
 
CSN-QUIS Project Update Summary 

 
Background (What is the problem of interest?):  
Advance care planning (ACP) improves pa5ent-centered outcomes but remains underused in pa5ents receiving hemodialysis. Although 
kidney failure-specific evidence is more limited, structured ACP interven5ons have been shown to improve goal-concordant care, 
enhance subs5tute decision-maker (SDM) preparedness and confidence, and strengthen clinician-pa5ent and SDM/family 
communica5on. Pa5ents on hemodialysis (HD) face a high burden of illness and mortality, in addi5on to being more likely to die in 
hospital, yet ACP is inconsistently performed and poorly documented. There is an opportunity for ACP discussions to take place in the 
outpa5ent/community to support pa5ents and their care partners in future planning before crisis occurs. Many pa5ents lack personal 
direc5ves or an iden5fied SDM. At its core, this is a systems and workflow opportunity for op5miza5on. 

Aim:
 

Within 6 months, increase advance care planning conversa5ons
 

that are documented using
 

the electronic health record 
ConnectCare/Epic

 
Tracking Record Notes among

 
an outpa5ent

 
single-centre cohort of maintenance hemodialysis pa5ents by 10% 

through implementa5on of a structured workflow, defined role ownership, and standardized documenta5on tools.
 

Measures

 

(What are the outcome/process/balancing

 

measures?):

  

Outcome measures: % of HD pa5ents with a documented ACP conversa5on in ConnectCare Tracking Record

 

Notes

 

in the past year, % 
of pa5ents with a documented completed personal direc5ve, % of pa5ents with a completed personal direc5ve uploaded to 
ConnectCare.

  

Process measures: % of eligible pa5ents documented offered an ACP conversa5on

 

by

 

a

 

social worker, % of pa5ents documented 
engagement with an ACP discussion facilitated by

 

a

 

social worker, % of ACP conversa5ons documented using a

 

standardized 
SmartPhrase

 

documenta5on tool

 

by a social worker.

 

Balancing measures: social worker

 

reported 5me burden/workload (brief survey/informal feedback on a monthly basis), pa5ent 
reported level of sa5sfac5on and comfort aVer ACP discussions, impact on dialysis workflow efficiency, % of pa5ents who decline ACP 
discussions, iden5fica5on of reasons why pa5ents are declining ACP discussions.

 

Root Causes Analysis and Change Ideas:

 

•

 

Healthcare providers: unclear ownership of ACP discussions, variable staff comfort and training 

 

•

 

Process: no standardized ACP workflow, no rou5ne triggers, inconsistent follow up aVer ini5al discussion

 

•

 

Environment: Busy dialysis unit, compe5ng priori5es, focus on acute issues over longitudinal planning, limited 5me and 
privacy for conversa5ons

 

•

 

ConnectCare

 

electronic health record: variable documenta5on prac5ces, no standardized templates or exis5ng SmartPhrases

 

used by social work, poor visibility or ACP

 

discussions including preferred SDM documenta5on

  

•

 

Pa5ent/family/SDM

 

factors: limited understanding of personal direc5ves,

 

perceived

 

emo5onal discomfort with end-of-life

 

discussions, cultural/language barriers, variable readiness to engage,

 

perceived

 

challenges of preferred SDM

 

availability 
presence during dialysis 

 

•

 

Clinical uncertainty: difficult to prognos5cate in kidney failure

 

•

 

Change ideas: 

 

o

 

Social worker-led ACP facilita5on 

 

o

 

Use of standard “tracking record” note template for ACP discussions so other prac55oners can easily search and

 

reference prior conversa5ons

 

o

 

Standardized ACP template to gather more informa5on on pa5ent’s stage of readiness to par5cipate in aspects of 
ACP and if not, why 

 

o

 

Implementa5on of trigger to ACP conversa5on such as recent admission, annually for all pa5ents, and new HD starts

 

Results (if applicable):

 

Not applicable –

 

undergoing first PDSA cycle 

 

Discussion

 

and Lessons Learned:

 

Early engagement

 

with key partners involved in implementa5on such as leaders/managers in hemodialysis and social work in this 
project

 

is essen5al for feasibility and buy-in. Clear role ownership is cri5cal to implementa5on. Workflow and system barriers must be 
understood before interven5on design. 

 




