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Abstract

Background. The high risk of mechanical ventilation with COVID hospitalizations requires health-care systems to rapidly

innovate advance care planning (ACP) delivery for hospitalized patients to promote goal-concordant care.

Measures. Assess the impact of a social work and care management intervention on the proportion of admitted patients

each week with a Medical Durable Power of Attorney (MDPOA).

Intervention. Social workers were consulted to assist with identification of a surrogate decision maker and completion of

MDPOA forms for hospitalized patients. This intervention utilized change management strategies and was implemented

between April and June 2020.

Outcomes. From a baseline average of 30.1%, the weekly percentage of admitted patients with MDPOA forms rose to

42.8% with correlating evidence of nonrandom special cause variation.

Lessons Learned. Use of change management strategies resulted in rapid implementation of an effective ACP initiative.

Ongoing needs include focusing on intervention sustainability and education of interprofessional providers about ACP

processes. J Pain Symptom Manage 2021;61:579e584. � 2020 American Academy of Hospice and Palliative Medicine. Published by

Elsevier Inc. All rights reserved.
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Key Message
This article describes a quality improvement inter-

vention aimed at improving MDPOA completion rates
for hospitalized patients during COVID-19. Human-
centered design and effective change management
strategies have led to early success. In anticipation of
ongoing COVID hospital admissions, organizations
need to implement hospital-based ACP initiatives to
promote goal-concordant care.
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Background
Studies have cited the effectiveness of advance care

planning (ACP) in improving patient quality of life,
decreasing use of intensive medical interventions at
the end of life1,2 and contributing to fewer in-
hospital deaths.3,4 Despite these benefits, patient
engagement in ACP remains low5,6 and interventions
to improve ACP in health systems has remained
elusive, particularly for patients hospitalized in acute
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care settings. Barriers to implementation of ACP pro-
cesses in the hospital setting include a hospital culture
focused on curative norms, low health system organi-
zational priority, work practices that pigeonhole ACP
to a specific front-line provider group and lack of
accountability and feedback.7

One aspect of ACP includes designating a medical
durable power of attorney (MDPOA) to make treat-
ment decisions if a patient becomes incapacitated.8

Our academic center struggled with MDPOA docu-
ment completion with completion rates around 25%
since 2012. During the COVID pandemic, there was
a high risk of respiratory decompensation, intubation,
and mortality anticipated with COVID hospitaliza-
tions.9 In this context, our hospital recognized the par-
allel surge of goals of care discussions and medical
treatment decisions. We focused on rapidly devel-
oping a process where patients were provided the op-
portunity to complete an MDPOA form so that a
decision maker was identified by the patient, should
they become incapacitated at any point in their hospi-
talization. This paper outlines our approach to imple-
menting this process and our results after two months
of this innovation.
Methods
Stakeholder Engagement and Design

Our institution is a 650-bed tertiary referral, aca-
demic medical center serving the Denver metropol-
itan area. Our pre-existing process for completing
MDPOA forms consisted of the bedside nurse
completing MDPOA paperwork if one was not avail-
able in our electronic medical record (EMR). This
process did not include any follow up or account-
ability metrics. A previously conducted survey of 732
bedside nurses, 125 medical assistants, and 52 care co-
ordinators at our institution revealed that time con-
straints, logistical issues (i.e., locating ACP
documents and uploading them into the EMR), and
patient clinical condition (nonverbal or altered
mental status) were the three main barriers to ACP
completion for hospitalized patients.10 In thinking
about how to redesign this process, we engaged part-
ners who brought diverse relevant perspectives and
front-line experience about how the hospital was
changing in the midst of the COVID pandemic. It
was critical that the stakeholders we engaged also
had the resources to sustain costs of a proposed inter-
vention. We created a work group that included: chief
medical officer of the revenue cycle, senior director of
care management, social work (SW) and care manage-
ment (CM) managers, physician advisor, and a pallia-
tive care physician. All members of the work group
demonstrated a sense of responsibility and
commitment to the goal of developing a rapid
MDPOA process resulting in change.
The interdisciplinary work group used a human-

centered design11 approach, the Model for Improve-
ment, and plan-do-study-act cycles when creating this
intervention.12 Human-centered design integrates
the end-userdthe person who will be ultimately con-
ducting the interventiondinto the design process.
In addition, human-centered design considers the
impact the design will have on key stakeholder
groups.13 The group focused on three main topics:
1) which discipline has the skillset to facilitate comple-
tion of an MDPOA document; 2) which discipline has
the ability to rapidly integrate this process into their
workflow; and 3) how to integrate accountability into
the process. We predicted that nursing, physicians,
and advanced practice providers would be over-
whelmed with COVID admissions. We recognized
that the SW team were ideally suited to assist with
MDPOA completion given their training in supportive
counseling, knowledge of ACP, and communication
skillset. Our institution follows the American Case
Management Association recommended model of
staffing and has 1 SW per 36 floor level patients and
1 SW per 25 intensive care level patients. Our hospital
has 28 SW’s staffing floor level patients. We antici-
pated that some SW’s could be reassigned from lower
patient volume areas because of cancellation of elec-
tive procedures and would be able to assist busier
COVID units.

Intervention
The intervention developed was a process where the

CM, who completed a screen of all hospitalized pa-
tients, auto-consulted the SW if a patient did not
have an MDPOA complete within the last year
(Fig. 1). A CM routinely conducts a chart review for
newly admitted patients within 24 hours of admission.
If there is no MDPOA available in the Media tab, then
the CM places an electronic SW consult in EPIC specif-
ically requesting MDPOA completion. Only the CM
completing the admission assessment for the patient
places the SW consult for MDPOA completion.
We recognized that successful implementation

required effective change management strategies. We
anticipated resistance in two major forms: 1) concern
for competing demands from CM and SW teams and
2) low tolerance for changing as quickly as the health
system needs. The use of change management strate-
gies to mitigate these concerns was paramount.14 Edu-
cation was disseminated to the SW and CM teams
about the importance of the MDPOA. A one-hour
in-person training session was conducted to train
SW’s on how to assist patients in completing the
form. An email communication was sent to hospital
medicine clinicians regarding the new process a



Fig. 1. Outline of Medical Durable Power of Attorney (MDPOA) quality improvement project. CM ¼ care manager; SW ¼
social worker; EMR ¼ electronic medical record.
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week prior to the start date of April 12, 2020. This pro-
vided opportunity for questions, concerns, and to
manage expectations around the initiative. Proactive
communication and education of front-line providers
was critical and helped support organizational units
most impacted by this quality improvement project.
A key message was that this process would require flex-
ibility and resilience but, if successful, would lead to a
quick and necessary process change.

Data Collection
Data were collected using an automated search

query in Epic, the EMR. A search query was created
of weekly patients who were admitted as inpatient class
at our hospital and whether they had an MDPOA form
scanned into the EMR. The query collected all pa-
tients with an admission over the defined 7-day
week, and then of those patients, determined how
many patients had a scanned MDPOA form. If a pa-
tient had more than one encounter during the
selected date range, data from the most recent
encounter were utilized.

Measures
The primary quality measure was the proportion of

admitted patients each week with a scanned MDPOA
form. The numerator was the number of patients
admitted that week who had an MDPOA form scanned
into the EMR during the 7-day period searched. The
denominator was the total number of hospitalized pa-
tients over the age of 18 during the 7-day period
searched. In addition, the SW manager collected the
number of SW consults placed solely for MDPOA
completion during the first month of the
intervention.

Analysis
The primary quality measure was tracked using a sta-

tistical process control (SPC) p-chart. This method was
selected because SPC charts measure variation in data
over time and allow for the determination of whether
the variation observed reflects common-cause
(random) variation or special-cause (nonrandom)
variation. The upper and lower thresholds (control
limits) on a p-chart account for variations in the de-
nominator and are 3 standard deviations above and
below the average. Thus, the type 1 error (alpha) for
any single point outside of the control limits is
0.0027.15
Ethical Considerations
Per the Colorado Multiple Institutional Review

Board, this project is a quality improvement initiative
and does not require review. Reporting followed the
Revised Standards for Quality Improvement Reporting
Excellence.16
Results
The average baseline proportion of weekly admitted

patients that had any scanned MDPOA forms was
0.302. Before the initiative, the process was under sta-
tistical control except for the week of March 8th where
the proportion was 0.43. The week of March 8th is an
example of a special cause signal or nonrandom
variation.
The MDPOA process began the week of April 12th,

2020. Two additional steps were required by CM’s
which included reviewing the patient’s chart for a pre-
viously completed MDPOA and placing an SW consult
if an MDPOA had not been completed. While these
activities required a small amount of extra time, the
workload was manageable and did not require extra
care management staff. From the week of April 12th
through the week of May 3rd, the SW team received
1088 consults requesting MDPOA completion. Eight
weeks into the intervention, the number of MDPOA
consults overwhelmed the capacity of the SW team.
As a result, the intervention was amended to prioritize
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patients at risk for poor outcomes starting the week of
May 31st. High-risk patient services were COVID,
Acute Care of the Elder, Trauma Acute Care Surgery,
Oncology, and Medicine. The total number of SW
consults for MDPOA completion in June decreased
to 153 after the intervention was amended compared
to 358 MDPOA consult requests received the preced-
ing month. The range of the total number of hospital-
ized patient’s preintervention was 592e849 and
during the intervention was 589e828. The preinter-
vention average rate for MDPOA forms in the EMR
was 30.1% and the postintervention average was
42.8%. Significant, or special cause (nonrandom),
variation was noted in comparison to the baseline at
all time points after April 12th (where the proportions
were all above the upper control limit (3 SD) from the
baseline mean (Fig. 2). Appendix A displays the same
data but with the control limits fixed at the beginning
of the intervention, and all points indicating evidence
of special cause or nonrandom variation are indicated
with open triangles.
Discussion
We observed an increase in the number of hospital-

ized patients who completed an MDPOA form after
an SW led ACP intervention. This increase was immedi-
ately noted when the intervention began as demon-
strated by an increased signal in Fig. 2 for the week of
April 12th. This was an expected increase as the inter-
vention was intentionally designed to automatically
consult SW’s for MDPOA completion. If an increase
in MDPOA completion was not observed in the first
week, this would have suggested the intervention was
not being implemented correctly. In addition,
continual media coverage of COVID-19 during this
time likely contributed to patients’ heightened
Fig. 2. Control chart for weekly proportion of hosp
awareness of the importance of ACP and possibly
increased their receptiveness to discussions involving
MDPOA’s. Fig. 2 shows an increase in MDPOA comple-
tion the week of March 8th before the intervention had
started. We do not have a clear explanation for this in-
crease. We hypothesize that some of this increasemight
be due to earlier efforts in outpatient clinics to have pa-
tients complete an MDPOA form as well as media
coverage of death and dying from COVID-19.
Existing literature on ACP completion in the acute

care setting has focused on engaging palliative care
teams and the positive impact this has on ACP, quality
of care, and cost.17e19 Sadeghi et al. evaluated the
feasibility of implementing a hospital-based ACP inter-
vention led by a nonclinician health educator. The
study determined this type of intervention would be
feasible to implement.20 Our intervention demon-
strates a less complex and scalable way to utilize an
SW to assist with MDPOA completion. This work lever-
ages the training of SWs to engage in potentially diffi-
cult conversations and promotes the importance of
front-line providers engaging in primary palliative
care. The success of this innovation comes as a result
of a healthcare climate acutely aware of the impor-
tance of ACP, the health system making MDPOA
completion an organizational priority, and engage-
ment of key stakeholders. Having a shared purpose,
effective utilization of available resources and auto-
mating social work consults for MDPOA completion
were critical factors in the impact of this innovation.
Areas of Growth and Opportunity
This quality improvement project highlights

further areas of opportunity. Front-line providers
need to be educated about the importance of the
scanned MDPOA instead of only verbal identification
of a proxy. Colorado has a consensus surrogate
italized patients with completed MDPOA forms.
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consent law that requires all reasonably available
‘‘interested persons’’ come to a consensus about
who should act as the decision-maker. If a patient
only has a verbally identified proxy and then subse-
quently loses decision-making capacity, an all-
interested party meeting must be conducted to iden-
tify a decision maker. During the era of COVID, the
time-consuming process of an all-interested party
meeting is burdensome on the medical team, diffi-
cult to execute because of visitor restrictions, and
has the potential to delay medical decision-making.
Although the majority of states have hierarchy surro-
gate consent lawsdwhere family members or people
closest to the patient become decision makersdthis
approach has come under legal scrutiny due to
concern about whether prespecifying a priority order
of surrogates is able to accurately reflect contempo-
rary family and cultural diversity.21 Thus, this initia-
tive encourages capturing the patients’ own
preferences for a trusted medical decision maker
while they have capacity.

Sustainability
The increase in rates of MDPOA completion slowly

decreased over the intervention period, but the
process remained in statistical control, without evi-
dence of a new downward special cause signal toward
our baseline. Early on, we recognized that sustainabil-
ity of this initiative would be challenging as we
anticipated hospital capacity would increase with
the re-introduction of elective surgeries and non-
COVID admissions. MDPOA completion dropped
toward the middle of May because of the rising num-
ber of SW consults and we amended the initiative
the week of May 31st to focus on high risk patient pop-
ulations. ACP workflows need to be owned by inter-
professional front-line health-care disciplines because
there are multiple opportunities to complete the
MDPOA form during a hospitalization. Next steps
include focusing on expanding outpatient ACP discus-
sions in primary care and specialty clinics. We will
work to provide a framework where inpatient front-
line workers develop the knowledge and comfort to
engage in ACP discussions as a routine part of care.
It will be critical to integrate accountability and feed-
back into the processes. We are advocating for an
ACP hospital safety and quality metric which will facil-
itate obtaining organizational support to ensure
ongoing improvement in ACP processes.

Limitations
This quality improvement initiative had a number of

limitations. The Epic query was only able to capture
evidence that a hospitalized patient had a completed
MDPOA form, not that the documentation was
completed during the hospitalization. Thus, it is
possible that differences in our study could be due
to increased MDPOA completion in the outpatient
setting. As reported, the SW team received 1088
MDPOA consults during the first month, completely
separate from all other SW consults. Additional sec-
ondary measures that would have been helpful for
our analysis include the date the MDPOA form was
scanned into the EMR, the number of patients that
refused to complete an MDPOA and why, and the
number of patients who were unable to complete
the form because of incapacitation.
Conclusion
Learning health-care systems have the ability to

recognize a significant need and rapidly innovate
and implement protocols to meet these needs. Our
MDPOA quality improvement project is an example
of this and, though we have had early success, we
continue to refine the intervention with a focus on sus-
tainability. In anticipation of ongoing COVID hospital-
izations, organizations need to implement ACP
initiatives to promote goal-concordant care. CM and
SW leaders have the opportunity to be effective drivers
of these initiatives and can highlight the need for
more widespread accountability and normalization
of ACP discussions.
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Appendix
Appendix A. Control chart for weekly proportion of hospitalized patients with completed MDPOA forms. All points outside
of the 3 standard deviation control limits (special cause signals) are indicated with open triangles in this alternative p-chart
with a frozen baseline.


