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ABSTRACT

Background Trainees are responsible for conducting advance care discussions but are often stressed by this role.

Objective We developed an instrument to determine whether residents could identify a clinical scenario that necessitated an
examination of a patient’s goals and preferences as they pertain to clinical care, and subsequently measured their readiness to
engage in such discussions.

Methods Participants responded verbally to open-ended case presentations and completed survey items. We scored responses
according to proximity to idealized answers.

Results The sample consisted of 44 internal medicine residents, 12 students, 5 hospitalists, and 3 palliative care attendings, all of
whom volunteered for the study and participated in standard interviews. Residents had widely varying scores (range 0-12,

maximum score of 15) on the scored open response items. For eliciting values, mean score increased with training, and students,
trainees, and attending physicians had mean scores of 3.7, 5.7, and 8.7, respectively (P=.01). For recommending care, mean scores
were 3.0, 6.5, and 9.3, respectively (P < .001). Scores were correlated closely with increasing clinical experience and inversely with
self-reported stress when conducting a goals-of-care discussion. The Kuder-Richardson Formula 20 reliability for the instrument

advance care planning with patients.

was 0.52. Interrater reliability for sections about eliciting and recommending care were 0.64 (P < .001) and 0.50 (P < .001),
respectively. The 1-week test-retest reliability was 0.91 for open response items and 0.76 for Likert responses.

Conclusions A verbally administered instrument can readily and rapidly characterize a trainee’s readiness to participate in

Introduction

Residents are often responsible for eliciting a patient’s
understanding of his or her underlying illness, and
discussing how the patient’s goals, preferences, and
values inform their medical decision making. Despite
increased trainee education on communication strat-
egies and advance care planning discussions, residents
are typically stressed by this role and are inadequately
prepared.'™

While learning the skills necessary to effectively
engage in advance care planning for patients facing a
serious illness is challenging, training and clinical
experience are both associated with increases in self-
perceived competence in providing end-of-life care.**°

We were unable to identify an existing tool to
evaluate residents’ readiness to engage in discussions
about advance care planning. Thus, we developed an
instrument to determine whether residents could
identify a clinical scenario (a patient with advanced
and deteriorating chronic lung disease). This instru-
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Editor’s Note: The online version of this article contains the survey
instrument used in the study.
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ment necessitated a discussion about advance care
plans, and determined if residents could effectively
plan for such a discussion (instrument provided as
online supplemental material). Respondents also
completed a survey to assess self-reported competence
and stress regarding discussions about advance care
planning. We then conducted an analysis of the
instrument’s psychometrics.

Methods

Design of the Instrument

We sought to establish the determinants of a
clinician’s readiness to initiate a discussion of advance
care planning with a patient at the end of life. The
scenario presented a patient with progressive intersti-
tial lung disease accompanied by severe dyspnea. We
used a stimulus case that was relevant and common,
and that did not have typical elements (such as
metastatic cancer) that trigger discussions about
advance care planning. We made the patient descrip-
tion sufficiently recognizable to be relevant for
trainees at varying levels, and piloted the scenario
description with 7 residents to test our recording
system and time the administration. The pilot subjects
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suggested edits to the scenario to ensure that the case
description was clear, was relevant, and contained all
of the necessary elements.

We designed the survey questions to assess initial
reactions to the patient’s symptoms and presentation,
and then to elicit the respondent’s experience and
comfort in leading family meetings and willingness to
discuss prognosis and resuscitation options. We
gathered respondents’ initial impressions of the case
from 2 open-ended questions (about eliciting goals
and responding to those goals). The remaining items
measured such areas as self-reported confidence,
stress, and previous experience with discussions about
advance care plans.

A panel of palliative care experts assessed the items
for clarity, content, and accuracy as it related to the
communications content.

Administration of the Instrument

The case was designed to be administered verbally,
which would minimize the burden on the subject and
allow for flexible response capture in a variety of
clinical settings (eg, inpatient wards, ambulatory
clinic). After obtaining assent, the research assistant
read the scenario to the subject and recorded the
responses. The research assistant was allowed to
reread the scenario on request, but was not allowed to
answer any questions or offer any reinforcing gestures
or words. An experienced transcriptionist transcribed
the responses. We designed the 11-item instrument to
be completed by interview within 5 minutes.

Subjects

Our primary research population was recruited from
a convenience sample of internal medicine residents at
Brigham and Women’s Hospital in Boston, Massa-
chusetts. The invitation to participate was sent to all
172 residents in this training program; 44 responded
and were available to participate in person during the
study. We also recruited 12 first-year medical stu-
dents, 3 palliative care experts, and 5 hospitalists, all
from Harvard Medical School, to complete the
instrument for reliability testing.

Subjects who opted in were approached in person
during business hours, and verbal consent was elicited
prior to initiating the survey tool. Each participant was
offered a $5 gift card to a local food establishment.
No identifier information was obtained from survey
participants, although we did ask residents their year
of postgraduate training and primary care versus
categorical designation. Responses from hospitalists
and palliative care experts were grouped together.
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What was known and gap

Residents are expected to discuss advance directives with
patients, but many do not feel prepared for this.

What is new

An instrument assessed residents’ ability to judge the need
for a discussion of care goals and preferences as well as their
readiness to engage in this discussion.

Limitations

Single specialty, single site study limits generalizability; the
study did not assess performance in practice.

Bottom line

A simple to administer verbal instrument assessed trainee
preparedness to discuss advance care planning with
patients.

Scoring

We developed a scoring rubric to determine the
proximity of provided responses to the open-ended
questions to an ideal standard. The ideal standard was
developed through consultation with several palliative
care specialists. Each specialist first provided an
independent open-ended response to the scenario.
The specialists’ responses were shared, and the ideal-
ized answer was iterated collaboratively until there
was unanimous agreement on the components of an
ideal response. Each element of the ideal response
contributed to the score. We graded each response
based on the accumulation of response elements.

Content Analysis

We performed a content analysis on the transcribed
responses to the instrument. We deconstructed the
responses to each question, and then grouped them by
themes. We looked for themes that appeared to
cluster with seniority or experience and sought to
explore outliers and negative results.

Test-Retest and Interrater Reliability

We calculated the test-retest reliability of the scoring
tool after administering the survey on 2 occasions
over a 1-week period to 5 additional subjects in the
same institution who had not taken the survey
initially. Respondents received no feedback about
their performance between administrations.
Interrater reliability was calculated by comparing
the scores provided by each examiner on the same
content. Spearman rank correlation (rho) was used to
calculate the test-retest and interrater reliability.
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TABLE 1 ists and palliative care physi-
Responses to the Scenario by Group cians routinely included these
Respondent | Discuss Further With the | Ask Further About the | Plan a Family plans m. their resp9nses (TABLE
Type (n) Patient or Family, % Patient’s Concerns, % | Meeting, % 1). Residents varied a great
Students (12) p - s deal in the mllmber of ele-
_ ments of the ideal response
Residents (44) 8 45 41 that they included (range 0 to
Attendings (8) 88 38 88 12 from a maximum score of
P value® < .001 < .001 .04 15 on the scored open re-

@ Kruskal-Wallis test for between-group comparisons.

The Institutional Review Board at Partners Health-
care approved the study.

Analysis

Survey responses were entered into a Microsoft Excel
2010 database, and validated through double-entry.
The text responses were scored independently by 2
examiners, and the responses were analyzed and
counted according to the scoring rubric described
earlier.

The Likert scale and scored responses were
analyzed using y” statistics. Between-group compar-
isons were performed with the Kruskal-Wallis test.
Associations were quantified using Spearman rho.
Statistical significance was accepted at P < .05.

Results

Forty-four internal medicine residents, 12 students, 5
hospitalists, and 3 palliative care attendings volun-
teered to participate and were interviewed.

Open-Ended Responses

The first scenario required a subject to express the
need for an advance care discussion and to articulate
how they would elicit those goals. All of the
hospitalists and palliative care physicians achieved
these goals. Residents less frequently recognized the
scenario as requiring a discussion about advance care
planning, less frequently sought the patient’s perspec-
tive, and rarely sought the family’s perspective.
Students performed poorly; instead of recognizing
the need to identify and discuss goals of care, they
were more likely to state that they needed more data,
they wanted to do or know something, or they needed
to clarify components of the history.

The second scenario required the respondent to
acknowledge and respond to the patient’s articulation
of their advance care preferences by offering further
discussion and planning a family meeting. Hospital-
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sponse items). Residents were
the least likely of the 3 groups
to report wanting to discuss
the plan with the patient and family, and they were
much less likely to refer to or acknowledge the
concerns of the patient or family, or to plan a family
meeting (TABLE 1). Instead, residents were more likely
to be goal-directed in addressing the patient’s
symptoms of anxiety and shortness of breath.
Students were more likely than residents to want to
discuss the problem further, address the concerns, and
plan a family meeting, and students were also most
likely to acknowledge that they did not know what to
do.

Impact of Experience

Overall scores to the first 2 questions ranged from 0
to 12 of a maximum possible score of 15. For the
question designed to establish ability to elicit prefer-
ences and goals, the mean score increased with
training, and students, trainees, and attending physi-
cians had mean scores of 3.7, 5.7, and 8.7,
respectively (P =.01). For recommending care, mean
scores were 3.0, 6.5, and 9.3, respectively (P <.001).
For the Likert scale questions, there was a linear
relationship with increasing clinical experience for
competence, stress, and confidence (TABLE 2).

Impact of Stress

Trainees’ self-reported levels of stress were inversely
correlated with their confidence (Spearman rho =

TABLE 2

Mean Respondent Rating of Personal Competence,
Stress, and Confidence in Leading an Advance Planning
Discussion

Respondent Type | Competence | Stress | Confidence
Students 2.5 8.5 5.5
Residents 8.0 5.0 8.0
Attendings® 9.0 3.5 9.5

P value < .01 < .01 < .01

@ Hospitalists and palliative care attendings.
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—0.459, P <.001), and both self-assessed competence
(—0.644, P <.001) and competence as judged by their
responses to open-ended questions (—0.390, P =.002).

Instrument Reliability

The interrater reliability for questions about eliciting
and responding to advance care plans for the entire
sample was 0.638 (P <.001) and 0.501 (P <.001),
respectively. Using the Kuder-Richardson Formula 20,
reliability was calculated as 0.52. The 1-week test-
retest reliability for the 5 subjects who asked to
complete this assessment was 0.913 for open response
items and 0.763 for Likert responses.

Discussion

We presented a stimulus case to trainees and faculty at
various stages of professional development to deter-
mine whether residents could identify a clinical
scenario that necessitated a discussion about advance
care plans, and could effectively plan such a
discussion. The case had a specific uncertainty of
prognosis designed for a chronic disease model.” We
were able to demonstrate that a verbally administered
and easily scored instrument could reliably determine
a resident’s ability to appropriately anticipate the
need for a discussion of advance directives, elicit a
patient’s advance care goals, and then respond to that
patient accordingly.

Residents’ communication abilities in these domains
varied widely. Increased experience appeared to result
in progressively lower stress and increased compe-
tence, but regardless of measured ability, high stress
was associated with low self-confidence. A clinician’s
stress level is known to affect the quality of patient
interactions; physicians who are more stressed are
typically more verbally dominant and listen less.®’

The strengths of our approach include the use of a
typical, relevant case that was accessible to, and
appropriate for, trainee resident physicians. Other
strengths include the use of both open and fixed
responses, the internal consistency of the data, its
administration to professionals of varying seniority to
establish a scoring range, and the establishment of
test-retest and internal reliability data.

Our study was limited to a single institution and to
internal medicine residents. We intentionally com-
pleted brief interviews. While responses to open-
ended items have previously been shown to correlate
with performance in practice, we did not observe the
behavior of the study subjects.”

This instrument lends itself to being administered at
the start of, and periodically during, a residency to
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determine the readiness of residents to engage in
advance care planning and to quantify the growth of
those skills during a resident’s development.

Communication and professionalism skills are
increasingly critical components of a resident physi-
cian’s skill set to practice medicine, and though often
inadequately taught and assessed, these skills are re-
quired by programs and the profession.'®!! Since
performance improved with experience and seniority,
our results suggest that experience and supervision are
likely to be useful in increasing resident self-confidence
and competence with this task. Other data suggest that
improved competence in this domain is best achieved
through modeling and facilitated practice.

Conclusion

Our brief, verbally administered instrument showed
early positive findings in assessing resident ability to
judge the need for an advance care planning
discussion, and to engage in such a discussion. With
further testing and development, the tool could
characterize a resident’s ability to recognize the need
for advance care planning and anticipate the key
components of such a plan.
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