
Vizient PSO Topical Safety Web Conference Series: 
Improving end-of-life care  

February 26, 2020

The conference will begin shortly. All participant lines are currently on mute. 
We will use the raise the hand feature during the question and answer portion. 

 Dial-in Number: 1-855-797-9485 
 Meeting ID Number followed by #: 926 401 202
 Enter YOUR Attendee ID followed by #  

• For Help: WebEx Technical Support 1-866-779-3239



Guidelines for Receiving Continuing Education 
Vizient is committed to complying with the criteria set forth by the accrediting 
agencies in order to provide this quality course. To receive credit for educational 
activities, you must successfully complete all course requirements.
Requirements
1. Attend the course in its entirety
2. After the course, you will receive an email with instructions and an access 

code that you will need to obtain your CE credit
3. Complete the evaluation form no later than April 11, 2020
Upon successful completion of the course requirements, you will be able to print 
your CE certificate and/or statement of credit for pharmacy education.

©2020, Vizient Inc. and Vizient PSO. Do not distribute outside of your institution without permission from Vizient. Disclaimer: For informational purposes only and does not, itself, constitute medical or legal advice. This 
information does not replace careful medical judgments by qualified medical personnel.  The information represents the views of one institution, and not necessarily the standard of care for the issues presented, and 
does not represent the views of Vizient. There may be information that does not apply to or may be inappropriate for the medical situation.
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Learning Objectives

• Discuss leading practices for improving end-of-life care that includes timely, 
shared decision-making with patients and families. 

• Describe how to begin timely advanced care planning with the patient, family 
and clinical team in all care settings.

• Describe how to prevent gaps in communication of the advanced care plan 
across the continuum of care. 

3 ©2020, Vizient Inc. and Vizient PSO. Do not distribute outside of your institution without permission from Vizient. Disclaimer: For informational purposes only and does not, itself, constitute medical or legal advice. This information 
does not replace careful medical judgments by qualified medical personnel.  The information represents the views of one institution, and not necessarily the standard of care for the issues presented, and does not represent the 
views of Vizient. There may be information that does not apply to or may be inappropriate for the medical situation.
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Andrea S. Fernandez, M.D., F.A.C.O.G.
Chief Quality, Safety, and Patient Experience Officer
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Assistant Professor of Internal Medicine, Section of Gerontology and Geriatric 
Medicine
Carl Grey, MD
Associate Professor, Dept. of Internal Medicine, Director of Palliative Care,  
Chair, Mortality Subcommittee



Disclosure

Our presenters, Andrea Fernandez, Jennifer Gabbard, and Carl Grey, have no 
relevant financial relationships to disclose.
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Those Swimming Against the Stream 
Know The Strength of It: 

Upstream Solutions for Downstream 
Mortality Issues

Wake Forest Baptist Health
Andrea Fernandez, MD FACOG: Chief Quality, Safety and Patient Experience Officer
Jennifer Gabbard, MD: Assistant Professor, Hospice and Palliative Medicine Fellowship Director
Carl Grey, MD: Director, Palliative Care Program and Chair of Mortality Subcommittee



Objectives

• Name one upstream Palliative Care Principle that has potential to improve Mortality at 
your Hospital

• Review an approach to Advance Care Planning for vulnerable older adults 
in outpatient primary care: IMPACT Study

• Recognize how a major EHR platform can help with centralized Goals of Care 
documentation

7



8

5   Hospitals
7   Urgent Care Clinics

17   Dialysis Centers
35   CareNet Locations

250   Clinic Locations
447   Primary Care Providers

2505   Specialists Providers



• $3.4 billion Network

• 19,000+ employees
• 2,100+ affiliated 

• 1,352 School of Medicine 
faculty

• Five hospitals, anchored by 
tertiary/quaternary academic 
medical center, Wake Forest 
Baptist Medical Center

• 1,535 licensed beds
• 60k discharges and 

observations

• 2.24 million outpatient visits
• 229,954 ER visits



WFBH is a 
learning health 

system

903 residents and 
fellows

10,000+ applications 
annually for 145 MD 

school positions

1,352 faculty
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WFBH is an academic research 
center

2,500+ active clinical 
studies

$212 million in 
annual extramural 

funding

2,400+ annual 
publications
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WFBH
Community 

Impact 
$199 million in estimated 

unreimbursed care

$57 million in charity care

$118.2 million in 
education, unfunded 

research, and community 
health initiatives, 

operations, programs and 
donations
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Enhancing Your Mortality Committee 
With Palliative Principles
Carl Grey, MD



Nuts and Bolts of a Mortality Committee
•Usual Stakeholders: 

• ED, ICU, Hospitalists, Surgery, Nurse Managers, CHF, Nephrology, 
Neurology, head of Sepsis Protocols

•Critical Members: Clinical Documentation Improvement (CDI), 
Quality Analytics and Assessment

• They hold the key to the opportunities
• Spend time with them
• Need the right person to listen to CDI and Quality to harness these 

opportunities
•Align your goals with the Institution’s Mission Statement and 
Upcoming Goals and Strategies
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Begin with a Needs Assessment
•Look at your mortality data with your Quality Team and 
Leadership

•Wake Forest’s trends:
• Many transfers who die in 48 hours or less in the ICU

• Easily retrieved data with Vizient resources
• Many ICU deaths without utilization of typical ICU interventions

•Strategy: 
• Improve GOC documentation and Advance Care Planning
• Review the Outside Patient Transfer process
• Earlier resources available quickly and efficiently
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A Palliative Care Approach to Mortality
•Find the right patients for earlier Advance Care Planning 
•Most important aspects of Advance Care Planning

1. Care received is consistent with goals
2. Patient decides on a surrogate
3. Document the surrogate decision maker
4. Discuss values and care preferences with the decision maker
5. Documents and recorded wishes are available when needed
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Sudore R, et al. Outcomes that Define Successful Advance Care Planning: A Delphi Panel 
Consensus. J Pain and Symp Management. 2018 PMCID: PMC5794507



Integrated Multidisciplinary Approach to Advance 
Care Planning for Vulnerable Older Adult within an 

Accountable Care Organization: IMPACT STUDY

Jennifer Gabbard, MD
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Transition These Conversations Upstream
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Advance Care Planning (ACP)

•ACP gives patients a voice at the end of life, ensuring 
their preferences are known and respected.

•ACP has been showed to:
Increase the value of care delivered
Improve patient, family and provider satisfaction
Lower health care cost
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Only 2.2% of Medicare 
Beneficiaries are billed 
annually for ACP
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1. Pelland K, Morphis B, Harris D, Gardner R. Assessment of First-Year Use of Medicare’s Advance Care Planning Billing Codes. JAMA Intern Med. Published online March 11, 2019179(6):827–829.
2. Belanger E, Loomer L, Teno JM, Mitchell SL, Adhikari D, Gozalo PL. Early Utilization Patterns of the New Medicare Procedure Codes for Advance Care Planning. JAMA Intern Med. 2019;179(6):829–830.



Major Upstream Barriers for
ACP in Outpatient Primary Care
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1. Howard, M., et al. (2018). "Barriers to and enablers of advance care planning with patients in primary care: Survey of health care providers." Canadian Family Physician 64(4): e190-e198.
2. Risk, J., et al. (2019). "Barriers, enablers and initiatives for uptake of advance care planning in general practice: a systematic review and critical interpretive synthesis." BMJ Open 9(9): e030275.
3. https://khn.org/news/death-by-a-thousand-clicks/

Levels Identified Barriers

Patient Level • Lack of knowledge about ACP
• Attitudes-perceived irrelevance

Provider Level • Lack of Knowledge/skills
• Lack of Time
• Difficulty Documenting ACP
• Unsure which patients need ACP

System Level • Lack of funding mechanism
• Lack of standardized ACP documentation and tracking tools
• Lack of integration of ACP tools with the EMR

https://khn.org/news/death-by-a-thousand-clicks/


Overview of project
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Solution

PrimeIdentify Enable Document
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Identify
• Which patients need ACP the most?
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Who Needs ACP the Most?  
Vulnerable Older Adults

•Age (65+)
•Multimorbidity

•PLUS
• Impairments in physical function, cognition, 
and/or frailty
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Negative Outcomes
• Higher HealthCare Utilization/Cost
• Poor QOL
• Higher Rates of Disability
• Higher Mortality



How do you easily identify vulnerable older adults?

Identification needs to be passive and easy
26



Identification of Frailty: EMR-based frailty 
index (eFI)
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• EMR-based frailty index – eFI – a passive digital marker 
for frailty

• In ACO population, eFI predicts mortality, healthcare 
utilization, injurious falls

Pajewski, N. M., et al. (2019). "Frailty Screening Using the Electronic Health Record within a Medicare Accountable Care Organization." Journals of Gerontology. Series A: Biological Sciences and Medical Sciences.



Identification of Physical and Cognitive Impairments
• ICD-9 and ICD-10 Diagnostic Codes
• Questions from Annual Wellness Visit

• Positive Falls Assessment
• Impairments in Activities of Daily Living

• answer of yes needing assistance with any of the following:
• Feeding self, bathing self, dressing self, use of toilet, needing 

assistive device for walking or cannot walk.
• Impaired Cognition: Answer of yes to either 

• “Has a diagnosis of dementia or cognitive impairment?” 
• “Are there any memory concerns by the patient, others, or 

providers?”

28Gabbard, J., et al. (2019). "Advance care planning for vulnerable older adults within an Accountable Care Organization: study protocol for the IMPACT randomised controlled 
trial." BMJ Open 9(12): e032732.



Develop an automatic trigger system within the EHR to 
identify those vulnerable older adults most in need of ACP.

• We found 5,814 patients within our ACO healthcare system.
• 40% were 65-74
• 40% were 75-84
• 20% were >85

• 9.8% of these patients had ACP documented within our electronic 
health record

• 1.4% of these Medicare beneficiaries had billed ACP discussions.
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Gabbard, J., et al. (2019). "Advance care planning for vulnerable older adults within an Accountable Care Organization: study
protocol for the IMPACT randomised controlled trial." BMJ Open 9(12): e032732.



Prime

PrimeIdentify
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Prime and Engage 
vulnerable older adults 
before their ACP visit

Nurse Navigator Led Pathway

Nurse Navigator ACP Telephone Discussion
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Enable

PrimeIdentify Enable
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Dedicated ACP visits with their PCP 
(MD, NP, PA) and their family 
members linked with Annual 

Wellness Visit

That focuses on disease 
understanding and 
informed goals and 

values

Value based care requires understanding 
patient’s priorities.

Provider-Dyad (patient and their loved one) Visit
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Financially Sustainable: Provider 
Model
•Using ACP Billing codes (99497, 99498)
•$86 for the 1st 16 minutes
•Add with AWV (G0439)=$203.71
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Document

PrimeIdentify Enable Document
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Development of ACPSmart documentation tool for 
ACP (telephone and in-person) and Conversational 

Guide

Over Telephone and In-Person

Nurse Navigator

Provider

Stored in Central 
Location in EHR

36
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Flow Diagram

 

 

 

 

 

 Control (Usual Care) N=380 

 

Automated EHR Prescreening of Vulnerable Older Adults from 8 Different Primary Care Sites 
 

 
 

 

 Nurse Navigator Pathway N=379 

 

Creation of a New EHR Outpatient ACP Documentation System 
 

 
 

 

 

Training 
(1)Train nurse navigators in Respecting Choices and usage of ACP documentation system 
(2) Train providers in prognostication, ACP documentation system, and ACP billing codes 

 
 

 

 

 Randomize N=759 by 1:1 ratio (intervention: control) from 8 sites 

 

 

Gabbard, J., et al. (2019). "Advance care planning for vulnerable older adults within an Accountable Care Organization: study
protocol for the IMPACT randomised controlled trial." BMJ Open 9(12): e032732.
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Covering 
5 

Counties 
in NC
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Counties: Randolph, Davidson, Forsyth, Catawba, and Guilford

8 Sites:
• Thomasville Family Practice 

Associates, Thomasville

• Internal Medicine at 
Westchester, High Point

• Family and Community 
Medicine, Asheboro

• Claremont Family Medicine, 
Claremont

• Conover Family Medicine, 
Conover

• Chronic Complex Care Clinic, 
High Point

• High Point Family Practice 
Associates, High Point

• Downtown Health Plaza, 
Winston Salem

We enrolled 759 patients across 8 sites



Results
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Conclusion

• The IMPACT study showed that using Nurse Navigators to prime 
patients over the telephone coupled with a dyad provider visit during 
the AWV where providers used of ACPSmart documentation tool is an 
effective way to improve ACP in outpatient primary care for 
vulnerable older adults. 
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Building a Central Repository for 
GOC
Carl Grey, MD



Centralized Goals of Care Documentation

•These conversations are a process, not an event
•They build upon themselves, therefore you need to know 
where they are

• If you cannot find important GOC conversations in the EHR…
•How can ensure you are doing what the patient wants?
•How can you make as significant impact on Mortality?

•Reduce Variation and improve consistency
•Quality, Safety and Experience
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EHR Advance Directive Navigator
•Accessed through the Storyboard by clicking on Code Status
• Infrastructure is there and modifiable
• Important Tabs

•Directives
•Can mark the status of completion of AD’s and POLST 
Paradigm forms

•Filed Advance Directive Notes
•Code Status 
•Essential Contacts/ Health Care Agents
•Patient-Entered Wishes

43



Advance Directive Notes

•Can be renamed for the culture at your hospital
•Chronological order notes pertaining to Advance Care Planning
• .acpbegin and .acpend

•Any progress note can utilize this
•Modifiable
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Patient-Entered Wishes
• Are automatically transferred from the Patient Online Portal 
• Under End of Life Planning

• What experiences have you had with serious illness or death and how has that 
influenced your own wishes and values?

• What fears or worries do you have regarding end-of-life (for example, being in pain, 
being a burden on others, cost, not getting the care you need)?

• What do you want to do with the time you have left and are there important events or 
milestones that you're looking forward to?

• If you were to become less able to care for yourself physically, what plans do you and 
your loved ones have for providing care?

• If you were to become physically or mentally unable to speak or communicate, what 
would you want your care team to know about the care you'd want to receive, if any?

• During the last days of your life, what's most important to you (for example, spending 
time with loved ones, dying at home, spiritual observances, listening to music)?
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Building a Universal GOC Note Template

•Simple documentation process for GOC/family meeting
•Provide a natural order for topics to discuss

•Prompts for how to discuss those topics
•Provide guidance/ teaching for important topics

•Learn through utilization of the template
•Hyperlinks for education

•Guidance on how to bill for these discussions
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Summary

•Earlier Advance Care Planning and better Goals of Care 
Documentation can help with consistency of care provided, 
which in turn can increase quality, safety and experience, as 
well as Mortality

•Advance Care Planning can be innovative, including EHR 
triggers and interdisciplinary approaches to prime the 
conversation

•Centralized Goals of Care documentation may already be 
possible at your institution, and can be improved with 
standardized templates
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Thanks!  Any Questions?
You can find us at:
•Email: 

•Andrea Fernandez, MD: 
asfernan@wakehealth.edu

•Carl Grey, MD: cgrey@wakehealth.edu
•Jennifer Gabbard, MD: 
jgabbard@wakehealth.edu
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Join Us for Our Upcoming Webinars or Meetings

Perioperative management of anticoagulants
Date: March 11 from 1:00 – 2:00pm CT

Semi-annual Spring Vizient PSO in-person meeting 
Dates: April 21-22 in Chicago

Vizient Presentation  │ August 8, 2019  │  Confidential Information49



This information is proprietary and highly confidential. Any unauthorized dissemination, 
distribution or copying is strictly prohibited. Any violation of this prohibition may be subject 
to penalties and recourse under the law. Copyright 2019 Vizient, Inc. All rights reserved.

For questions, contact Jessie Blackwell at Jessie.Blackwell@vizientinc.com or Tammy Williams at 
Tammy.Williams@vizientinc.com. 

mailto:Jessie.Blackwell@vizientinc.com
mailto:Tammy.Williams@vizientinc.com
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