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Problem Identification

* 32% of Bennington County residents are over the age of 60, making it
the 5" oldest county in the state of Vermont.’

* The likelihood of an advanced directive being utilized by medical
providers to guide care is much increased in this population, though
national data suggest that patient understanding of the interventions
described in an advanced directive, about which they are asked to
make decisions that may have major implications, is generally low.?

* Studies of code status in older patients with multiple comorbidities
suggest that increased patient medical literacy, as well as increased
communication of information about CPR, were positively correlated
with DNR status.?



Public Health Costs

* National studies estimate that ~25% of annual Medicare spending is for
beneficiaries in their final year of life.3

* Patients who had early advanced care planning experienced
significantly less ICU admissions, in-hospital deaths, or emergency
room visits at end-of-life.*

* Healthcare providers often experience significant moral injury when
obligated to provide treatments that they believe to be futile for those
at or nearing the end of life.>

* In a study of advanced cancer patients, only 37% had end-of-life
discussions with their physician an average of 4 months before death;
those who did incurred significantly fewer costs and reported major
improvements in quality of life and mood.®



Community Perspectives

Dr. Anje van Berckelaer, director and physician @ Battenkill Valley Health Center

“In some ways, the unmet need [in terms of understanding the importance of having an advanced
directive] is with younger people, who would benefit from thinking about the unexpected.”

“Many patients do have low health literacy, and it’s important for us to have clear, relatable
conversations about these things.”

“Inanideal world, | would have everyone have a separate visit for [advanced directives]. For a routine
physical exam there just isn’t time for it, we’re covering so many other things during normal visits.”

Dr. Shellie Burdick, physician @ Dr. Shellie Burdick
* “No, | don’t think many patients understand the importance of an advanced directive. There are two

issues, one they don’t want to discuss their mortality (or think that advanced directives are just for old
people), and two a lot say that their significant other knows what they want.”

“It’s hard to explain [the interventions discussed in an advanced directive], usually | try to putinin really
layman’s terms; ‘if you are down and your heart stops, do you want them to try and bring you back?’”

“If [helping people fill out advanced directives] were more reimbursable it would be better, because it’s
very time-consuming. Having more help with it in the community, as with libraries and the Council on
Aging which sometimes do sessions, would be beneficial.”



Intervention and Methodology

* This approach uses an educational document to give context to advanced directives
for older adults and the specific areas they are asked to make choices about. The
methodology employs clear, accessible language, emphasizing personal autonomy
in medical decision-making and the risks and benefits inherent in different
interventions, as well as outlining questions relevant to the same.

* Abridged sample - “CPR - as with any medical intervention — has associated risks
and benefits... Survival rates tend to decrease with age; a large Swedish study
assessing all out-of-hospital cardiac arrests with attempted resuscitation... Survival
rates also tend to decrease with co-existing chronic medical conditions, such as
congestive heart failure, history of stroke or heart attack, peripheral vascular
disease... It is worth noting that electing against CPR in your advanced directive is
non-binding, and may be suspended at your discretion.... Does your current health
situation matter? You might want CPR if you're generally healthy but not if you have
advanced chronic health conditions...- What are your priorities? |Is any chance of
survival worth trying, or is avoiding sufferinﬁand maintaining dignity more
important? What would your daily life look like? If CPR succeeds but you need 24-
hour care or cannot recognize loved ones, would that be acceptable?”



Results and Reflection

. Howlwi’gl your intervention impact your host community, or have you already seen initial
results?

Ideally, this document will foster a better understanding of the important decisions asked
about on an advanced directive, which will in turn lead to educated decision-making more in
line with people’s goals and values.

« How would you evaluate the effectiveness of your project if you had more time to do so?

If | had more time, | would survey a random sample of older adults in Bennington County about
their understanding of advanced directives, the decisions they had decided to make and their
reasoning for doing so, and their satisfaction with the information provided within the

advanced directive to make informed decisions. | would would then survey another random
sample of older adults in Bennington County while providing them with the document | created
as part of the decision-making material, subsequently asking them the same set of questions.

* Were there any challenges that you faced when implementing your intervention?

Broaching the subject of end-of-life decision-making can be delicate, and finding the right
language to educate about those decisions without becoming overly technical or being
perceived as trying to push people in a certain direction can also be challenging.



Future Direction

* The next student could expand this intervention by hosting
community workshops at local senior centers or libraries where
older adults can learn about advanced directives and receive
assistance completing them with guidance from healthcare
professionals. Additionally, they could develop partnerships with
Vermont's visiting nurse associations and primary care practices
to integrate advanced directive discussions into routine wellness
visits. Finally, engaging with legislators and insurance companies
to provide adequate re-imbursement for healthcare providers to
educate about and aid in filling out advanced directives could be
an important step in improving understanding and increasing
completion.
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