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T he Patient Self-Determination Act was established in 1990 to 

ensure that US patients are informed of their right to make 

medical care decisions.1 Medical ethicist Bud Hammes, PhD, 

led a community effort in La Crosse, Wisconsin, in 1993 to develop 

an advance care planning (ACP) and decision-making model known 

as Respecting Choices.2 ACP entails 4 primary actions: (1) thinking 

through one’s relevant values and preferences, (2) talking about 

one’s values and preferences, (3) documenting one’s stated values 

and preferences, and (4) reviewing and updating documentation 

specific to one’s stated values and preferences. When performed 

in a comprehensive manner, these actions serve to (1) minimize 

decision-making burden on family members; (2) reduce the likeli-

hood of conflicts among a patient’s spokesperson, family members, 

and health care providers; (3) minimize the likelihood of over- or 

undertreatment; and (4) maximize the likelihood that medical care is 

consistent with patient wishes.3 Within 2 years of implementing ACP 

in La Crosse, completion of advance directives (ADs) in the region rose 

from 2% to 45%.4 This improvement was attributed to widespread 

standardization, documentation, and utilization of ACP processes.

In addition to better aligning care with patient wishes,5 adoption 

of ACP has been credited with reducing end-of-life cost of care. In 

2015, Dartmouth Atlas identified the La Crosse region as ranking 

among the areas with the lowest hospital utilization and total health 

care cost for end-of-life care.6 The national rate for hospitalizations 

in the last 6 months of life was 125 hospitalizations per 100 older 

decedents, whereas inpatient spending for that time frame was 

$15,366 per decedent. Similar rates for the La Crosse region were 

102 hospitalizations per 100 older decedents and $12,194 per decedent.

Clinicians at Mayo Clinic Florida (MCF) sought to determine 

whether ACP consultations could be implemented in an academic, 

multispecialty health care organization located in the Southeast 

United States with comparable results.

METHODS
Intervention

Beginning July 2014, MCF implemented a pilot to investigate the 

impact of offering ACP consultations on AD completion rates. An 
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ABSTRACT

OBJECTIVES: Advance care planning (ACP) consults have 
been credited with increasing the likelihood that patients 
will receive desired care at the end of life, including reduced 
hospitalization and spending. We aimed to investigate 
whether implementation of ACP consults leads to improved 
advance directive (AD) completion rates.

STUDY DESIGN: Retrospective case-control evaluation.

METHODS: Chart review was conducted among patients 
in hematology/oncology and primary care to compare AD 
completion rates of patients in each clinical area offered ACP 
consults between July 1, 2017, and June 30, 2018, and those 
not offered ACP consults prior to July 1, 2017.

RESULTS: Completed ADs increased from historic rates 
of 1% to 65.9% of primary care patient records. Among 
hematology/oncology patients offered consults, completed 
ADs were present in 28.1% of patient records compared with 
historic rates of 3%.

CONCLUSIONS: Patients offered ACP consults had 
significantly higher AD completion rates than those without 
consults in both primary care and hematology/oncology 
practices. The difference in ACP consult attendance between 
the primary care and hematology/oncology groups clearly 
suggests that further improvements can be made to assist 
patients in accessing AD education and completion support.
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ACP consult refers to an in-depth conversation between a patient 

and facilitator (typically a social worker). During the 1-hour consult, 

situations and examples are used to help patients understand 

options regarding future health care choices. ACP consults are 

performed using the Honoring Choices model.7 An AD describes 

2 types of legal documents, a Living Will and a Healthcare Power of 

Attorney/Designation of Healthcare Surrogate, that enable patients 

to plan for and communicate end-of-life wishes and designate 

health care decision makers to act on their behalf if necessary. 

Initial facilitator preparation includes 15 total hours of online and 

classroom training. All trained facilitators receive annual continuing 

education. The MCF ACP facilitator team includes social workers, 

volunteers, and support staff.

The pilot aimed to achieve 100 patient referrals yielding 50 ACP 

consults and 50 completed ADs documented in the electronic health 

record by October 2014. Over the next 2 years, the program was 

expanded to include primary care, hematology/oncology, dialysis, 

neuroscience, and palliative care patients. Patient self-referrals 

were also encouraged.

Study Design of Evaluation

Our retrospective study compared the AD completion rate for 

patients offered ACP consults with that for a randomly selected 

group of patients seen in the same specialties in the 90 days prior 

to consult implementation. The study entailed manual chart 

reviews of patients from 2 specialties that had the largest number 

of ACP consults: primary care (Community Internal Medicine) 

and hematology/oncology (Cancer Center). The referral pathway 

in primary care stemmed from provider education by a physician 

champion for ACP. In hematology/oncology, the referral pathway 

was generated primarily from the psychosocial distress screen and 

social work consults. Data on completed ADs 

were collected for patients who were offered 

ACP consults during the time range of July 1, 

2017, to June 30, 2018. For each of the control 

groups, a random sample was reviewed from 

the list of patients who had an appointment 

scheduled in primary care or hematology/

oncology in the 90 days prior to implementation 

after excluding patients who subsequently had 

ACP consults. Data on completed ADs were 

collected from the samples of primary care 

patients from March 1, 2015, to May 31, 2015, 

and hematology/oncology patients from February 1, 2016, to April 

30, 2016. Patient demographics, ACP consult attendance rates, and 

AD documentation rates were compared between the intervention 

and control groups with χ2 tests, t tests, and logistic regression 

adjusting for differences in patient age.

RESULTS
As presented in the Table, primary care patients who were offered 

ACP consults were significantly older than hematology/oncology 

patients offered consults. In addition, the hematology/oncology 

patients offered consults were significantly older than their control 

group. There were no significant differences in gender between 

the 2 study groups.

The ACP consult attendance and AD completion rates for each 

group are displayed in the Figure. A total of 320 patients in the 

primary care group were offered ACP consults during our time frame, 

and 257 (80.3%) attended an ACP consult. The ACP consult led to a 

completed AD document for 211 (82.1%) patients. Of the 63 patients 

in the primary care “offered and declined” group, 30 patients opened 

a patient portal message offering an ACP consult but did not respond 

and 33 patients had a scheduled ACP consult but did not attend. 

None of these patients had a completed AD in their record. Overall, 

65.9% of primary care patients who were directly offered a consult 

completed ADs. The historic rate of completed ADs among a random 

sample of primary care patients seen in the prior 3 months was 1%.

A total of 690 patients in the hematology/oncology group were 

offered ACP consults. A total of 222 (32.2%) patients completed 

ACP consults, leading to 157 (70.7%) completed ADs. There were 

468 patients in the hematology/oncology “offered and declined” 

group; 453 patients received a digital distress screening tool that 

TAKEAWAY POINTS

Patients who are offered advance care planning consults have significantly higher advance 
directive documentation rates than those without consults in both primary and specialty 
care practices.

 › Advance directives were completed by 82% of primary care and 71% of hematology/oncology 
patients completing advance care planning consults.

 › Consult acceptance rates appear to be influenced by mode of invitation, as well as patient 
age and underlying condition.

 › In addition to making end-of-life care more likely to match patient wishes, advance direc-
tives have been shown to lower end-of-life costs.

TABLE. Demographic Comparisons of Intervention and Control Groups

Characteristic

Primary care Hematology/oncology Comparing study groups

Study group Control group P Study group Control group P P

Age in years
Range: 25-93 Range: 17-91

.090
Range: 19-92 Range: 18-91

.005 <.001
Mean: 63.5 Mean: 66.3 Mean: 59.8 Mean: 63.6

Gender
58.1% female;

41.9% male
54.0% female;

46.0% male
.467

52.8% female;
47.2% male

50.0% female;
50.0% male

.625 .174
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offered an ACP consult, 11 patients had a scheduled ACP consult 

but did not attend, and 4 patients had a separate appointment in 

which they were offered an ACP consult but declined. We reviewed 

100 randomly selected patients from this group, of whom 8 (8%) 

had a completed AD in their record. Overall, extrapolating from our 

sample, 28.1% of hematology/oncology patients who were directly 

offered a consult completed an AD. Meanwhile, the historic rate of 

completed ADs among a random sample of hematology/oncology 

patients seen in the prior 3 months was 3%. Among patients attending 

ACP consults, AD completion rates were higher among primary care 

patients than hematology/oncology patients (primary care: 82.1%; 

hematology/oncology: 70.7%; age-adjusted P = .005).

DISCUSSION
ADs have been shown to increase the likelihood that patients receive 

the care that they want at the end of life.8-10 We discovered that 

providing ACP consults was associated with a significant increase in 

AD completion rates in both primary care, where completion rates 

among those offered consults was 65.9% compared with 1% among 

the historical control group, and in the hematology/oncology patient 

group, where completion rates increased from the historical rate of 

3% to 28.1% among those offered consults. Although we hypothesized 

that hematology/oncology patients might complete ADs at higher 

rates due to malignancy diagnoses, among patients who attended ACP 

consults, AD completion rates were significantly higher in primary 

care than in hematology/oncology. Primary care patients also attended 

ACP consults at higher rates than hematology/oncology patients. 

One explanation for these findings lies in how the opportunity for 

ACP consult was presented to patients. All the primary care patients 

offered consultations were on the primary care panel of one of the 

authors (C.M.). They were invited to participate through a letter from 

their primary care provider. Meanwhile, most of the Cancer Center 

patients who were offered ACP consults were identified at the time of 

psychosocial distress screening. Based on answers to an iPad-based 

tool about ACP, patients were informed about AD, asked about their 

current AD status, and offered an ACP consult. These findings could 

also be age-related, as the primary care patients were a mean of almost 

4 years older than the hematology/oncology patients. Alternatively, 

the hematology/oncology patients may be interested in ACP but may 

want to complete ADs with their primary care providers.

A review of our program noted several key strengths and critical 

success factors. First, some providers regularly discussed ADs with 

their patients, leading to increased referrals for ACP consults. This 

finding points to the criticality and impact of the referral source.11 

Second, utilizing an electronic psychosocial distress screening tool 

to identify candidates for ACP consults served to increase patients’ 

overall awareness of ACP, including the availability of consults. 

Third, the option for patients to self-refer presented an additional 

path for ACP consults. Fourth, the support of dedicated resources 

as a consistent point of contact for information, education, general 

inquiries, scheduling, and problem-solving proved critical to the 

success of the study. Fifth, the enthusiasm and continued support 

from trained facilitators and committed leadership proved invalu-

able to the success of the pilot and subsequent expansion of ACP 

consults organization wide.

Case, n = 320 Control, n = 100 Case, n = 690 Control, n = 100

ACP consult? ACP consult? ACP consult? ACP consult?

INTERNAL MEDICINE HEMATOLOGY/ONCOLOGY

n = 257 n = 63

AD submitted during 
study period?

n = 0 n = 100

AD submitted during 
study period?

Yes
n = 211

No
n = 46

Yes
n = 1

No
n = 99

n = 222 n = 100a

AD submitted during 
study period?

Yes
n = 157

Yes
n = 0

No
n = 63

No
n = 65

Yes
n = 8

No
n = 92

n = 0 n = 100

AD submitted during 
study period?

Yes
n = 3

No
n = 97

Analysis data set, n = 842

Yes Yes Yes YesNo No No No

FIGURE. Sample Sizes, ACP Consultation Rates, and AD Completion Rates for Subjects and Controls in Internal Medicine and Hematology/
Oncology Practices

ACP, advance care planning; AD, advance directive.
aOne hundred of 468 patients were randomly sampled for AD data.



e364  OCTOBER 2021 www.ajmc.com

MANAGERIAL

Our findings were consistent with published literature. In a 

systematic review of ACP in the population of patients with end-stage 

renal disease, the implementation of ACP consults was associated 

with statistically significant improvements in the completion of 

ADs.12 The review also stressed the importance of the standardized 

ACP process as a “core business” competency at the organizational 

level, which resonated with our study. Specifically, provisions to 

ensure optimal patient access to ACP resources, including properly 

trained health care personnel, were deemed crucial. Literature 

focusing on the acute care environment highlighted the importance 

of continued organizational and administrative support in terms 

of “provider education, patient information, and quality review” 

in the ACP process.13

Establishing ACP appointments has some financial implications. 

Is the effort worth the costs? Our costs were not excessive, as they 

were primarily for 1-hour appointments for social workers and 

administrative support. Although several studies report the cost 

savings of completed ADs near the time of death, we could find 

no studies reporting the cost benefit of potentially improving 

AD completion through offering ACP consultations. A systematic 

review reported in 2016 found cost savings per patient for having 

documented ADs ranging from $1041 to $64,827 in 6 studies and 

1 study reporting no savings.14 An additional study published in 

2018 reported costs in the year prior to death of $9500 less in the 

ACP group than among matched controls.15

One important caveat to consider is that the costs of ACP consults are 

currently borne by health care providers, whereas the AD completion 

benefits are experienced by health care payers or society as a whole. 

Our analysis suggests that to maximize the benefits of AD completion, 

health care providers offering ACP consults should be reimbursed for 

their efforts. Since 2016, Medicare has included additional payments 

for ACP as an optional add-on to the annual wellness visit.16 We are 

encouraged that our efforts appear to have replicated the La Crosse, 

Wisconsin, experience. Further efforts are needed to determine how 

effective this approach could be in other settings.

In addition to the need for more study of the impact of AD 

completion, we feel that it is important to assess whether ACP 

consults can be modified to improve their benefit. The experience 

seen in differences in ACP consult acceptance clearly suggests that 

improvements can be made in getting patients to attend these 

consults once there is a broader understanding of their importance.

Limitations

Several limitations specific to our study were also noted: (1) inconsis-

tencies among providers resulted in less-than-optimal ACP consult 

referrals; (2) patients exhibited varying levels of comfort in their ability 

to utilize technology (ie, the iPads used for psychosocial distress 

screening); and (3) the lack of specifically allocated and dedicated, 

trained facilitators, as well as adequate space, affected availability of 

and accessibility to ACP consults. Because of limited manual review 

resources, we focused our analysis on primary care and hematology/

oncology, which had the largest number of ACP consults.

CONCLUSIONS
Patients offered ACP consults have significantly higher AD docu-

mentation rates than those without consults in both primary care 

and hematology/oncology practices. The benefit of lower end-of-life 

costs (based on the literature) far exceeds the cost of offering ACP 

consults. Further research is needed to improve patient attendance 

at ACP consults. n
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