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ABSTRACT 

Purpose: The purpose of this Doctor of Nursing Practice project is to increase emergency room 

nurses’ personal initiative to engage in EOLC discussions by utilizing the PREPARED CPG. 

Background: While it is the duty of healthcare practitioners (HCP) to initiate end-of-life care 

(EOLC) discussions with their patients, less than one-third report receiving education in such 

discussions, and 46% report frequently being unsure of what to say in such discussions. Over 

25% of Medicare costs occur in the last year of the patient’s life, attributable to multiple 

hospitalizations and medically futile, costly interventions being performed. Approximately 75% 

of Americans do not have an Advance Directive in place. HCP need the tools and support 

necessary to confidently engage in proactive discussions about EOLC with their patients, 

ultimately avoiding costly and unwarranted medical interventions. 

Methods: A quantitative descriptive design was used to assess current personal practice of 

participants and factors associated with their use of the PREPARED CPG to facilitate EOLC 

discussions. Thirty emergency department (ED) nurses were educated on the CPG and 

completed a demographic survey, pre-education survey, and post-education survey. To be 

considered for inclusion ED nurses had to: (a) be core staff, (b) not in management or 

administration, and (c) consent. Exclusions included travel, float, and charge nurses. All aspects 

of project preparation and implementation were aligned with the Joanna Briggs Institute Model 

of Evidence-based Healthcare. 

Results: Most participants reported that they “sometimes” educate their patients/families on the 

difference between “full code” status and “DNR” (n=12, 40%). The most frequently reported 

reason participants did not engage in EOLC discussions was difficulty with the patient’s family 
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(n=14, 46.7%). Nearly all participants found the PREPARED acronym easy to understand and 

practical for use in the ED (93.3% and 76.7%, respectively). Most respondents stated they will 

use this information in their practice and reported a degree of increased confidence to engage in 

EOLC discussions (93.3% each). 

Conclusion: Results may be used to identify the need for EOLC discussion education and 

protocols in healthcare facilities. Feedback elicited may help to identify areas of interest for 

future research.
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INTRODUCTION 

Advance Directives (AD) are a vital part of every person’s healthcare regardless of age or 

current medical condition. The early establishment of one’s desires should they be unable to 

communicate their wishes regarding medical care can provide patients with the autonomy they 

deserve and prevent emotional distress in their loved ones (National Institute on Aging, 2018). 

While it is the responsibility of the healthcare provider (HCP) to initiate such discussions, many 

report external and internal factors that prevent this from happening. 

Background Knowledge 

The National Academies of Sciences, Engineering, and Medicine famously coined the 

term “good death”, describing this inevitability of life as one that minimizes suffering for all 

involved, is respectful of the wishes of patients and families, and is clinically and ethically 

reasonable (Field & Cassel, 1997). While it is the duty of healthcare practitioners to initiate end-

of-life care (EOLC) discussions with their patients, less than one-third of physicians report 

receiving education in such discussions, and 46% report frequently being unsure of what to say 

in such discussions (The John A. Hartford Foundation, 2016). Bjorklund & Lund (2017) note 

that normal discussions regarding a patient’s code status do not include discussion about CPR 

efficacy, adverse events, or physiologic or functional impairments in the chance of survival. This 

may explain why over 25% of Medicare costs occur in the last year of the patient’s life, 

attributable to multiple hospitalizations and medically futile, costly interventions being 

performed (Riley & Lubitz, 2010).  

Nurses are the most likely HCP to be present at the time of patient death but report a lack 

of EOLC curriculum in nursing school and a lack of employer-provided training once working as 
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nurses (White & Coyne, 2011). The American Nurses Association (ANA) officially stated that it 

is the duty of the nurse to assist patients with making informed decisions about their care, 

including the completion of advance directives (AD) to establish their wishes regarding  EOLC 

(ANA, 2012). Nurses providing patient care must question their patients on uncomfortable topics 

such as bowel movements, sexual history, and recreational drug use. Despite this open dialogue, 

nurses and other healthcare providers continue to struggle with initiating conversations to assess 

patient understanding and creation of advance directives. Aslakson et al. (2012) expanded on the 

advance directive (AD) knowledge gap by assessing healthcare workers to determine their 

perceptions of barriers to a “good death” and appropriate EOLC. Nurses identified many ethical 

and physical barriers, including lack of time (whether the nurse’s or physician’s), discomfort in 

discussing end-of-life care (EOLC), overly optimistic prognoses, lack of appropriate explanation 

during family discussions, fear of conflicting with physician’s opinion, differing opinions on 

what “good” quality of life entails, lack of skills, subject knowledge, and training, and cultural 

barriers. One major truth in the ANA position paper relayed that although CPR is the only 

invasive intervention presumed to be acceptable without a physician order, it is not appropriate 

for all patients (ANA, 2012). Perhaps most imperative is informing patients that DNR does not 

equate to “Do Not Treat”, but simply that every reasonable effort can and will be made to treat 

their condition in a humane and dignified manner (ANA, 2012). When healthcare workers 

pledge to “do no harm”, this includes the imperative to prevent administering futile or 

unreasonable interventions to a patient based on their condition or wishes. 
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Local Problem 

While 82% of Californians report believing that documented EOLC wishes were 

important, only 25% have done so (California Health Care Foundation, 2019). Desert Regional 

Medical Center (DRMC) is a certified stroke center and level II trauma center in Palm Springs, 

CA, an area with 30% of its population over the age of 65 (U.S. Census Bureau, 2018). Even 

with high acuity and elderly patients, admissions persist with “unknown” or assumed “full code” 

(life-sustaining measures including intubation, mechanical ventilation, and CPR) status. Two 

causes can be surmised from this: patients do not understand what “code status means” and 

healthcare practitioners are not having EOLC discussions with their patients.  

Oullette et al. (2018) reported that the public is so misinformed regarding resuscitation 

that they estimate post-CPR survival at 72%, with full neurological recovery at 65%. This 

statistic is quite daunting when the true survival-to-discharge rate lies at less than 11%. Of note, 

out of the 1,000 respondents to this survey, 71% watched television medical dramas on a regular 

basis (Oullette et al., 2018). This public knowledge gap is also highlighted by Rao, Anderson, 

Lin, & Laux (2014) after their assessment and analysis of the 2009 and 2010 U.S. HealthStyles 

survey. Of the 74.7% of respondents (n=5853) who reported not having an AD, the top reason 

was not knowing what they were. Over the course of a 3-month single-site study performed in 

2013 by Huynh et al., the cost of patients receiving futile medical treatment was estimated at 

$2.6 million. This finding correlates the lack of proactive EOLC discussions with negative 

repercussions on a systems-wide level. 
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Intended Improvement 

According to the American Academy of Family Physicians (AAFP), Clinical Practice 

Guidelines (CPG) are the result of a systematic review of evidence to compile generalizable 

statements to optimize patient care and provide a framework for clinical decision making 

(AAFP, 2017). Having a CPG in place can be an invaluable tool for providers, particularly when 

dealing with a highly sensitive or emotional subject matter. Since high quality communication 

skills have been shown to improve quality of care, communication improvement strategies 

should focus on increasing HCP self-efficacy, providing conflict resolution strategies, and 

fostering the ability to provide emotional support to patients (Coyle et al., 2015). One tool that 

can be applied to enhance communication efforts in the ED is the CPG compiled by Clayton, 

Hancock, Butow, Tattersall, & Currow (2007) which aims to guide providers as they discuss 

patient prognosis, EOLC choices, and clinical options (Appendix E). This CPG encourages 

practitioners to utilize the PREPARED acronym for prognosis and planning discussions. 

PREPARED stands for Prepare for the discussion, Relate to the patient, Elicit personal 

preferences, Provide information, Acknowledge feelings, (Foster) Realistic hope, Encourage 

further discussion, and Document the encounter (Clayton et al., 2007). The purpose of this 

Doctor of Nursing Practice project is to increase emergency room nurses’ personal initiative to 

engage in EOLC discussions by utilizing the PREPARED CPG. The primary aim is to instill 

practitioner confidence using education on the PREPARED acronym while removing the ethical 

dilemmas and moral distress traditionally associated with these interactions (Aslakson et al., 

2012). Stakeholders include the clinical leader/ author, clinical management, and emergency 

room nurses at DRMC. The role of nurse has an inherently assumed responsibility to provide 
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psychosocial support and alleviation of physical and emotional distress to patients regardless of 

condition, age, or personal beliefs. Therefore, every nurse should have the capacity to educate 

and advocate for their patients and present appropriate and realistic options to them (ANA 

Professional Issues Panel, 2017). 

Project Question 

This DNP project is designed to answer the following PICOT question: “In emergency 

room nurses, how does utilizing the PREPARED CPG compared to current practice increase 

personal initiative to engage in EOLC discussions?” 

Framework 

The theoretical framework that was used to guide this project is the Joanna Briggs 

Institute (JBI) Model of evidence-based healthcare. The model is based off the understanding 

that a wide variety of research types (including expert opinion and qualitative) are both credible 

and necessary for evidence synthesis (Pearson, 2010). The model describes four elements 

essential to the evidence-based process: evidence generation, synthesis, transfer, and utilization. 

For evidence generation, the JBI measures clinical interventions and practices using the FAME 

acronym (Pearson, 2010). Is there evidence of Feasibility? Appropriateness? Meaningfulness? 

Effectiveness? A practice should be practical and possible for the clinical setting, budget, and 

population, within context for the situation, understood by those participating, and achieve the 

desired outcome. When evidence can claim these four attributes, the JBI model considers it to be 

legitimate, whether obtained from expert opinion, inference, or scientific inquiry (Pearson, 

2010). Evidence synthesis is conducted using the FAME acronym as well, and JBI suggests the 

gold standard systematic reviews and meta-analysis of quantitative data in conjunction with 



 

 

 

 

16 

theoretical and qualitative data to get a more accurate and complete picture (Pearson, 2010). 

During the evidence transfer stage, dissemination is not the only goal. Rather, attention should 

also be focused on establishing systems and practices for the target audience to receive 

knowledge and be able to implement it in their clinical decision making daily (JBI, 2018). The 

transfer phase is summarized in three steps: training/education, delivery of information, and 

systems-led evidence transfer (Pearson, 2010). The utilization (or implementation) stage also 

contains three elements: change in practice, ingraining evidence through system-level change, 

and evaluation of the implementation on outcomes and care processes (Pearson, 2010). As with 

any model or practice implementation, barriers must be thoroughly addressed in all stages. 

Concepts 

Successful implementation can be accomplished following the JBI model (see Figure 1). 

Evidence Generation 

Surveys of the target audience were performed to assess barriers. This qualitative, 

subjective information is a sufficient level of evidence per the JBI (Pearson, 2010). Anticipated 

barriers include concerns regarding lack of time, resistance to change, complacency, and general 

discomfort with EOLC discussions. 

Evidence Synthesis 

A systematic review was performed. It determined the selected element of the chosen 

CPG was feasible, appropriate, meaningful, and effective (Clayton, Hancock, Butow, Tattersall, 

& Currow, 2007). The JBI supports the CPG approach, as it took into consideration best 

available evidence, including qualitative, quantitative, and expert opinion. (Pearson, 2010). 
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Evidence Transfer 

In-services were provided to educate all pertinent stakeholders/ participants on the 

necessity for and fundamentals of the PREPARED guideline. In-services and multi-media tools 

can be cost-effective and targeted strategies to transfer evidence (Pearson, 2010). 

Evidence Utilization 

The guideline will be reinforced through visual aids placed around units. Change agents 

will elicit feedback, provide support, and evaluate for effectiveness. The JBI model will allow 

for the merging of evidence-based interventions with valuable qualitative data to ensure that 

front-line nurses in the ER can confidently engage in EOLC discussions with patients, ideally in 

the earlier stages of their care continuum. 

 
FIGURE 1. Depiction of clinical practice implementation using the JBI model. (*=Feasibility, 

Appropriateness, Meaningfulness, Effectiveness) 
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Evidence Synthesis 

Literature Review 

To gain a more comprehensive understanding of why EOLC discussions are not taking 

place sufficiently, a literature search was conducted utilizing PubMed, Embase, and CINAHL. 

Keywords used included “advance directive education”, “end of life decision making”, and 

“barriers to end of life care”. Article inclusions were those in English, written within the last 6 

years, and with full text available. The search yielded 199, 22, and 48 results, respectively. 

Others were excluded due to being irrelevant to the clinical problem, having statistically 

insignificant findings, or having an attributed evidence level less than IV (Polit & Beck, 2017). 

Fourteen articles were selected for inclusion (Appendix A). 

Strengths 

The primary strength of all studies evaluated was the lack of risk to patients, providers, or 

family members. Overwhelmingly positive outcomes of EOLC discussions and education were 

observed, including conservation of resources, patient autonomy, reduction in cost of care and 

medically futile interventions, and improved provider satisfaction (Kelly, Runge, & Spencer, 

2015).  

Limitations and Project Rationale 

Regardless of methodology used in the research, many issues arose that compromised the 

external and internal validity of the various articles. As with any study involving concepts as 

complex and emotionally charged as EOLC, history (i.e. external co-existing factors at the time 

of study) and the temporal ambiguity of retrospective studies prove to make causality difficult 

(Chavez et al., 2018; Hickman & Pinto, 2014; Marco et al., 2017; Syed et al., 2017).  
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Gaps in the literature include innovative ways to proactively begin EOLC discussions 

early in the patient’s course of care, ideally before an emergent decision regarding code status is 

necessary. Perhaps the strongest indicator in support of the need for education and protocol for 

EOLC discussions is the finding that lack of education and training persists as providers’ most 

frequently reported barrier (Aslakson et al., 2012; Omar Daw Hussin et al., 2018). 

This evidence shows that, although fundamental to patient-centered care, end-of-life 

(EOLC) discussions are not happening regularly due to an array of barriers and systems failures. 

Incidental findings also showed a large disparity amongst the care quality, intensity, and 

frequency employed with minority populations in comparison to their Caucasian counterparts 

(Aslakson et al., 2012; Chavez et al., 2018; Crist, Ortiz-Dowling, Shea, & Phillips, 2018; Haines 

et al., 2018). Lack of proper, proactive EOLC planning can cause great distress to patients, 

practitioners, and caregivers, resulting in compassion fatigue, unnecessary and aggressive 

treatment, and a continuance in ineffective, “broken” healthcare systems (Aslakson et al., 2012; 

Chavez et al., 2018; Hickman & Pinto, 2014; Peltier et al., 2017). Overarching themes show that 

patients not only desire these interactions with healthcare providers, but that their satisfaction 

and care interventions improve because of them (Lee et al., 2018; Schoenborn et al., 2017; 

Walczak et al, 2017). Patients and HCP are still displaying a lack of knowledge and confidence 

to engage in these discussions, and in many instances don’t fully comprehend code statuses or 

advance directives (AD) (Pirinea et al., 2016; Syed et al., 2017). Interestingly, a literature search 

has determined no additional research related to the PREPARED CPG since 2007, presenting a 

need for further investigations. 
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METHODS 

Design 

This DNP project used a quantitative descriptive design to assess current practice of 

participants and factors associated with their use of the PREPARED CPG to facilitate EOLC 

discussions. Descriptive design generates a precise illustration of existing factors, determines 

frequency of occurrence, and groups information. Specifically, quantitative descriptive research 

produces statistics detailing the frequency of its variables (Gray, Burns, Grove, & Sutherland, 

2017). The project aimed to determine “what is” rather than identifying causality between factors 

(The Association for Educational Communications and Technology, 2001). 

Setting 

The project took place in the emergency department (ED) of a 385-bed level II trauma 

center in Palm Springs, a southern California resort city. The ED was selected as it is the 

“gateway” between outpatient and inpatient status. Conditions are often first identified and 

addressed in the ED, and the nurses have a unique opportunity to bring up EOLC with patients 

who are waiting for admission or discharge. The ED setting can facilitate initial EOLC 

discussions, continue discussions with patients who already have an Advance Directive, and 

establish the patient’s wishes for the duration of care (Baruchin, 2016). This hospital is a 

teaching facility, and CPG implementation and EOLC education will help to shape the bedside 

practices of newer healthcare providers as they grow in their careers. This may also encourage 

the promotion of evidence-based, patient-centered care on a systems-wide level while ensuring 

an essential function of nursing is achieved, which is the promotion of patient autonomy. 
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Participants 

Thirty emergency department nurses were asked to participate in the project. To be 

considered for inclusion ED nurses had to: (a) be a core staff nurse in the ED, (b) not hold a role 

in management or administration, and (c) consent to participate. Exclusions included: (a) travel 

nurses, (b) float pool nurses, and (c) charge nurses or other management. While considered to be 

a weaker form of sampling, convenience sampling was both necessary and efficient in terms of 

cost and goals for this project (Polit & Beck, 2012). Snowball sampling was also encouraged for 

purposes of recruitment, and participants were asked to actively seek out other potential 

participants in this setting. Snowball sampling can be difficult as it relies on selected participants 

to recruit others and it may pose challenges to representativeness due to a diverse population 

(Polit & Beck, 2012). Participants did not receive compensation for participation. 

Measures 

Surveys should be reliable, credible, yield reproducible results, and measure what they 

are intended to (Finkelman, 2017). To establish these criteria, the surveys used in this project 

were created with consideration to the JBI FAME acronym. In addition, two experts from the 

participating site reviewed the project materials and provided feedback. This is one way of 

achieving content validity, which ensures that the items on tools measure the construct they 

purport to measure (Salkind, 2010). The first item was a three-item demographic survey which 

asked the participant’s sex, age in years, and years of experience as a registered nurse. The 

second measure was a two-item pre-education survey which helped to determine the frequency 

with which the ED nurse discussed EOLC and code status, and the factors that prevented them 

from doing so. If the participant felt that this measure did not provide them the appropriate 
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option, related to their experiences, participants were provided an opportunity to elaborate or add 

new barriers or personal opinions for not engaging in EOLC and code status discussions (see 

Table 2). Lastly, a  five item post-educational survey was created to see if the CPG education 

was easy to understand, practical in the ED, useful for EOLC discussions, important in providing 

the best patient care, and instilled more confidence in the ED nurse to engage in these 

discussions. The measures were developed by integrating concepts from the Joanna Briggs 

Institute Model of Evidence-based Healthcare. Suggestions from the University of Wisconsin’s 

2010 Survey Fundamentals: A Guide to Designing and Implementing Surveys were also 

considered during the creation of the measures (see Appendix D). 

Data Collection 

The data collection period took approximately two weeks in September 2019, with 

analysis completed within the month following. Participants were provided privacy in a back 

area of the ED, then individually presented with a 10-minute verbal overview of the project and a 

copy of the PREPARED CPG summary for EOLC discussion (Appendix E). Participant 

demographic variables were collected (Appendix B). Next, the pre-education survey containing a 

consent statement was administered to establish the nurse’s current practice surrounding EOLC 

discussions, including factors preventing such discussions (Appendix C). A brief face-to-face 

education session on the PREPARED CPG followed. Following the education, information 

about the education session was measured using the post-education survey. Participant’s 

confidentiality was ensured by storing all collected forms in a secure location in a home office, 

which is only accessible by this DNP student.  Documents will be properly destroyed through 

shredding upon completion of the project. 



 

 

 

 

23 

Data Analysis 

With assistance from the University of Arizona’s Office of Nursing Research, Microsoft 

Excel and SPSS software was used for data analysis. Likert scale questions were assigned 

numerical values to allow for quantitative descriptive analysis. Data were analyzed to calculate 

descriptive statistics and frequencies. Grouping Likert scale questions to achieve a “score” is 

recommended when attempting to quantify a concept that is not concrete, in this instance, nurse 

perceptions (Sullivan & Artino, 2013). 

Ethical Considerations 

Due to the virtually nonexistent risk to participants, it was anticipated correctly that this 

project may be deemed exempt by IRB, and perhaps even excluded from the Common Rule 

protecting human subjects (Bonnel & Smith, 2018). The population selected (Emergency Room 

RN’s) are not considered to be a vulnerable population. However, the basic ethical principles of 

respect for persons, beneficence, and justice must be observed in any project involving human 

subjects. 

Respect for Persons 

This project provided participants with the autonomy to participate and did not utilize 

participants who might have diminished autonomy (Office for Human Research Protections, 

2018). 

Beneficence 

This project had no anticipated risks associated with it and has the potential to positively 

shape future practice. 
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Justice 

Justice was ensured by keeping all information confidential, allowing all who were 

qualified to participate, treating participants equally, and administering standardized tools to all 

participants (Polit & Beck, 2012; Office for Human Research Protections, 2018). 

RESULTS 

Demographics 

The sample size was comprised of 30 registered nurses. In accordance with the Central 

Limit Theorem, this sample size was deemed sufficient to represent the ED nurse population 

(LaMorte, 2016). Of the participants, 60% were female and 40% were male (n=18 and n=12, 

respectively) (Table 1). Most participants were aged 31- 40 years old (n=12, 40%). The most 

frequently reported amount of years as a registered nurse were 3-5 years, 6-10 years, and 11-20 

years (26.7% for each value).  

TABLE 1. Demographic data. 

Demographic Variable % (n) 

Sex 
 

Male 40 (12) 

Female 60 (18) 

Age in years 
 

18-30 16.7 (5) 

31-40 40 (12) 

41-50 23.3 (7) 

51-60 16.7 (5) 

61-70 3.3 (1) 

71+ 0 (0) 

Years as RN 
 

0-2 3.3 (1) 

3-5 26.7 (8) 

6-10 26.7 (8) 

11-20 26.7 (8) 

20+ 16.7 (5) 
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Pre-Education Survey 

Participants were asked to reflect on how often they educated adult patients and their 

families on the difference between “full code” and “DNR/DNI.” Options included “never”, 

“rarely”, “sometimes”, “often”, and “always”. Most participants reported that they “sometimes” 

educate their patients/families on the difference between “full code” status and “DNR” (n=12, 

40%); only one answered “never”, and only two answered “always” (3.3% and 6.7%) (Figure 2).  

 

FIGURE 2. Frequency of code status education. 

The second and final item in the pre-education survey asked participants to reflect on 

those times when they did not discuss EOLC matters. Of the participants, 6.7% stated they forgot 

or felt uncomfortable discussing EOLC (n=2 for each option), 20% (n=6) felt it is not the 

responsibility of the ER RN to discuss EOLC, 23.3% felt they had not received proper training or 

did not have the time to discuss EOLC (n=7 for each option), and 36.7% (n=11) felt the patient 
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didn’t seem receptive to EOLC discussions. The most frequently reported reason was difficulties 

with the patient’s family (n=14, 46.7%) (Figure 3).  

 

FIGURE 3. Reasons EOLC issues were not discussed. 

When participants could not agree with any of the provided options on the pre-education 

survey, the participants used the “other” option to describe reasons for not discussing EOL issues 

with their patients. The predominant reason amongst the eight participants who chose to 

elaborate was that most patients who presented to the ED were not in critical condition (n=3, 

37.5%) (Table 2). One-quarter (n=2) felt it was not in their scope as an ED RN, and that EOLC 

conversations should be performed by physicians. The same number of participants (n=2, 25%) 

stated that the average situation was not appropriate for providing this type of education. One 

respondent touted the “violent reaction” of patients when confronted with such decisions as their 

reason for avoiding EOLC discussions. 
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TABLE 2. “Other” responses: Pre-education survey. 

“The clinical condition didn’t warrant it.” 

“The occasion does not come up too often.” 

“It is not in my scope as an ER nurse.” 

“The situation didn’t warrant this type of conversation.” 

“I believe it is more appropriate for the physician.” 

“I would only ask code status without educating further than the question asked.” 

“I only discuss it when it is necessary.” 

“Patients tend to have a violent reaction.” 

Post-Education Survey 

In keeping with the JBI model, the post-education survey items were designed to help 

determine if participants found the PREPARED CPG meaningful, appropriate, feasible, and 

effective. Nearly all participants found the PREPARED acronym easy to understand (n=28, 

93.3%) and 76.7% (n=23) found the guideline practical for use in the emergency department 

setting. In addition, 80% of nurses felt this information was important when providing the best 

patient care, and 93.3% reported increased confidence in engaging in EOLC discussions (n=24 

and n=28, respectively) (Figure 4). A total of 93.3% of respondents stated they would use this 

information when engaging in EOLC discussions with their patients (“Always”: n=16, 53.3%; 

“Sometimes”: n=12, 40%). 
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FIGURE 4. Post-education survey results. 

DISCUSSION 

Summary 

The aim of this DNP project was to determine if educating ED nurses on the PREPARED 

CPG would increase their personal initiative to engage in EOLC discussions. Data analysis 

identified that 93.3% of participants reported a degree of increased confidence after the 

education was provided. The JBI Model was a sound choice for this DNP project, as it integrated 

clinical expertise, qualitative responses, and evidence-based data (Pearson, 2010). Using this 

framework, the PREPARED CPG was determined to be practical and applicable for the ED, 

budget, and nursing population, within context for the situation, understood by those 

participating, and achieved the desired outcome. In the absence of a clinically sound and 

evidence-based framework for knowledge translation and implementation, healthcare provider 

knowledge will be ineffectively carried over to practice (Lockwood & Hopp, 2016). The JBI 

partners with higher learning facilities worldwide to promote and disseminate evidence-based 
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research and practice in the healthcare setting, an example of the model’s “evidence transfer” 

stage (JBI, 2018).  

Strengths of the project included a 100% response rate of those invited to participate and 

the high level of feasibility in a chaotic environment such as the ED. The education provided 

through this project is pertinent to registered nurses with varying degrees of experience. The 

PREPARED CPG can be utilized by nurses at the beginning of their career, as well as with 

nurses with several decades of bedside experience. Although the participants were based in the 

emergency department, the PREPARED CPG can also be applied to virtually any healthcare 

environment, from primary care facilities to specialty outpatient clinics. The CPG education and 

its resulting effect of improved self-confidence can help nurses to engage with and empower 

patients in a meaningful way, while avoiding medically futile or inappropriate care and 

opportunity costs. Future projects could include improving interprofessional collaboration and 

communication, EOLC education beginning in nursing programs, and the need for further public 

education on Advance Directives (AD). 

Interpretation 

The surveys created for this adequately measured what they intended. ED nurses reported 

that the PREPARED CPG education was indeed feasible, appropriate, meaningful, and effective 

to their practice. Most participants indicated the information was both useful and important when 

providing patient care. The results indicate an almost unanimously positive reception, with 

96.7% stating they felt this CPG may be appropriate in the ED setting and 100% of participants 

agreed that the information was important when providing the best care to their patients. A 

potential positive impact on a personal and systems-wide level might therefore be inferred.  
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As mentioned earlier, no other examples of education on the PREPARED CPG were 

located during the literature search. However, the literature review did yield many conclusions 

that align with the ideals behind PREPARED, particularly the notion that EOLC discussions 

should be initiated early in the patient’s healthcare continuum and revisited often throughout 

their life to promote autonomy and dignity. Hickman & Pinto (2014) revealed an increase in role 

stress and depression of those caregivers and next of kin (NOK) who must act as agents for 

patients without AD. Peltier et al. (2017) highlighted an increase in patient satisfaction and a 

decrease in undesirable outcomes, such as ICU admissions, in patients involved in an advanced 

care planning (ACP) program. Schoenborn et al. (2017) suggested that when novice healthcare 

practitioners are provided with prognosis discussion education, they use prognosis more often in 

care decisions and significantly increase patients’ perceptions of communication and trust. 

Lastly, patients involved in communication support programs (CSP), in which nurses educate 

patients on asserting themselves in EOLC discussions early, showed a statistically significant 

increase in both self-efficacy and satisfaction (Walczak et al., 2017). This study alone suggests 

that nurses can and should play a meaningful role in EOLC discussions. 

One difference between an observed and anticipated outcome came from the data 

involving reasons EOLC discussions were not performed. The literature search conducted prior 

to project implementation indicated that many studies cited lack of education as the most 

frequently reported barrier to these discussions. In this project, less than one-quarter of 

respondents cited this barrier, while nearly half indicated experiencing issues with the patient’s 

family was persistently a problem.  
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Limitations 

This project took place in a level II trauma center in a resort community.  Different 

facilities might find replication of this project challenging related to recruitment. Obtaining a 

sample size of 30 ED nurses might prove difficult in a rural healthcare facility. One threat to 

internal validity could be personal bias, as many of the participants know the project designer 

personally. Efforts taken to limit this potential bias included providing participants privacy, away 

from the project designer, to fill out instruments and codifying forms with a numerical system to 

provide anonymity. 

Conclusions 

Utilizing the PREPARED CPG proved useful in increasing ED nurse’s personal initiative 

to engage in EOLC discussions. Sustainability could be achieved by providing or even 

mandating education on EOLC discussions with nurses in the ED and other acute care settings. 

This project could easily be utilized in other healthcare settings, including primary care offices, 

intensive care units, and telemetry units. Further research on the barriers preventing nurses from 

engaging in EOLC discussions must be performed, including promoting awareness that nurses 

can and should initiate these discussions early in the patient’s healthcare continuum. Nurses 

should be informed of their scope of practice and role regarding EOLC discussions, as many 

participants did not feel they were qualified or that it was their responsibility as a bedside nurse 

(ANA, 2012). Further research should also determine the significance of establishing EOLC 

discussion protocols within healthcare facilities. 

Education on EOLC discussions should be provided to nurses, both during their time in nursing 

school and while employed at the facilities in which they work. These discussions have been 
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shown to not only be within the scope of nurses, but also a moral imperative which promotes 

patient autonomy and dignity, provider satisfaction, and appropriate utilization of healthcare 

resources. 

OTHER INFORMATION 

Budget 

Expenses for this project included printing surveys and CPG reference pages for 

participants. The costs were negligible and assumed by the researcher (< $20).  
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APPENDIX A: 

EVIDENCE APPRAISAL TABLE 
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KEY: 

AD = Advance Directive, CA = Cardiac Arrest, PE = Pulmonary Embolism, AA = Aortic Aneurysm, MVA = Motor Vehicle Accident, PT = Pneumothorax, TO 

= Throat Obstruction, BU = Bleeding Ulcer, AR = Allergic Reaction, GSW = Gun Shot Wound, SA = Suicide Attempt 

 

ADL= Activities of Daily Living, IADL= Instrumental Activities of Daily Living, CFAI=Comprehensive Frailty Assessment Instrument, GDS= Geriatric 

Depression Scale, AD= Advance Directives, SS= Social Support, PF= Physical Functioning, HCP= Healthcare Provider 

 

LST= Life Saving Treatment, MV= Mechanical Ventilation, VI= Vasoactive Infusions, CRRT= Continuous Renal Replacement Therapy, HR= Hazard Ratio, 

CVD= Cerebrovascular Disease  

 

SDM=Surrogate Decision Makers, CCI=Chronically Critically Ill, NOK=Next of Kin, GCS=Glasgow Coma Scale, MV=Mechanical Ventilation, VD=Ventilator 

Dependent, RS=Role Stress, CESD= Center for Epidemiological Studies Depression scale, SS=Statistically Significant 

 

APRN= Advanced Practice Registered Nurses, IRB= Institutional Review Board, ProQOL= Professional Quality of Life Scale, CF= Compassion Fatigue, STS= 

Secondary Traumatic Stress, CS= Compassion Satisfaction 

 

ACP= Advanced Care Planning 

 

HCP= Healthcare Professionals 

 

EPCS=End-of-Life Professional Caregiver Survey, PFCC=Patient- and Family-Centered Communication, ECD=Effective Care Delivery  

 
CSP= Communication Support Program 

PFM= Patient Family Members, DNR= Do Not Resuscitate, DNI= Do Not Intubate 
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APPENDIX B: 

DEMOGRAPHIC SURVEY 

 



 

 

 

 

45 

Demographic Survey 

The purpose of this project is to increase emergency room nurses’ personal initiative to engage in EOLC discussions 

by utilizing the PREPARED CPG at Desert Regional Medical Center. 

 
If you choose to take part in this project, you will be asked to complete a demographic survey and pre-education 

survey, be educated on the clinical practice guideline, then complete a post-education survey.  It will take 

approximately 10 minutes to complete this process. There are no foreseeable risks associated with participating in 

this project and you will receive no immediate benefit from your participation.  Responses are anonymous.  
 

The information you provide will be used for study purposes alone and will be kept confidential. By completing this 

form, you are agreeing to allow me to use the information in this project. Thank you for your time. 

 
 What is your sex? 

o Male 

o Female 

 

 What is your age? 

o 18-30 

o 31-40 

o 41-50 

o 51-60 

o 61-70 

o 71+ 

 

 How many years have you been a nurse? 

o 0-2 

o 3-5 

o 6-10 

o 11-20 

o 20+ 
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APPENDIX C: 

PRE-EDUCATION SURVEY 
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Pre-Education Survey 

Please take a few moments to reflect on the materials that were provided to you, then complete the following 

questions. All information provided will be used only for study purposes and will be kept confidential.  

 
 Regardless of patient condition or age, how often during patient interactions do you educate adult 

patients/families on the difference between “full code” and “DNR/DNI”? 

o Never 

o Rarely 

o Sometimes 

o Often 

o Always 

 

 In those times when you do not discuss end-of-life issues with your patients, what are the reasons you did 

not? Select all that apply. 

o I forgot. 

o I don’t have time. 

o I have never been trained. 

o I feel uncomfortable. 

o The patient doesn’t seem receptive. 

o There are difficulties with the patient’s family. 

o It is not my responsibility as an ER nurse. 

o None of the above 

o Other: (Please explain)_________________________________________________________ 
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APPENDIX D: 

POST-EDUCATION SURVEY 
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Post-Education Survey 

 

After receiving education on the PREPARED guideline to engage in end-of-life discussions, please answer the 

following questions: 

 
 I was able to easily understand the PREPARED acronym. 

o Yes 

o Somewhat 

o No 

 

 I think this is a practical guideline to use in the emergency department setting. 

o Yes 

o Somewhat 

o No 

 

 I will use this information when discussing end-of-life decisions with my patients. 

o Always 

o Sometimes 

o Never 

 

 I feel more confident to engage in end-of-life discussions with my patients and their families. 

o Yes 

o Somewhat 

o No 

 

 I feel this information is important to use to provide the best patient care. 

o Yes 

o Somewhat 

o No 
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APPENDIX E: 

PREPARED CPG SUMMARY 
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Prepare for the discussion 
Allow for privacy. Ensure appropriate people are present. Confirm diagnosis 

and results prior. 

Relate to the person 
Establish rapport. Convey empathy and compassion throughout interaction. 

Elicit patient/caregiver 

preferences 

Identify reason for discussion. Ask for the patient/ caregiver’s understanding 

of the situation. Always consider cultural and contextual factors. 

Provide information 
If patient wants to know what to expect, tell them. Pace the conversation 

according to patient’s understanding and situation. Avoid jargon. Admit to 

chance of imperfections and uncertainties in diagnostics and prognostics. 

Avoid exact time frames. Ensure consistency between healthcare providers. 

Acknowledge 

emotions/concerns 

Respond to distress. Always acknowledge reactions, fears, and concerns. 

Realistic hope 
Be honest but not blunt. Do not be misleading or instill false hope. Reassure 

patients regarding symptom and pain management. Explore positive coping 

mechanisms along with establishing realistic goals. 

Encourage questions 
Encourage clarification and questions. Verify understanding. 

Document 
Write a brief summary of your discussion. Include other key healthcare 

providers involved in the patient’s care. 

(Clayton, Hancock, Butow, Tattersall, & Currow, 2007.) 

 



 

 

 

 

52 

APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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