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Objectives: 
1. Outline history of development of ACP/LCP initiative within KPNW

2. Share model of physician and staff training to enhance communication 
skills for conducting meaningful ACP conversations.

3. Describe systems design, stakeholder engagement, barriers, and tactics to 
advance ACP work within KPNW.
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Imperative- meaningful advance care planning conversations
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Paradigm – Dignified Journeys

• Systematic, enterprise approach to care for members with serious illness 

• Layered approach to care delivery including: Advance Care Planning, Essential Care for Seriously Ill*, 
Specialty Palliative Care, and Hospice.

• Ultimate goal - enhancing patients’ centered care and concordance of care delivered with patients' wishes . 
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The near future  - 2022 HEDIS Advance Care Planning Measure

First year measure

Description
The percentage of adults 66-80 years of age with advanced illness, an indication of frailty or who are receiving 
palliative care, and adults 81 years of age and older who had an advance care planning conversation during 
the measurement year

Definition
A discussion or documentation about preferences for resuscitation, life sustaining treatment and end of life 
care
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Journey - Historical Background
Began simulation training 
with hospital medicine and 
senior leaders 
3-5 clinicians at a time in the 
SIM lab with actors and 
video taped training session. 
Quickly learned 5 was too 
many and decreased to 
3/session
No standard location to 
document conversations in 
EPIC

Launch Life Care Planning 
in June
EPIC LCP navigator
Introduced standard 
documentation to clinicians 
as well as support staff
June: Trained support staff 
using Respecting Choices 
Model®

MOU with goal 
to address goals 
of care in 65% of 

decedents

P4P for 
clinicians to 

complete training

2014-2015 2016 2017 2018 2019 2020 2021

Department Goals for 
hospital medicine, 
pulmonary to document 
GOC conversations; 

KPHC (EPIC) 
bookmarks (.acpbegin/ 
.acpend)

Completed: Primary 
Care: RKW, Mt Scott, 
Salem, ½ of East 
Interstate

Started hearing need for 
virtual training due to 
access issues

COVID
Developed virtual 
documentation training, 
used CAPC for 
communication skills

Expanded SIM 
training to ED, Onc, 
Neph, Pulm, PCP 
champions, all new 
hospital medicine

Finished Hospital 
Medicine in early 
2017
Palliative Care, 
PC@Home, SNF, 
Oncology, and PC 
Team Based Care 
Leads

Total clinicians trained in person simulation = 500+ 
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Intervention  - Staff and Physician Training

There are many great resources available

• Respecting Choices®

• CAPC – Center to Advance Palliative Care

• Vital Talk

• Ariadne Labs

• Create your own
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Intervention – Physician training

Training model at baseline:

• In person training SIM lab with actors and video taped training session

• 3-5 clinicians during one session

• Total yield 500 clinicians over 5 years

Scaling up during COVID:

• Go virtual, accessible to clinicians on their own time

• Use info already accessible (CAPC modules) and add homegrown materials (different patient care settings 
and documentation standards)

• Give resources for success (VitalTalk, Conversation guides, Symptom guides)

• Align and Incentivize via quality measures

• Total yield – 1280 clinicians in 1 year, 90% of our Medical Group
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Nuts and bolts – ACP Navigator
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Nuts and bolts – kp.org/lifecareplan
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Progress - Documentation of ACP/GOC conversations
• ACP notes placed in centralized easy to find location
• Can “plant the seed’ and monitor conversation over time. 
• ACP note can be generated within any item of documentation via bookmarks. 
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Progress - ePOLST

Data provided from Oregon registry in monthly quality report

Implementation of ePOLST - Oregon  introduced Dec 2020, Washington - Dec 2021

Oregon ePOSLT not registry ready rate decreased from 22% to as low as 3.9%. 
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Lessons learned - Challenges

• COVID – competing priorities and urgent operational responses

• Ownership “It’s not my job to talk about this”

• Changes in leadership and reporting structures

• Making ACP training and documentation  part of onboarding process/ departmental goals

• Signal to noise ratio in documented ACP/GOC conversations – need for quality control
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Lessons Learned - Successes

• Getting buy in: ACP is everyone’s responsibility – not just palliative care

• Communication – frank, safe, and honest feedback

• Normalizing the process – ACP/LCP is now part of onboarding/department goals

• Once engagement achieved – sustain it

• Monitoring and increasing accountability
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How it started (2016) How it is going (2022)

Start of MOU; 
followed by COVID

Hosp Med & Pulm
Dept goals

Reinforcement of 
documentation with 
teams, added LCP 
facilitators

SW and Care 
Management 
teams performance 
goals



Appendix
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Monthly tracking to Senior and Ops Leaders: summary and detail levels
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• 90% Training successfully completed – 1280 clinicians in medical group
• Early March report: 77% completion – many made it barely under the wire

Report Date 4/7/22



KPNW Dignified Journeys: LCP Notes & ESII 2022 Implementation Plan

Key Metrics

1. MOU Side Agreement: Percent of 
Decedents with ACP conversation

2. SPC & Hospice Index Penetration

3. SPC touches >= 90 days prior to 
death

Q1

Q2

Q3

Q4

• ESII KPHC visibility plan – know the right patient to have GOC conversations
• LCP Note rollout plans – create workflow to document those GOC conversations

Finalize MOU Side Agreement – LCP Notes for Decedents

• Due 3/31/22
P4P: Physician LCP conversation/documentation training

Evaluate results of 2022 Op Plan and revise for 2023

Stakeholder Meetings – Share Learnings and Review Dashboards

MOU LCP Notes:

• Inter-dept stakeholder monthly meetings begin to review performance, barriers, opportunities, feedback
• ESII – review and confirm data to ensure high score patients are receiving LCP notes

• Evaluate trajectory for remaining year based on YTD performance
• Update plans based on trajectory to hit target/stretch

Engage with Department Physician Stakeholders 

• Engage teams based on trajectory in order to hit stretch
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