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Learning Objectives

▪ Use a continuous quality improvement (CQI) framework to improve safety and patient care

▪ Explain the impact of goals of care discussion for patients with cancer at an academic medical 
center

▪ Learn how to use a quality improvement methodology to implement change 

▪ Engage with patients and family to guide patient-centered improvement 
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Methodology: Six Sigma - DMAIC

▪ Under the DMAIC framework 
(Define, Measure, Analyze, 
Improve, and Control), this 
project implemented a series of 
interventions using the 
Plan-Do-Study-Act (PDSA) 
Cycle. 
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Established Multidisciplinary 
Workgroup

▪ Quality Improvement Leaders

▪ Department Clinical Leaders

▪ Providers and Nurses

▪ Palliative Care and Social Work

▪ Nurses and Patient Experience Staff

▪ Admitting & Patient Registration

▪ Clinical Data Analysts and Epic IT 

▪ Patient Family Advisory Council members

Voice of the Customer (VOC)
▪ Survey of PFAC members

▪ Interview Providers – Inpatient units and 
Outpatient Clinics 

Define the Problem
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Define: Background and Significance

▪ Advance care planning (ACP) promotes the ethical principle of patient autonomy, enabling 
patients to actively participate in and retain control over decisions regarding their healthcare. 

▪ Given the seriousness of a cancer diagnosis, it is important that patients engage in ACP 
discussions with the healthcare team. 

▪ Patients whose wishes are not documented are at risk of receiving goal-discordant care. 

▪ Given that treatment decisions may sometimes need to be made urgently, timely access to ACP 
notes and documents becomes crucial to ensure that the care delivered aligns with the patient's 
values.

▪ Success was defined as the availability of ACP documentation in the medical record.
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Measure Current Performance



8Quality Improvement

Measure: The Current State of Goals of Care in the U.S
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Analyze Contributing Factors
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Improve with Actions – National Recommendations

IOM – Dying in America:

▪ Initiate high-quality conversations about advance care planning, …, and 
communicate with other clinicians

▪ Consciously revisit advance care planning discussions

ASCO - Recommended Best Practice:

▪ Educate all patients about the importance of advance care planning and available 
services 

▪ Establish standards for ordering and initiating advance care planning, considering 
initiation or change in treatment, progression of disease, change in performance 
status, hospitalization, acute exacerbation of disease, or initiation of palliative care

▪ Document time spent in the advance care planning session - bill the Medicare 
program for advance care planning
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Improve with Actions  - Plan-Do-Study-Act (PDSA) 

PDSA #1
▪ Lack of Awareness – patients and healthcare professionals  

▪ Incorrect Documentation of AD in the EHR

PDSA #2
▪ No Analytic Insight into Performance  

▪ Lack of Staff Focus on ACP

PDSA #3
▪ Limited Patient Capability

▪ Lack of Triggers for ACP 
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PDSA Cycle #1: Lack of Awareness 

Connections Made! Over 1,000 Patients, Caregivers, and Staff! 

Direct Message to Patients 
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PDSA Cycle #1: Incorrect Documentation of AD
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PDSA Cycle #2: No Analytic Insight into Performance 
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PDSA Cycle #2: Lack of Staff Focus on ACP

Dedicated Staff Pilot – Job Description
▪ The ACP Coordinator is expected to have knowledge of 

advance directives

▪ The ACP Coordinator will review a list of eligible patients to 
identify opportunity

▪ The ACP Coordinator will audit each chart to ensure an 
advance directive isn’t already on file 

• If the AD is present in the chart, the ACP Coordinator verify 
with the patient and ensures it is correctly uploaded into the 
patient’s medical record 

▪ ACP Coordinator will host in-person or virtual office hours 
monthly for education and/or aid in the completion and 
upload of AD
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PDSA Cycle #3: Limited Patient Capability
▪ Patients could not upload their goals of care documentation into the HER

▪ Goals of care questionnaires available – not a legal document

▪ Providers were not alerted when this questionnaire was completed by the patient
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PDSA Cycle #3: Limited Patient Capability

New System Enhancement!
▪ Patients can now upload their Advance Directive 

documents into the EHR
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Control for Sustainability

Preliminary Results
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Next Steps

PDSA #3, #4, #5,…
▪ Develop triggers for ACP 

▪ Working on enhancements to the ACP dashboard to identify specific patient populations

▪  Provide training and resources to providers 

▪ Continuously reassess barriers and challenges to guide future change

▪ Maintain patient-centered goals of care discussions as a strategic priority 
– Reduce acute care cost – prevents unnecessary hospitalization and treatment at the end of life
– Increase inpatient bed capacity by improving outpatient palliative services
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Project Team
Project Leads: 

▪ Yanka Campbell - Quality Improvement & Patient Safety Leader, Oncology 

▪ Jasmine Redd - Project Administrator 
Sponsors: 

▪ Dr. Allen Chen, Vice Chair for Quality, Safety & Service, Oncology

▪ Dr. Danielle Doberman, Medical Director, Palliative Medicine Program

▪ Nursing Leaders: Kathryn Yarkony, Kathy Mooney, Ella-Mae Shupe

▪ Admitting & Patient Registration:  Damon Fisher, Daryl Minor

▪ Social Work: Louise Knight, Najah Williams  

▪ Health Informatics: Monica Wilt

▪ SKCCC Patient Family Advisory Council (PFAC):  Dr. Margaret Brennan

▪ Chaplain: Rhonda Cooper, Tasha Brownfield 
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Thank You
Questions and Feedback

“Failure to achieve goal-concordant care is a medical error that can harm patients and families.”

                       Journal of Palliative Medicine, 2018


