NP; 12.5% (n= 1) of the respondent’s 

age range was between 25-35 years of age, 12.5% (n=1) of respondent’s age range between 36-

45 years of age, 12.5% (n=1) of respondent’s age range between 46-55, and 62.5% (n=5) of 

respondents age range between 56-65 years of age. A total of 50% (n=4) of the respondents have 

been in medical practice for over 21 years. 

TABLE 1. Respondents Self-Reported Demographic Data 

Characteristic Category %(n=8) 
Gender Female 

Male 
37.5 
62.5 

Age Range 25-35 
36-45 
46-55 
56-65 

12.5 
12.5 
12.5 
62.5 

Professional Certification DO 
MD 
NP 
PA 

0 
87.5 
12.5 

0 
Years in Practice 0-5 

6-10 
11-15 
16-20 
21+ 

25 
0 
25 
0 
50 
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Part Two of the Provider Pre-Survey: Beliefs Towards Barriers to Addressing ACP 

Questions 1-8 of the pre-survey asked the respondents a variety of questions regarding 

their beliefs on ACP as it pertains to patients and patient-provider relationships. The 

respondents’ replies including each question, category, mean, and standard deviation from 

questions 1-8 are provided in Table 2. An overall percent of agree and disagree response for each 

question was also calculated and can also be found on Table 2. Survey responses which included 

“agree” and “strongly agree” were combined for an overall percentage of agreement to the 

survey question. Likewise, responses of “disagree” and “strongly disagree” were also combined 

for an overall percentage of disagreement to the survey question.  

Question 1 of the pre-survey asked respondents if they believe that AD should be 

addressed with all patients with a chronic illness. Seven out of the eight (87.5%) respondents 

agreed (50%) or strongly agreed (37.5%) that ADs should be addressed. None of the providers 

disagreed with this question.  

Question 2 of the pre-survey asked respondents if they believe the patient is responsible 

for initiating the discussion of ADs. The results were even with 37.5% of respondents who 

agreed (25%) or strongly agreed (12.5%), and 37.5% of respondents who disagreed. Two out of 

the eight respondents were neutral to this particular question. 

Question 3 asked respondents if they felt that they are the primary person responsible for 

addressing ADs with their patients. 87.5% of the respondents agreed (75%) and strongly agreed 

(12.5%) that they are the primary person responsible, and none of the respondents disagreed. 

One respondent was neutral. 
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Question 4 asked respondents if they believe that ADs have a positive outcome on 

patient’s quality of life. Again, none of the respondents disagreed with this statement, and 75% 

of respondents agreed (62.5%) and strongly agreed (12.5%) that ADs can have a positive impact. 

Three of the respondents were neutral. 

Question 5 asked if the respondent evaluates the need for ADs with each of their patients 

at every office visit. 75% of the respondents disagreed, and none of the respondents agreed, 

while two remained neutral. 

Question 6 asked if time is a factor when deciding to address ADs with their patients. 

Five out of the eight respondents strongly agreed (62.5%) that time is a factor, while two of the 

respondents disagreed (25%), and one was neutral. 

Question 7 asked respondents if personal beliefs are a factor when deciding to address 

ADs with their patients. Three out of the eight (37.5%) respondents agreed that personal beliefs 

are a factor. Four out of the eight (50%) respondents disagreed (37.5%) and strongly disagreed 

(12.5%) that personal beliefs are a factor when it pertains to addressing ADs with their patients. 

One respondent was neutral to this question. 

Question 8 asked respondents if they believe they are trained and prepared to discuss 

ADs with each of their patients with a chronic illness. Five out of the eight (62.5%) respondents 

agreed (50%) and strongly agreed (12.5%) that they are adequately trained and prepared to 

discuss ADs. Two out of the eight (25%) respondents disagreed that they are trained and 

prepared, and one respondent was neutral. 
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TABLE 2. Respondents Replies to Pre-Survey Questions 1-8 

Survey Question Category % 
(n=8) 

Mean/Standard 
Deviation 

% 
Agree 

% 
Disagree 

Advance directives should 
be addressed with all 
patients with a chronic 
illness 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 

12.5 
50 

37.5 

4.25/0.66 87.5 0 

The patient is responsible 
for initiating advance 
directive discussions 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
37.5 
25 
25 

12.5 

3.13/1.05 37.5 37.5 

I am the primary person 
responsible for addressing 
advance directives with my 
patients 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 

12.5 
75 

12.5 

4.00/0.50 87.5 0 

Advance directives have a 
positive outcome on 
patient’s quality of life 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
25 

62.5 
12.5 

3.88/0.60 75 0 

I evaluate the need for 
advance directives with each 
of my patients at every 
office visit 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
75 
25 
0 
0 

2.25/0.43 0 75 

Time is a factor when 
deciding to address advance 
directives with my patients 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
25 

12.5 
0 

62.5 

4.0/1.32 62.5 25 
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TABLE 2 – Continued  

Survey Question Category % 
(n=8) 

Mean/Standard 
Deviation 

% 
Agree 

% 
Disagree 

Personal beliefs are a factor 
when deciding to address 
advance directives with my 
patients 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

12.5 
37.5 
12.5 
37.5 

0 

2.75/1.09 37.5 50 

I am trained and prepared to 
discuss advance directives 
with each of my patients 
with a chronic illness 

Strongly 
Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
25 

12.5 
50 

12.5 

3.50/1.00 62.5 25 

Question 9 of the providers pre-survey asked respondents how often they address 

advance directives with their patients who have chronic illness and the results are shown in Table 

3. Out of the eight respondents, six (75%), reported that they “sometimes” address ADs with 

their patients who have a chronic illness. A total of 25% reported that they address ADs “about 

half of the time” (25%). None of the respondents reported addressing ADs “never”, “most of the 

time”, or “always”. 

TABLE 3. Respondents Replies to Pre-Survey Question 9 

Question Category %(n=8) Most 
or 

Always 

Half of 
the Time 

Sometimes 
or Never 

How often do you 
address advance 
directives with your 
patients who have a 
chronic illness 

Never 
Sometimes 
About half of the time 
Most of the time 
Always 

0 
75 
25 
0 
0 

0 25 75 

Question 10 of the providers pre-survey asked respondents to identify what they believe 

to be the greatest barrier to discussing ADs with their patients with chronic illness. The 
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respondents were asked to rank the following barriers: time, discomfort with the topic, 

communication barriers, knowledge of what ADs consist of, and availability of forms to provide 

to the patient, from one to five, with one being the greatest barrier to discussing ADs and five 

being the least barrier to discussing ADs, and the results are shown in Table 4. Most of the 

respondents indicated that time was the main barrier (87.5%) to addressing ADs with patients. 

Communication barriers and availability of forms to provide to the patient were ranked as the 

second greatest barriers (37.5%) to addressing ADs with their patients. Communication barriers 

was also indicated as the third greatest barrier (50%) to addressing ADs with patients followed 

byl discomfort with the topic of ADs (37.5%). The fourth most commonly ranked barrier was 

knowledge of what advance directives consist of (37.5%). The fifth most commonly ranked 

barriers to addressing ADs were knowledge of what advance directives consist of (37.5%) and 

availability of forms to provide to the patient (37.5%). 

TABLE 4. Respondents Replies to Pre-Survey Question 10 

Barrier Rank %(n=8) 
Time 1 

2 
3 
4 
5 

87.5 
12.5 

0 
0 
0 

Discomfort with the topic of advance directives 1 
2 
3 
4 
5 

12.5 
0 

37.5 
25 
25 

Communication barriers 1 
2 
3 
4 
5 

0 
37.5 
50 

12.5 
0 
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TABLE 4 – Continued  

Barrier Rank %(n=8) 
Knowledge of what advance directives consist of 1 

2 
3 
4 
5 

0 
12.5 
12.5 
37.5 
37.5 

Availability of forms to provide to the patient 1 
2 
3 
4 
5 

0 
37.5 

0 
25 

37.5 

Provider Post-Survey: Beliefs Towards Barriers to Addressing ACP 

Questions 1-8 of the post-survey asked the respondents a variety of questions regarding 

their beliefs on ACP after reviewing the educational handout, which provided information on 

different types of ADs. The respondents’ replies including each question, category, mean, and 

standard deviation from questions 1-8 are provided in Table 5. An overall percent of agree and 

disagree responses for each question was also calculated and are also found on Table 5. Survey 

responses which included “agree” and “strongly agree” were combined for an overall percentage 

of agreement to the survey question. Likewise, responses of “disagree” and “strongly disagree” 

were also combined for an overall percentage of disagreement to the survey question. 

All of the respondents (100%) agreed that ADs should be addressed with all patients with 

a chronic illness, that they are the primary person responsible for addressing ADs with their 

patients, ADs have a positive outcome on patient’s quality of life, and that time will remain a 

factor when deciding to address ADs with their patients. All respondents (100%) also indicated 

that they are better prepared to discuss ADs with their patients with a chronic illness. Two of the 

four respondents (50%) believe that the patient is responsible for initiating AD discussions, 
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which is an increase from the pre-survey (37.5%). Two of the four respondents (50%) also 

disagree that they will evaluate the need for ADs with each patient at every office visit. Three of 

the four respondents (66.66%) disagree that personal beliefs will remain a factor when deciding 

to address ADs with their patients. 

TABLE 5. Respondents Replies to Post-Survey Questions 1-8 

Survey Question Category % (n=4) Mean/Standard 
Deviation 

% 
Agree 

% 
Disagree 

Advance directives 
should be addressed 
with all patients with 
a chronic illness 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
0 
0 
25 

6.00/0.71 100 0 

The patient is 
responsible for 
initiating advance 
directive discussions 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
25 
25 
50 
0 

3.25/0.83 50 25 

I am the primary 
person responsible 
for addressing 
advance directives 
with my patients 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
0 
25 
25 

5.25/0.83 100 0 

Advance directives 
have a positive 
outcome on patient’s 
quality of life 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
0 
25 
0 

5.75/1.09 100 0 

I will evaluate the 
need for advance 
directives with each 
of my patients at 
every office visit 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
25 
25 
0 
0 

4.25/1.79 0 50 

Time will remain a 
factor when deciding 
to address advance 
directives with my 
patients 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
0 
0 
50 

6.00/1.00 100 0 
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TABLE 5 – Continued  

Survey Question Category % (n=4) Mean/Standard 
Deviation 

% 
Agree 

% 
Disagree 

Personal beliefs will 
remain a factor when 
deciding to address 
advance directives 
with my patients 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

25 
25 
25 
0 
0 

3.00/1.87 0 66.66 

I am better prepared 
to discuss advance 
directives with each 
of my patients with a 
chronic illness 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 

0 
0 
0 
25 
0 

5.75/1.09 100 0 

Question 9 asked respondents if the information they received regarding ADs helped to 

better understand ADs and if they will use the information to educate their patients who have a 

chronic illness. The results indicate that two out of the four respondents (50%) disagreed that the 

information was helpful and one respondent (25%) agreed that the information was helpful to 

better understand ADs and will be used to educate patients who have a chronic illness (Table 6). 

TABLE 6. Respondents Replies to Post-Survey Question 9 

Survey Question Category % 
(n=4) 

Mean/Standard 
Deviation 

% 
Agree 

% 
Disagree 

The information I 
received has helped me to 
better understand 
advanced directives and I 
will use the information to 
educate my patients who 
have a chronic illness 

Strongly Disagree 
Disagree 
Neutral  
Agree  
Strongly Agree 
 

0 
50 
25 
25 
0 
 

2.75/0.83 25 50 
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DISCUSSION 

Summary 

This needs assessment study posed two questions which included:  

1. What are the providers perceptions of barriers to addressing ACP with patients with 

chronic illness? 

2. Will further education increase medical provider’s intent to address ACP within clinical 

practice? 

The findings from this study have provided valuable information to these study questions by 

offering insight into the PCPs beliefs towards the barriers to addressing ADs at this outpatient 

family practice clinic. This information can also provide insight as to how these barriers affect 

provider-patient relationships and communication about ADs, and whether or not further 

education is needed regarding the importance of addressing ADs with patients with chronic 

illness. 

PCPs who responded to the pre-survey reported that the greatest perceived barrier to 

addressing ADs with their patients as time, and the post-survey also indicates that time will 

remain a factor when deciding to address ADs with their patients. Time was a significant barrier 

in many studies that were reviewed during this project. Tung and North (2009) found that lack of 

time was the largest barrier to discussing advance care planning during a clinical encounter. 

Spoelhof and Elliott (2012), Snyder et al. (2013), and Hagen et al. (2015), also indicate that lack 

of time and discomfort with the topic as physician barriers to addressing ADs in clinical practice. 

PCPs who responded to the pre-survey also indicated communication barriers as a major 

deterrent for addressing ADs with patients. Although there are limited studies on actual language 
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barriers regarding ADs, the fact remains that health literacy, educational level, and 

socioeconomic background of patients may contribute to the communication barriers when 

deciding on discussing ADs. This particular family practice clinic where the project was 

conducted cares for patients of many cultural, ethnic, and socioeconomic backgrounds. A study 

conducted by Castillo et al. (2011), found that legal and content-related barriers to addressing 

ADs to be: poor readability, health care agent restrictions, execution requirements (steps needed 

to make the forms legally binding), inadequate reciprocity between states, and religious, cultural, 

and social inadequacies. A study done by Portanova, Ailshire, Perez, Rahman, and Enguidanos 

(2017), sought to find if there were any changes over the last decade in AD completion rates 

among minority groups. Portanova et al. (2017) found that there have been no recent studies to 

examine the change in AD completion rates over time among ethnic groups, and their study 

confirmed previously reported results that minority groups, including blacks and Hispanics, have 

the lowest rates of AD completion.  

This study, in conjunction with previous literature implicates that time, discomfort, and 

communication as perceived barriers to addressing ADs in the primary care setting. Beginning to 

understand what PCPs view as major barriers to discussing ADs can assist in finding ways to 

overcome these barriers within this family practice clinic. Unfortunately, the findings from this 

study did not indicate that providing educational information made a significant impact on the 

PCPs decision to address ADs. However, the post-survey did indicate that all of the four 

respondents (100%) believe that ADs should be addressed with all patients with a chronic illness, 

the PCP is the primary person responsible for addressing ADs, and ADs have a positive outcome 

on patient’s quality of life, which is an increase from the pre-survey. Interestingly, only 50% of 
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the respondents to the post-survey found the educational information helpful in better 

understanding ADs and a useful tool to educate their patients who have a chronic illness.  

It is not clear from these survey findings why the respondents did not find the educational 

information useful in better understanding ADs and as a useful tool to educate patients who have 

a chronic illness when 100% of the respondents indicated that they are better prepared to discuss 

ADs with each of their patients with a chronic illness. Perhaps this is where the opportunity lies 

to implement different educational tools in order to provide proper training for PCPs. 

Strengths and Limitations 

Strengths of this study included the use of online surveys and the use of Likert-scale 

formatted questions. As stated previously, a strength of utilizing surveys is that they are a direct 

measure of one’s perception (Rouen, 2017). Online surveys allow the respondent to remain 

anonymous and the information is confidential. The Likert-type questions included in the 

surveys allowed the respondent to choose the option that best aligned with their view. The 

Likert-scale is a valuable and important part of survey research when researching attitude, belief, 

or behavior items (Losby & Wetmore, 2012). 

One of the main limitations of this project was the small sample size. The project was 

based out of one family practice clinic in Tucson, Arizona, and the small sample size limits the 

ability to generalize the project results to all PCPs beliefs regarding discussion of ADs. Another 

limitation may be the assumption that some PCPs who did not participate may be less willing to 

initiate AD discussions on a regular basis, which may have changed the outcome of the survey 

results. Lastly, the Likert-scales used in the surveys utilized “neutral” as an option, which is 

common in surveys especially if the topic is highly sensitive; however, this can skew the results 
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by giving the respondent an “out” when responding to the survey (Losby & Wetmore, 2012). 

Having the mid-point can be viewed as an easy option when the respondent is unsure, or if they 

feel rushed; therefore, they may not take the time to weigh the merit of their response, thus 

resulting in inaccurate responses (Losby & Wetmore, 2012). Online surveys are also prone to 

bias since some individuals may provide answers that are expected instead of their own true 

opinion (Rouen, 2017). 

Implications for Future Practice 

With the knowledge gained from this project and the information from previous 

literature, it is apparent that barriers exist and will continue to exist when it comes to the topic of 

addressing ADs. Valuable information was obtained that can be utilized to promote AD 

discussions and completion of forms. Time, comfort level, and communication barriers are items 

that have been acknowledged over time as barriers to addressing ADs and can lead to innovative 

measures to increase AD discussions and completion of AD forms. 

Measures will need to be sought that are in the best interest of the patient and the 

provider. ACP is a subject that should be presented to the patient as an educational component of 

a routine medical visit; however, passive use of educational materials may be insufficient and 

providing the face-to-face discussion with the PCP is a critical component to the process of AD 

completion (deCaprariis, Rucker, & Lyon, 2017). This is especially true to patients with a 

chronic illness and depending on the response from the patient, PCPs should proceed with 

educating the patient on their options or discuss at subsequent visits when the patient is willing to 

participate in the discussion. When individuals understand the benefits of ADs, they may feel 

more comfortable with the subject because it allows them to have control of their future medical 
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therapy (deCaprariis et al., 2017). Looking for cues from the patient will be a crucial element 

when deciding to discuss ADs, but when the patient-provider relationship is established, this 

should be addressed during all routine visits. 

Understanding the extreme importance of ADs while considering the barriers that may 

exist may lead to interventions geared towards increasing completion of AD forms in this family 

practice clinic. Simplifying the terminology used in the AD forms may be necessary for patients 

in certain circumstances and interactive interventions, such as face-to-face conversations and 

repeated conversations about completion of ADs over time, provide the opportunity for the 

patient and their family to ask questions and receive assistance (Spoelhof & Elliott, 2012). 

A few measures that can be explored at this family practice clinic include: providing 

educational information prior to the exam by patient portal, providing educational information 

when checking the patient in for their appointment, or having the medical assistant ask the 

patient if they have an AD while triaging the patient. Implementing measures such as these can 

provide the patient with a starting point to begin the discussion of ADs. Future research should 

be considered that explores the implementation of such measures to determine the best fit for the 

clinical setting. 

Conclusion 

Understanding the barriers to addressing ACP in the primary care setting from the health 

care providers perspective will give insight as to potential changes to increase ACP discussion 

with patients. One of the aims of ACP is to maintain a patient’s autonomy and self-determination 

in medical decision-making at the EOL, and tailoring an ACP to the patients with chronic illness 

has the potential to improve patient-centered care while acknowledging the patient’s values, 
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goals, and preferences regarding treatment (Klindtworth et al., 2015). While ACP is a sensitive 

subject for many patients and providers, it is imperative that these discussions begin in the 

primary care office to ensure that the patient’s wishes, values, and beliefs are considered, and to 

decrease the burden on the patient’s family during hospitalization due to serious or advanced 

illness. The information gained from this study will allow current and future health care 

providers to better prepare for ACP discussions through understanding the barriers that exist. 

Discussing ACP in a primary setting would allow the provider to ensure that patients with 

chronic illness understand their disease process and options for care at the EOL, which is a 

critical component of high-quality medical care. 
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APPENDIX A: 

THE UNIVERSITY OF ARIZONA IRB APPROVAL LETTER 
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1618 E. Helen St.
P.O.Box 245137
Tucson, AZ 85724-5137
Tel: (520) 626-6721
http://rgw.arizona.edu/compliance/home

Human Subjects
Protection Program

 

Date: October 19, 2017
Principal Investigator: Theresa Danzalan Jones
Protocol Number: 1710898939
Protocol Title: Discovering the Barriers to Addressing Advance Care Planning in the

Primary Care Setting

Determination: Human Subjects Review not Required

The project listed above does not require oversight by the University of Arizona because
the project does not meet the definition of 'research' and/or 'human subject'.

• Not Research as defined by 45 CFR 46.102(d): As presented, the activities described
      above do not meet the definition of research as cited in the regulations issued by the U.S.
       Department of Health and Human Services which state that "research means a systematic  
       investigation, including research development, testing and evaluation, designed to
       contribute to generalizable knowledge".

• Not Human Subjects Research as defined by 45 CFR 46.102(f): As presented, the
       activities described above do not meet the definition of research involving human
      subjects as cited in the regulations issued by the U.S. Department of Health and Human
      Services which state that "human subject means a living individual about whom an
      investigator (whether professional or student) conducting research obtains data through  
      intervention or interaction with the individual, or identifiable private information".

Note: Modifications to projects not requiring human subjects review that change the nature
of the project should be submitted to the Human Subjects Protection Program (HSPP) for a new
determination (e.g. addition of research with children, specimen collection, participant
observation, prospective collection of data when the study was previously retrospective in
nature, and broadening the scope or nature of the research question).  Please contact the
HSPP to consult on whether the proposed changes need further review.

The University of Arizona maintains a Federalwide Assurance with the Office for Human
Research Protections (FWA #00004218).
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APPENDIX B: 

BANNER UNIVERSITY MEDICAL CENTER APPROVAL LETTER 
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Date: Thursday, October 19, 2017 
 
To: Theresa Danzalan Jones, RN 
 
Cc: Allen V. Prettyman, Ph.D., FNP-BC, FAANP 
 
From: Jill Arzouman, DNP,RN,ACNS,BC,CMSRN 
 
Re: Discovering the Barriers to Advance Care Planning in the Primary Care Setting 
 
 
Thank you for submitting the required documentation from the University of Arizona IRB. As 
per our previous discussion, our team has assessed your project proposal for implementation 
potential and appropriateness of the project within BUMCS clinics. From our final review we 
have determined that the project is feasible and congruent with Banner Health initiatives.  
 
I will forward your proposal and IRB approval to our Nursing Research Director at the Banner 
Corporate Research Offices. You may now begin your project. Please do not hesitate to contact 
me for any questions during the process. I look forward to providing an opportunity to 
disseminate the findings when the project is complete.  
 
Best wishes on the successful completion of your project. 
 
Sincerely, 
 

Jill Arzouman 
 
Director of Professional Practice 
BUMCT/S and Clinics 
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APPENDIX C: 

COVER LETTER 
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Banner – University Medical Center South 
Family Medicine – Department  
3950 South Country Club Road Suite 130 
Tucson, AZ 85714 
 
Dear Healthcare Provider:  
 
My name is Theresa Jones RN, BSN. I am completing my Doctor of Nurse Practice (DNP) 
degree with the University of Arizona. I am requesting your participation in my DNP project 
survey that is examining the barriers towards addressing advance care planning (ACP) in the 
primary care setting with patients with chronic illnesses. The purpose of this project is to better 
understand primary care providers (PCP) beliefs and attitudes towards addressing ACP in a 
primary care setting. The entire participation should take less than 15 minutes of your time. 
 
Below is a link to the project online pre-survey that will take less than five minutes to complete. 
After completing the pre-survey, please view the brief educational handout regarding ACP. After 
reading the handout, please follow the link on the handout to complete the online post-survey.  
 
Your participation in this project is completely voluntary. This project is not connected with your 
employer in any way. There is no expected harm or risk for participation. Expected benefits 
include an increased knowledge of advance care planning. Your participation in this project 
survey is confidential. I will not ask for your name or any information that could identify you 
personally.  
 
By participating, you do not give up any personal legal rights you may have as a participant in 
this project. For questions about your rights as a participant in this project or to discuss other 
project-related concerns or complaints with someone who is not part of the project team, you 
may contact the Human Subjects Protection Program online at 
http://rgw.arizona.edu/compliance/human-subjects-protection-program. 
 
Thank you for all your time and consideration.  
 
Pre-survey link (you may have to cut and paste link into new internet search field): 
https://uarizona.co1.qualtrics.com/jfe/form/SV_6DQ4g0w0q3HU16d 
 
Sincerely,  
 
Theresa Jones RN, BSN 
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APPENDIX D: 

PRIMARY CARE PROVIDER SURVEY ON BELIEFS AND ATTITUDES TOWARDS 

BARRIERS TO ADDRESSING ADVANCE CARE PLANNING: PRE-EDUCATION 

SURVEY 
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Primary Care Provider Survey on Beliefs and Attitudes towards Barriers to Addressing Advance 

Care Planning 

Part 1: Demographics: 

Gender: 

m Female 

m Male 

Age Range: 

m 25-35 

m 36-45  

m 46-55  

m 56-65  

Professional Certification: 

m DO  

m MD  

m NP  

m PA  

Years in Practice: 

m 0-5  

m 6-10  

m 11-15  

m 16-20  

m 21+  
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Part 2: Beliefs Towards Barriers to Addressing Advance Care Planning 
 
Please mark one reply to each item that best reflects your opinion. There are no right or wrong 
answers: 
 
Items are scored on a Likert-type scale with responses ranging from:  
Strongly Disagree  Disagree  Neither  Agree   Strongly Agree 
  1     2   3   4    5  
 
In your opinion: 
 
1. Advance directives should be addressed with all patients with a chronic illness 

 1 2 3 4 5  

2. The patient is responsible for initiating advance directive discussions 

 1 2 3 4 5  

3. I am the primary person responsible for addressing advance directives with my patients 

 1 2 3 4 5  

4. Advance directives have a positive outcome on patient’s quality of life 

 1 2 3 4 5  

5. I evaluate the need for advance directives with each of my patients with a change in 
status 

 
 1 2 3 4 5  

6. My lack of time with each patient is a factor when deciding to address advance directives 
with my patients 

 
 1 2 3 4 5  

7. Personal beliefs are a factor when deciding to address advance directs with my patients 

 1 2 3 4 5  
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8. I am trained and prepared to discuss advance directives with each of my patients with a 
chronic illness 

 
 1 2 3 4 5  

 
9. How often to you address advance directives with your patients who have chronic 

illness? 
 

Never  Sometimes  About half the time  Most of the time  Always 
 1  2   3    4   5 

 
10. What do you see as the greatest barrier to discussing advance directives with your 

patients?  
 

Please rank in order from 1 to 5, with 1 being the greatest barrier to discussing advance 
directives with your patients and 5 being the least barrier to discussing advance 

directives with your patients. 
 

______ Time  

______ Discomfort with the topic of advance directives and end of life 
______ Communication barriers  

______ Knowledge of what advance directives consist of  
______ Availability of forms to provide to the patient  
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APPENDIX E: 

ADVANCE CARE PLANNING EDUCATION INFORMATION 
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Understanding the Importance of Advance Directives 

 
What is Advanced Care Planning? 
 
Advance care planning allows providers to empower patients with pre-planned 
decision-making for health care decisions. 

This process involves four steps: 
1.  Considering the patient’s values and preferences 
2.  Talking to the patient and their family about the patient’s values and preferences 
3.  Documenting the patient’s values and preferences with an advance directive 
4.  Reviewing the advance directive with the patient periodically and updating as 

needed 
  
What types of advance directives are available? 

• Living will (End of Life Care): In Arizona, a legal document that indicates the 
type of medical treatments and life-sustaining measures the patient chooses. 
(example: mechanical ventilation, tube feed, pregnancy termination). This 
document is specific to Arizona and other states may have limitations. 

o Five Wishes is a living will that was developed by a national non-profit 
organization called Aging with Dignity and is recognized in the state of 
Arizona as a legal document that is written in easy to understand terms for 
the patient and can be completed online at https://agingwithdignity.org/  

• Do Not Resuscitate (DNR) 
• Durable Power of Attorney for Health Care: A limited legal document that 

designates an individual to become the agent for the patient and make medical 
decisions in the event the patient is incapacitated. This is different from a Power 
of Attorney document that allows a designee to make all decisions including 
financial and medical. 

 
When should I initiate the advance care planning conversation? 

This conversation should take place while the patient is still well enough to 
participate in their health care decision-making. Ideally, prior to a hospitalization, 
and can start with patients who have a chronic illness, such as heart failure or 
cancer, or any patient over the age of 55. However, these documents may be 
completed at any time as long as the patient is competent. 
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Why should I discuss advance care planning with patients? 
 

Providers who engage in the discussion of advance care planning gain a better 
understanding of their patient’s views, their goals for medical treatment, their 
preferences for end-of-life care, and their fears about medical interventions.  

 
The patient’s family may have a different understanding of the patient’s values and 
wishes. Advanced directives can lead to fewer conflicts during a critical illness when 
medical decisions must be made. 
 

 
 
Let us not find ourselves in this situation. Talk to your patients about their wishes for 
care prior to a critical illness. 
 
Thank you for your time. Please complete the post-education survey regarding advance 
care planning through the link below. 
 
https://uarizona.co1.qualtrics.com/jfe/form/SV_1Ha5hzZrZOfG3GZ 
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APPENDIX F: 

PRIMARY CARE PROVIDER SURVEY ON BELIEFS AND ATTITUDES TOWARDS 

BARRIERS TO ADDRESSING ADVANCE CARE PLANNING: POST-EDUCATION 

SURVEY 
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Beliefs Towards Barriers to Addressing Advance Care Planning 
 
Please mark one reply to each item that best reflects your opinion. There are no right or wrong 
answers: 
 
Items are scored on a Likert-type scale with responses ranging from:  
Strongly Disagree  Disagree  Neither  Agree   Strongly Agree 
  1     2   3   4    5  
 
In your opinion: 
 
1. Advance directives should be addressed with all patients with a chronic illness 

  1 2 3 4 5  

2. The patient is responsible for initiating advance directive discussions 

  1 2 3 4 5  

3. I am the primary person responsible for addressing advance directives with my patients 

  1 2 3 4 5  

4. Advance directives have a positive outcome on patient’s quality of life 

  1 2 3 4 5  

5. I will consider the need for advance directives with each of my patients at every office visit 

  1 2 3 4 5  

6. Time will remain a factor when deciding to address advance directives with my patients 

  1 2 3 4 5  

7. Personal beliefs will remain a factor when deciding to address advance directs with my 
patients 

 
  1 2 3 4 5  

8. I am better prepared to discuss advance directives with my patients with a chronic illness 

  1 2 3 4 5  
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9. The information I received has helped me to better understand advanced directives, and I 

will use the information to educate my patients who have a chronic illness. 
 

1 2 3 4 5  
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