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Advance Care Planning in Faith Communities: A Quality Improvement Project 

Advance care planning (ACP) is an important aspect of care for adults. Effective 

screening and prevention are key to determine individual treatment preferences to improve 

quality of life (National Committee for Quality Assurance [NCQA], 2018). ACP improves 

patient outcomes by increasing clinician understanding of patient wishes, reducing 

hospitalizations and aggressive care at the end of life, increasing use of hospice programs, and 

increasing patient satisfaction with care provided (Detering & Silveira, 2018, p. 3). Ninety-two 

percent of people indicate that having a conversation regarding end of life care is important, 

however only 32% have had this conversation (The Conversation Project, 2020). Faith 

communities play an important role in shaping social issues and values surrounding end of life 

care and can help to overcome barriers to health promotion in many cultures. This quality 

improvement project will target faith communities through the creation of an ACP Training Tool 

(ACPTT) in the faith community nursing program of an Indiana hospital. This ACPTT will 

guide faith community nursing (FCN) practice in conducting ACP interventions in their 

individual community-based faith groups (Sun et al., 2017). 

Background 

 ACP has been promoted since the first living will was proposed in 1967 with a focus on 

common and constitutional law requirements regarding patient treatment without consent. Since 

the 1970’s advance directives have been used as legal tools to formally communicate one’s 

wishes regarding end of life care (Sabatino, 2010, p. 212). Through the technological evolution 

of medical care in the 1970’s questions arose regarding difficulty distinguishing life-saving 

interventions from interventions that prolong suffering and death. Many began to question why 
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medical providers would need immunity when the law already presumed immunity and that 

providers would respect their patient’s wishes (Sabatino, 2010, p. 213).  

Today, advance care planning is defined as discussion between the patient and others 

about future care with the goal being to ensure patients receive medical care that is “…consistent 

with their values, goals and preferences” (Detering & Silveira, 2018, p. 1) .  ACP conversations 

may lead to the completion of advance directives (AD) such as health care surrogate (HCS) 

documents, living wills (LW) and other actionable documents such as a do-not-resuscitate 

(DNR) order (Detering & Silveira, 2018, p. 2).  An HCS is also known as a health care proxy or 

durable power of attorney for health care and serves as a legal document that authorizes medical 

decision making on the patient’s behalf if the patient no longer has capacity (Detering & Silveira, 

2018, p. 8). The LW is a summary of the patient’s treatment preferences for future medical care 

and provide the HCS and clinical team a general sense of the treatment preferences (Detering & 

Silveira, 2018, p. 9). Actionable orders for treatment preferences include the DNR which 

specifies the patient or HCS wishes regarding cardiopulmonary resuscitation (CPR). In some 

states the Physicians Orders for Life Sustaining Treatment (POLST/POST) is legislatively 

established and is considered a highly effective way to communicate treatment preferences. The 

POST is portable across the continuum of health care settings such as home, skilled nursing 

facilities (SNF) and acute care settings (The Indiana POST Program, 2019). The Center for 

Medicare and Medicaid  Services (CMS) published billing codes for ACP on January 1, 2016 

and provided direction for implementation by physicians and nonphysician providers who serve 

under the order of the treating physician in a face to face encounter (Center for Medicare and 

Medicaid Services [CMS], 2016). Engaging community health workers in the dissemination of 

education regarding ACP has proven an effective way to increase knowledge and awareness of 
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ACP which leads to increase completion of AD (Litzelman, Cottingham, Griffin, Inui, & Ivy, 

2016, p. 641).  

FCNs are uniquely positioned to bridge the gap with ACP as faith communities welcome 

the integration of faith and health through outreach programs such as ACP (Rastas, 2014).  

Problem Statement 

Seventy percent of Indiana residents do not have advance directives ("Biospace," 2019). 

Exposure to ACP information and outreach is known to significantly increase completion of 

advance directives (Splendore & Grant, 2017). A faith community is defined as a group of 

people who share a set of religious beliefs (Longman, 2020) and this FCN program is defined as 

a  nurse led program in parishes, churches, or congregations across the central Indiana region. 

Faith communities can partner with health care organizations and this partnership is an effective 

way to reach the community for health promotion and increase completion of ACP (Kotecki, 

2002, p. 61). Exposure to ACP information and outreach is known to significantly increase 

completion of advance directives (Splendore & Grant, 2017). One hospital in central Indiana has 

an FCN program that engages a group of FCN’s across the region. There has been support and 

education to FCN’s in this program regarding ACP with discussion and presentations, however 

no formal training exists for FCN implementation.  Health care professionals are often 

uncomfortable speaking with patients and families about advance care planning and 87% report 

hesitation to implementation until illness become severe (Booth & Lehna, 2016). This FCN 

program does not currently have a tool to guide the FCN in conducting ACP education, outreach, 

and AD completion.  
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Purpose Statement 

The development of an ACPTT will engage faith communities in ACP by equipping 

FCN’s with education, tools and resources that will be sustainable for future implementation at 

this project site. The aim of this project is to increase ACP knowledge and self-efficacy, to 

increase ACP outreach and completion of AD in targeted faith communities by 25% by the fall 

of 2020. 

Project Question 

Does providing an ACPTT to FCN’s increase outreach and education of ACP in faith 

communities compared to those with FCN’s with no training guide?  

Project Objectives 

In the timeframe of the DNP project, the following objectives will be addressed:  

1. An ACPTT will be created for implementation at the project site by Fall 2020. 

2. Faith community nurses will demonstrate a 25% increase in knowledge and self-

efficacy of ACP and AD by the Fall 2020 from pre-intervention- Advance Care 

Planning Engagement 34-point survey to post intervention (The Regents of the 

University of California, 2013). 

3. Faith community nurse’s will demonstrate a 25% increase in ACP outreach activities 

in their faith communities by the Fall 2020 from pre-intervention to post intervention.  

4. Faith community members will complete 25% more AD post intervention compared 

to pre-intervention by the Fall 2020. 

Search Terms 

The literature review consisted of utilization of several databases including CINAHL 

Plus with Full Text, PubMed, Jay Sexter Library Inter-Library Loan Services, EBSCO and 
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Google Scholar using the PICO question; How does FCN engagement in ACP education and 

outreach increase ACP engagement among faith communities? The elements of the PICO 

question were used to form search terms. Initial search terms included advance care planning, 

end of life planning, advance directives, patient outcomes, quality of care, faith communities and 

faith community nurses. Initial results for this search revealed zero results likely due to the 

search terms being too narrow and therefore the search terms were refined to include search 

terms in themes for the project. Three themes for search terms evolved including ACP impact on 

patient outcomes, FCN’s impact on patient outcomes through health promotion such as ACP, 

and community health and faith community education impact on patient outcomes. Each of the 

three themes had inclusion criteria of articles published in peer reviewed journals between 2015 

to 2020 and full text article availability in the English language. The search terms ACP or end of 

life (EOL) planning OR AD and patient outcomes OR quality of care and education resulted in 

10 articles. The second theme search terms utilized were FCN or parish nursing and health 

education or health promotion and resulted in two articles.  The third theme included search 

terms; community health education, faith communities, patient outcomes or quality of care and 

ACP and resulted in 26 articles. Exclusion criteria for all results included articles related to 

pediatrics, post-acute care setting, oncology, and hospital-based initiatives.  

Review of Literature 

The review of the literature included the evaluation of each article found from the three 

themes of the search terms and assessment of the level of evidence using the American 

Association of Critical Care Nurses (AACCN) system (Peterson et al., 2014). The themes that 

emerged from the literature review are as follows, ACP’s positive impact on patient outcomes, 

FCN health promotion through ACP and community health and faith community education and 
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health promotion. Articles included in the literature review range in the level of evidence from 

qualitative studies and integrative reviews (Level C), peer-reviewed professional reviews and 

clinical recommendations (Level D) and articles that contained expert opinions (Level E) 

(Peterson et al., 2014, table 2). High level of data supported by meta-analysis of multiple 

controlled studies specific for this topic were not found.  

Impact of Advance Care Planning on Patient Outcomes 

ACP is important because it empowers patients and their families, reduces burdens on 

others to make decisions, prevents unwanted treatments and unnecessary hospital admissions 

(Merlane & Armstrong, 2020) and has a positive impact on quality at EOL (Kastbom, Milberg, 

& Karlsson, 2019). Merlane and Armstrong published a peer reviewed journal article whose 

level of evidence would be Level E, of expert opinion and demonstrates the importance of 

advance care planning and the role of the nurse in ACP (2020). Kastbom, et al. utilized a latent 

qualitative content analysis design and the methods used interviews with inclusion criteria that 

demonstrated the effectiveness of ACP in nursing homes (2019). ACP should be implemented in 

every care setting. Providing patient and family centered care will improve care quality, patient, 

and family satisfaction as well as cost containment (Novelli & Banarjee, 2017). One scoping 

review found that ACP is complex and can be widely defined. Some of these definitions include 

facilitated discussions, training, and completion of advance directives. In this review, patient 

outcomes for all ACP interventions were positive and show overall benefit for patients, 

surrogates, and clinicians as well. Additionally, the definition of ACP reflects a shift from 

advance directives documentation to an “ongoing, individualized support and preparation for 

communication and in-the moment decision making” (McMahan, Tellez, & Sudore, 2020, p. 2). 

ACP efforts should continue as a process over the life span with the ideal implementation to 
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begin early in adulthood to be re-visited as circumstances and health issues change over time 

(National Institute of Health [NIH], 2015). This project will translate this evidence into practice 

with the culmination of an ACPTT.  

Faith Community Nursing and Health Promotion 

The FCN is uniquely positioned to address the gaps in care in the community and to 

assist healthcare systems to reduce the number of hospital readmissions by increasing the use of 

preventive medical and social services, increased adherence to treatment regimens and by 

providing support for community members to thrive in their own homes (Schroepfer, 2016). The 

American Nurses Association (ANA) includes specific scope and standards of practice for the 

FCN that include the assistance of faith community members with life transitions for adults with 

chronic illness and specific direction to assess social determinants of health to develop targeted 

health promotion activities (Health Ministries Association, 2017). Additionally, the FCN can 

access populations that may be difficult to reach due to socioeconomic disparities and decreased 

access to primary care (Schroepfer, 2016). Health care systems have routinely partnered with 

faith community nurses to reach the vulnerable and provide supportive holistic care. FCN’s 

integrate mental, physical and spiritual health which lead to connections with fellow church 

members, this intimacy leads to more thorough congregational needs assessment and health 

promotion and members perceive the FCN as a positive, beneficial trusted healthcare resource 

(Lind & Chase, 2014). The integration of faith and health creates an ideal setting for the FCN to 

be an educator and motivator of health in the community (Gotwals, 2018). Kimbrel and Powers 

(2016) developed a pilot study to determine if FCN’s could address ACP. The authors recruited 

and surveyed volunteers in a protestant church community who engaged in Caring Conversations 

curriculum. The results revealed statistically significant improvements in knowledge of ACP 



ADVANCE CARE PLANNING IN FAITH COMMUNITIES: A  13 

post intervention among the 42 subjects (Kimbrell & Powers, 2016). The FCN role is naturally 

adaptable in a variety of settings to include home or church which is based on the needs of the 

members. Gotwals study design was quasi-experimental and a correlational study using a 

convenience sample of FCN’s that were randomly assigned to experimental groups to examine 

the relationship of the FCN’s perceived knowledge with a posttest about health promotion 

(2018). Collaboration with home health partners provide the FCN with resources for members as 

many FCN’s assist older adult membership. FCN’s provide supportive services including 

education and one survey indicated that outreach on average occurred to over 35 individuals per 

month (Wordsworth, Moore, & Woodhouse, 2016). The FCN scope and standards include 

quality improvement programs which involve guiding conversations about care decisions such as 

ACP as well as serving as a health care advocate by defining medical terminology and assistance 

with interpretation of medical language for treatments and modalities (Health Ministries 

Association, 2017, p. 13). Transitional care interventions include anticipatory guidance and 

community health promotion included in ACP and the FCN Transitional Care Model include 

interventions by the FCN to assist in post discharge care which includes holistic assessment and 

educational outreach such as ACP (Westberg Institute for Faith Community Nursing, 2018). 

Faith community members who engage with FCN outreach efforts resulted in increases in 

completion of advance directives and can be an effective way to increase the rates of discussions 

related to ACP (Medvene et al., 2003). Integrating health promotion activities such as ACP 

increase health-promoting behaviors by recipients of FCN outreach and efforts and reiterate the 

important role that FCNs play in the facilitation of health promotion interventions across the 

lifespan (Callaghan, 2015, p. 18). 

 



ADVANCE CARE PLANNING IN FAITH COMMUNITIES: A  14 

Community Health Education and Faith Communities 

The impact of community health education in faith communities on patient outcomes is 

illustrated by the Mississippi State Department of Health initiative to improve health outcomes 

by collaborating with community health partners such as churches and faith communities and has 

a coalition with 25 churches called the Delta Alliance for Congregational Health (DACH). This 

includes a health and wellness ministry team that promotes health among the churches and has 

demonstrated positive changes regarding meal services and a heart healthy diet and reached over 

5,000 Delta residents (Centers for Disease Control and Prevention [CDC], n.d.). A community 

and faith-based prostate cancer screening program in a minority population demonstrated an 

increase in knowledge and screening post health promotion and outreach in Virginia (Howard et 

al., 2018). This study demonstrates support for health promotion at the community level. This 

study used a pre-test/post-test survey design and sampled 438 Black men and created a 

community advisory board to assist in the implementation of a two-hour community/faith-based 

health outreach that increased prostate screenings among those who participated (Howard et al., 

2018, p. 62).  

Barriers 

There are many barriers to implementation of ACP which include lack of awareness or 

lack of perceived need (Conroy, Fade, Fraser, & Schiff, 2009) . Among faith communities, fear, 

denial, and fatalism citing “God’s Will” are some examples of barriers as well as cultural 

implications. For example, African Americans may demonstrate a mistrust of the health care 

system and concern for who will receive care based on income status (West & Hollis, 2012, p. 

134).  In some Asian American faith communities, it is considered taboo to discuss death and 

dying and some believe that these discussions may even hasten death (Sun et al., 2017, p. 382). 
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One study evaluated the views of 30 churches in various Christian denominations and found that 

other factors that are barriers to health promotion in faith communities include perceived 

irrelevance, a general mistrust of the community and concerns for conversion agendas (Ayton, 

Manderson, & Smith, 2017). Methods for this study included interviews of five directors of 

church-affiliated groups and leaders among the 30 churches identified (Ayton, Manderson, & 

Smith, 2017, p. 52). Another barrier is the limitations to the role of the FCN because most of the 

FCN positions are un-paid and are only implemented in those faith communities where 

leadership and an FCN have common interest to engage in an FCN program (Wordsworth, 

Moore, & Woodhouse, 2016). Controversy regarding the role of ACP and EOL care remain 

including a disconnect between law and ethics which have propelled community members and 

the medical community to often engage in futile acts of care resulting in prolonged suffering 

citing lack of communication and understanding of the Patient Self-Determination Act. Solutions 

to this include continued education and communication regarding goals of care and advance care 

planning (Duke, Yarbrough, & Pang, 2009). 

Significance of Evidence  

The literature review provides ample evidence of the support and need for ACP in the 

community setting and the positive impact on patient outcomes, cost avoidance by health 

systems by empowering patient autonomy and preventing futile care that is not desired by the 

patient and the family (Detering & Silveira, 2018). The community setting and specifically the 

faith community is often underserved, and the FCN is uniquely positioned to provide effective, 

culturally relevant ACP education and outreach that will result in an increase in ACP 

engagement and AD completion in this FCN Indiana program (Lind & Chase, 2014).  
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Theoretical Framework 

The project will utilize the practical, robust implementation and sustainability model 

(PRISM) to guide the project implementation process (National Institutes of Health [NIH], n.d.). 

and reference to the theoretical model of faith community nursing (Ziebarth, 2014) as a basis for 

the ACPTT development.   

PRISM is an implementation model that was developed by Feldstein & Glasgow (2008) 

for the purpose of providing infrastructure with a practical model for translating research into 

practice that builds on prior models of quality improvement work. This culminated in a tool that 

researchers may use that integrate leveling of organizational workers to bridge the gap between 

research and nursing clinical practice in a sustainable manner. The model contains four major 

domains with a subset of elements within each domain. Success of implementation and 

sustainability of an intervention or program increases with the use of three to four PRISM 

domains and at least one elemental subset of each (Feldstein & Glasgow, 2008). The successful 

implementation of research to nursing practice has a profound impact on the profession and 

patient outcomes that are directly impacted by expediency to solve problems in the profession 

with an evidence-based approach (Hall & Roussel, 2017).  

Historical Development of the Theory 

The PRISM model was developed in 2006 out of the need to translate research into 

practice and although scant literature exists for implementation there is little evidence to support 

the use or benefit of any specific implementation science strategy (Feldstein & Glasgow, 2008). 

PRISM utilizes key elements from the diffusion of innovation theory, the chronic care model, the 

model for improvement and the RE-AIM model that guided the theory development by 
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providing principles for adoption of new behaviors, the need to leverage community support, an 

infrastructure for sharing best practices, and an emphasis on public health. Sharing best practices 

and a quick implementation of evidence to nursing practice is a key component of improving 

patient outcomes. The result was a model (National Institutes of Health [NIH], n.d., Appendix A) 

that included four major domains; program or intervention, external environment, infrastructure 

and recipients with numerous elements within each domain (Feldstein & Glasgow, 2008, p. 230).  

Applicability of Theory to Current Practice 

The PRISM model is applicable to nursing as it provides a practical framework for not 

only the quick dissemination of research into practice which can improve patient outcomes but 

also helps to provide a foundation for sustainability for future clinical practice (Feldstein & 

Glasgow, 2008). The model details the importance of the organizational, staff and patient 

perspectives for a given program with an assessment of organizational readiness so that barriers 

can be ascertained and addressed which will increase the likelihood of acceptance and 

integration of the innovation into practice (Feldstein & Glasgow, 2008). Consideration to payor 

sources and the regulatory environment in nursing are examples of factors identified in the 

external environment domain that impact the implementation of innovation from research as well 

as performance data and adaptability of procedures or protocols that shape the domain of future 

implementation and sustainability. The final domain, recipients, include aspects of nursing such 

as organizational health and culture, staffing and incentives and patient knowledge and beliefs 

that impact the implementation of an innovation from research (Feldstein & Glasgow, 2008). 

Each of the PRISM domains has the opportunity to directly hinder or support the translation of 

research to clinical innovation that impact the profession of nursing and specifically the 

implementation and sustainability of this project.  
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Major Tenets 

Program or Intervention 

The first domain includes evaluation of the organization and patient perspectives. 

Organizational assessment of readiness, evaluation of the strength of evidence for the proposed 

strategy and target clinical area, consideration to address identified barriers, program ease of use 

and perceived usefulness, adaptability to locality, trialability, reversibility and observability are 

elements important to consider during the development and implementation phase of a project. 

Careful attention to these elements in this domain will help to ensure acceptance into general 

practice (Feldstein & Glasgow, 2008, p. 230).  

External Environment 

The domain of the external environment includes powerful “…predictors of success and 

therefore are key to implementation and maintenance” (Feldstein & Glasgow, 2008, p. 237). This 

element may include market forces, reimbursement and payors, regulatory bodies, and reporting 

authorities. Community resource availability such as national repositories of patient education 

may assist in making complex health interventions more affordable (Feldstein & Glasgow, 

2008).  

Infrastructure 

This domain provides emphasis on building the project with sustainability in mind at the 

start. Elements of communication and relationships between senior level managers and front-line 

workers are important. Partnerships that facilitate translation of research to practice have high 

value and include recommendations for; a dedicated implementation team, routine performance 

measurement and data sharing, protocols or procedures that can be adapted for specific locations 
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and implementation training that includes support and a venue for sharing best practices 

(Feldstein & Glasgow, 2008).  

Recipients 

The final domain of PRISM includes recipients which are organizations and patients. 

Each recipient has defined characteristics that affect their ability to incorporate innovation and 

change behaviors. For the organization, three levels were identified: top management, middle 

managers, and front-line teams. Other organizational characteristics include financial and 

structural health, staff history, culture, and morale. Management support for an innovation 

should include communication of goals across all three levels and efforts to involve key leaders 

for strategic communication should be robust (Feldstein & Glasgow, 2008). Patient 

characteristics include “age, gender, socioeconomic status, health literacy, native language and 

culture” (Feldstein & Glasgow, 2008, p. 236). Other considerations of this domain include the 

patient (client) population with pre-existing conditions that impact access to the innovation, and 

their experience of social support, knowledge, beliefs, and perception of outcomes (Feldstein & 

Glasgow, 2008).  

Theory Application to the DNP Project 

The PRISM theory will be a useful framework for the development of the project as the 

application of each of the domains provide a method for conducting implementation of the 

ACPTT and sustainability for the project site. The first domain provides tools to assess the 

organizational and patient perspective (Feldstein & Glasgow, 2008). Assessment of the FCN 

program will need to include evaluation of readiness of the project site, appraisal of the strength 

of evidence for ACP in this environment, consideration of the barriers such as minimal resources 

for the primarily volunteer FCN group with special attention to the cost, adaptability and 
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usability of the ACPTT. The ACPTT will need to be developed with the patient perspective in 

mind so that it provides adaptability among faith community needs and yet remain client 

centered to promote ACP.  

The external environment domain will include evaluation of community resources such 

as ACP educational modalities and regulatory bodies such as the legislation related to ACP in the 

state of Indiana (Feldstein & Glasgow, 2008). Additional external environments will include 

FCN state, national and international groups that will help shape and inform the tool such as 

incorporation of the theoretical model of faith community nursing (Ziebarth, 2014, Appendix B) 

to guide FCN practice as well as individual faith community groups.  

Implementation and sustainability infrastructure is the third domain that will provide 

direction to the development of a dedicated project team, inclusion of training for the ACPTT 

that is portable and adaptable, the development of metrics to evaluate performance data such as 

FCN implementation of the tool and a robust communication system to assist with training and 

support (Feldstein & Glasgow, 2008).  

The final domain, recipients, will include evaluation of the FCN program’s 

organizational health and culture and identification of the organizational levels, FCN program 

director, FCN program facilitator and the FCN as the front-line staff to ensure communication 

across levels (Feldstein & Glasgow, 2008). Consideration of the front-line FCN as primarily 

volunteer will be an important consideration with the development of the ACPTT so that time 

burdens for implementation may be eliminated or reduced. The patient characteristics to be 

considered for the project are perceptions of end-of-life, cultural and religious beliefs, and health 

literacy. Inclusion of these elements will be important during the development of the ACPTT. 

The FCN role in increased social support for the ACP project will increase likelihood of patient 
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receptiveness and will help with ACP implementation and AD completion and help to ensure 

future sustainability of the project (Feldstein & Glasgow, 2008).  

Theoretical Model of Faith Community Nursing in ACPTT Development 

The theoretical model of faith community nursing was developed in 2014 by Deborah 

Ziebarth and provides a framework for faith community nursing as “…a method of healthcare 

delivery that is centered in a relationship between the nurse and client… that occurs in an 

iterative motion over time when the client seeks or is targeted for wholistic health care” 

(Ziebarth, 2014, p. 1831). The essential attributes include faith integrating which is continuous 

and “health promoting, disease managing, coordinating, empowering and accessing health care” 

that occur with intentionality in a variety of settings including the “ …faith community, home, 

health institution and other community settings with fluidity as part of a community, national, or 

global health initiative” (Ziebarth, 2014, p. 1831). The model provides a visual representation of 

the attributes with the nurse and client relationship as central and faith integration as a 

continuous attribute (Ziebarth, 2014, Appendix B). This model will provide structure for the 

ACPTT development as it will target the FCN and faith community member (client) relationship 

and will provide tools for the FCN to implement over time with faith integration as a continuous 

component. The ACPTT will provide the FCN with a structure that will help to empower clients, 

to coordinate health care by promoting the discussion of ACP and the completion of AD. This 

model will provide a conceptual framework to build the ACPTT to incorporate those elements 

that are integral to faith community nursing and unique to the faith community setting. 

Project Design 

Setting 
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The setting for the project is a central Indiana FCN program that is sponsored by a local 

hospital system. The site employs one half time program facilitator and one program manager. 

The staff include 18 active and 5 inactive professional non-paid FCN’s. This represents 

approximately 23 faith community groups in the region. The documentation system at the site is 

an informal process and includes intermittent paper charting determined by individual FCN 

practice. Monthly reporting on the community benefits inventory for social accountability 

(CBISA) form and is submitted to the facilitator to document FCN activity. 

Population of Interest 

The direct population of interest includes FCN’s at the practice site. The indirect 

population of interest include members of the faith community which are also known as 

healthcare consumers. Healthcare consumers are defined as “the person, client, family, group, 

community or population who is the focus of attention and to whom the registered nurse is 

providing services as sanctioned by state regulatory bodies” (Health Ministries Association, 

2017, p. 87). Inclusion criteria would be voluntary participation for each FCN at the site. FCN’s 

that are not affiliated with the practice site will be excluded from data collection.  

Stakeholders 

The key stakeholders for the project include the program manager, program facilitator, 

professional non-paid FCN’s, faith community members and leadership, professional 

organizations such as the Westberg Institute, Faith Community Nurses International, and the 

Health Ministries Association, spiritual care providers such as chaplains, clergy and pastors and 

community-based collaborative partners such as the accountable care organizations, primary and 

specialty care providers and community resources such as palliative care services. 
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Permission for this quality improvement project was granted by the program leadership 

for collaboration and implementation of the project at the site. (See Appendix C). The specific 

role of the program manager will be as an advisor and consultant to the program facilitator who 

will provide direct leadership and collaboration for the implementation of the project. The 

project facilitator will be instrumental in communication within the group and to coordinate the 

quarterly meetings during which the dissemination of the ACPTT will take place. The facilitator 

will also be responsible for collating the CBISA reports monthly from the FCN’s. The 

professional organizations provide foundational structure for resources for FCN practice as well 

as programs and tools such as the scope and standards published by the American Nurses 

Association that guides FCN specialty practice (Health Ministries Association, 2017). The 

ACPTT will be made available to the Westberg Institute for inclusion in the core curriculum 

which guides foundational FCN training (Westberg Institute, 2020). The Faith Community 

Nurses International organization will receive updates regarding the project for inclusion and the 

dissemination among the research committee. Spiritual care providers are important 

collaborators to facilitate the development of the ACPTT to ensure that the spiritual aspects of 

the tool are supported and guide practical implementation ideas for facilitation of the ACPTT 

within the faith communities. Community resources such as medical providers, the accountable 

care organizations and local palliative care teams will be referral sources for the FCN’s to direct 

members for additional support within the medical community.  

Interventions 

Interventions for this quality improvement project include the development of a robust, 

adaptable and portable ACPTT (see Appendix D) for use among the FCN’s at the site, 

modification of the CBISA report (see Appendix E) to include ACP outreach and AD completion 
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tracking, ACPTT delivery and education (see Appendix F) to the non-paid professional FCN’s at 

the practice site, and pre and post intervention data collection and analysis.  

The ACPTT will provide foundational information regarding the importance of ACP and 

AD completion, implications for whole person care, and provide a variety of methods and 

resources for planning outreach activities within faith communities.  

ACP outreach and AD completion data were not previously collected at the site, so a 

modification to the current CBISA template was completed. Pre intervention survey data will be 

collected from the voluntary FCN participants, prior to introduction and education of the ACPTT 

during the fall FCN meeting. Post intervention survey data of AD knowledge and self-efficacy 

will be collected immediately after the intervention and CBISA data will be collected 5 weeks 

after the  intervention for analysis.  

Tools 

The tools selected for data collection include the CBISA monthly report (Appendix E) 

and the Advance Care Planning Engagement 34 Item Survey (Appendix G). The ACPTT 

(Appendix D) will be disseminated in the fall 2020 using a demonstration and Socratic technique 

for educating the FCN’s regarding the use of the tool (Appendix F).  

CBISA Monthly Report 

Evaluative metrics for objective three, which is the FCN’s will demonstrate a 25% 

increase in ACP outreach activities, and objective four, completion of 25% more AD post 

intervention compared to pre-intervention will be captured using the CBISA report which 

provides the number of ACP outreach activities and the number of AD completed by each FCN 

on a monthly basis (see Appendix E). The number of ACP outreach activities and AD 

completion will be compared pre and post intervention based on the frequency of events. The 
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CBISA monthly report (Appendix E) is a pre-existing tool that has been developed by the 

practice site and amended by the project lead to include the number of ACP outreach activities 

and AD completion which were not previously tracked. The CBISA tool was adapted by the 

project lead and program facilitator and reviewed and approved for context relevance by the 

project team and stakeholders.  

The data will be collected from the CBISA tool and entered into a data file excel spread 

sheet (see Appendix H). The total number of ACP outreach activities will be calculated the 

month prior to intervention and the month following the intervention to determine the percentage 

of change of ACP outreach or AD completion, if any.  

Advance Care Planning Engagement 34 Item Survey 

The evaluation of objective two, which is a demonstration of  a 25% increase in FCN 

knowledge and self-efficacy of ACP and AD will be measured using the ACP Engagement 34 

Item Survey (see Appendix G). This survey is culturally vetted and validated and measures the 

complex process of ACP including knowledge and self-efficacy of ACP and AD. This survey 

was developed and validated by Prepare for Your Care and is made available for use on the 

prepareforyourcare.org site (The Regents of the University of California, 2013). “The survey is 

based on social cognitive and behavior change theories and focuses on four behavior change 

constructs (i.e., knowledge, contemplation, self-efficacy, and readiness within four ACP 

domains” (The Regents of the University of California, 2013, p. 3). Sudore et al., (2013) 

evaluated the reliability and validity of this tool by field testing and comparing survey data from 

an older cohort to a comparison sample of a younger cohort. The results from validation testing 

demonstrated that the survey has “good internal consistency (Process Measures Cronbach’s 

alpha, 0.94) and test-retest reliability (Process Measures intraclass correlation, 0.70; Action 



ADVANCE CARE PLANNING IN FAITH COMMUNITIES: A  26 

Measures 0.87)” with both process and action measures scores “higher in the older than younger 

group, p<.001” (Sudore et al., 2013, p. 1). Permission is provided from the PREPARE website 

for use of unaltered materials given appropriate credit to PREPARE and the 

www.prepareforyourcare.org site (see Appendix I).  

The survey, which is estimated to take approximately 20 minutes, will be administered 

prior to receipt of the ACPTT dissemination and education and then again after the education is 

presented. Each respondent’s data will be collected and entered into the data entry file (Appendix 

H) pre and post intervention in preparation for analysis.  

ACPTT Educational PowerPoint 

The ACPTT will be delivered to the FCN group with a high-level overview of the tool’s 

purpose and use. A PowerPoint (Appendix F) will provide structure to the overview and includes 

bulleted slides to use with the Socratic method as the primary learning strategy. This method is 

often used for the guided discovery for adult learners (Overholser, 2018). The visual and 

kinesthetic demonstration and Socratic guided discovery of the ACPTT will appeal to a wide 

range of learning styles (Prithishkumar & Michael, 2014). This guided discovery will give the 

FCN’s an opportunity to begin to develop a practical use and implementation plan. The tool was 

developed by the project lead and program facilitator and reviewed and approved for context 

relevance by the project team and stakeholders.  

Study of Interventions and Data Collection 

Data Collection 

The CBISA report, which includes the number of ACP outreach and AD completion 

activities, was collected one month prior to and four weeks after the intervention. This 
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aggregated CBISA data of ACP outreach and AD completion was obtained from the program 

facilitator.  

The pre-intervention advance care planning engagement survey was distributed in person 

and via email to the participants immediately prior to the delivery of the ACPTT education. The 

paper forms were collected in person, and electronic surveys from the virtual participants were 

collected via email. After the education of the ACPTT was delivered, the post intervention 

advance care planning engagement survey was provided to the participants and collected.  

The data collected from the CBISA reports and the advance care planning engagement 

survey was entered into the excel data file in preparation for analysis and kept in a password 

protected and secure cloud base drive. 

Ethics and Human Subjects Protection 

Ethical treatment and protection of human subjects in research is an integral component 

of high-quality translational quality improvement (Robinson Bailey, n.d.). The project 

intervention and study design were reviewed by the Touro University Nevada project team and 

does not meet the definition of research. This project does not require review by the Institutional 

Review Board from the university or practice site.  

The privacy of the voluntary participants in this quality improvement project will be 

protected with the assignment of participant identification numbers that removes identifiable 

information from the data. Each participant will be assigned an identification number that will be 

stored electronically with a secure password separate from the data file.  

Plan for Analysis 

CBISA Data 
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Analysis of the CBISA data includes a comparison of frequency of ACP outreach and 

AD completion pre and post intervention. The frequency was calculated using the total percent 

change calculation. The percent change between the pre and post-intervention data was 

calculated by taking the original values of ACP outreach and AD completion individually and 

deducting the difference (post-intervention) and dividing this value by the original amount and 

multiplying by 100 to get the percentage change.  

Advance Care Planning Engagement Survey Data 

The excel data file for the Q1-Q34 pre and post variables was analyzed using paired t test 

calculations. The calculations were performed using the IBM SPSS software. The paired t test 

was selected due to the need to analyze pre and post intervention data from the same group of 

people on two different occasions. Assumptions for parametric t tests such as paired t testing 

include the use of a continuous scale (the Likert scale), that scores are obtained from a random 

sample of the population that has a normal distribution, the observations are independent of one 

another, and samples are obtained from populations of equal variances. Additionally, the 

difference between the two scores for each subject should be normally distributed (Pallant, 

2013).  

The data was screened by checking for errors for each variable for scores out of range. 

Errors that were identified were found and corrected if needed. The test was conducted using one 

set of participants. The two variables were time (pre and post) and one continuous variable 

selected from the advance care planning survey variables (Q1-Q34). Each variable has a further 

grouping based of either knowledge or self-efficacy as identified by the code book. The IBM 

SPSS procedure for the paired sample t test was followed.  
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Analysis of Results 

The data collected included pre- and post-intervention responses from eight FCN’s. 

Survey data includes the 34 question ACP Engagement Survey that measured ACP knowledge 

and self-efficacy.  The CBISA data was collected pre- and post-intervention and measured the 

frequency of ACP outreach and AD completion. The data was entered into an excel data file with 

variables named for each of the 34 survey questions delineated by pre- and post- intervention 

(ex: Q1pre and Q1post), and CBISA data (ex: ACPpre and ACPpost). The data set was uploaded 

to the IBM SPSS software (Pallant, 2013) and evaluated for errors. Procedures were followed for 

checking for categorical and continuous variables. No out of range variables were identified.  

The paired t-test was conducted via SPSS software to compare the mean scores for the 

FCN group at two different time intervals (pre- and post-intervention) for the ACP engagement 

survey of knowledge and self-efficacy. A frequencies measure was used to calculate a percentage 

change for the ACP outreach and AD completion using Microsoft Excel.  

Results 

ACP Engagement Survey: Knowledge and Self-Efficacy Results 

A paired-samples t-test was conducted to evaluate the impact of the ACPTT intervention 

on the FCN scores for knowledge (Q1-Q2) and self-efficacy (Q3-Q34) (see Appendix J). 

Improvements to ACP knowledge (Q1 and Q2) and self-efficacy (Q3, Q8, Q10-Q17, Q19, Q22- 

Q34) were demonstrated.  There was no statistically significant difference in the Sig. (2-tailed) 

scores from Q1-Q34 pre to post intervention overall (range of p = .080 to p = 1) (see Figure 1). 

The positive mean change for knowledge (Q1 and Q2) was -.063 and -0.38 respectively (see 

Figure 2). The average mean for the positive changes for the self-efficacy scores (Q3, Q8, Q10-

Q17, Q19, Q22- Q34) ranged from -0.13 (Q8) to -1 (Q27) (see Figure 3).  
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Figure 1. Paired Samples Test: Knowledge and Self-Efficacy 
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Figure 2. Knowledge Q1-Q2 Mean Values 

 
Figure 3. Self-Efficacy Q3-Q34 Paired Mean Value 
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CBISA Data: ACP Outreach and AD Completion Results 

The CBISA reports prior to the ACPTT intervention revealed that only one out of the  

eighteen churches affiliated with the FCN program conducted ACP outreach activities. This 

resulted in the completion of one AD. The total number of congregants that received ACP 

outreach prior to the intervention was 30.  

After the ACPTT intervention was completed three churches engaged in ACP activities 

and reached 1,690 individuals, resulting in the completion of one AD (see figure 4). There were 

no measurable differences in the completion of AD pre (1) and post intervention (1).  

 
Figure 4. CBISA ACP Outreach Number of Congregants reached: Pre and Post Intervention 

Analysis 

The results revealed improvements to knowledge, self-efficacy, and ACP outreach after 

the ACPTT was distributed to the FCN group. Although, due to the small sample size (N=8) 

statistical significance was not demonstrated, the results demonstrate clinical significance (Sylvia 

& Terhaar, 2018).  

The survey questions that measure knowledge (Q1 and Q2) revealed an average of 11% 

increase post intervention.  The self-efficacy questions had an average of a 14% increase. 
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Notably, a 41% increase was found for Q27, which described how much they have thought about 

talking with their medical decision maker about how much flexibility they would give them. A 

27% increase was demonstrated for Q28 which described how confident they were that today they 

could talk with their doctor about how much flexibility they would give to the medical decision 

maker. There was a 26% increase for Q31 which referenced how ready they were to talk to their 

doctor about how much flexibility they would want to give their decision maker.  

Advance directive (AD) completion revealed no change from pre to post intervention. An 

explanation of this could be due to the continuous nature of ACP. This is a process that evolves 

over time that involves education, thoughtful reflection, and conversations with family and 

health care providers. The post intervention data was collected just 4 weeks after the intervention 

and may not have provided adequate time to demonstrate this continuous process resulting in the 

completion of AD forms. Additional ramifications include the timing of the intervention over the 

Thanksgiving holiday and during the COVID-19 pandemic. New restrictions and barriers to 

typical FCN practice such as health outreach efforts in the group settings has been ongoing.  

The impact of improvement of knowledge (11%) and self-efficacy (14%) were below the 

stated objectives of 25% for this project. The pre intervention scoring on average ranged 

moderate (3) to high (5) which illustrates that the baseline knowledge and self-efficacy of this 

group was high leaving a small margin for measurable improvements in these areas.  

Although these changes are not statistically significant (Sig. 2-tailed  Q1pre-Q1post = 

0.095, and Q2pre-Q2Post = 0.197), the clinical significance is important to consider. Clinical 

significance is revealed and have implications for FCN practice. Measurable increases in ACP 

outreach activities among faith communities support the continuous efforts of ACP and helping 

communities achieve goal concordant care. Clinical significance reflects the impact on clinical 
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practice (Ranganathan, Pramesh, & Buyse, 2015).  Clear and measurable improvements to ACP 

outreach efforts were demonstrated among the group. The clinical significance of the impact of 

education and receipt of the ACPTT to the FCN’s resulted in an increase in the number of 

churches conducting outreach activities. The increase in outreach efforts resulting in an increase 

in the number of congregants that received ACP education. The literature supports that engaging 

communities in the dissemination of education regarding ACP has proven to be an effective way 

to increase knowledge and awareness of ACP which leads to increase completion of AD and the 

move closer to goal concordant care (Litzelman, Cottingham, Griffin, Inui, & Ivy, 2016).  

Discussion 

The purpose of this project was to evaluate the impact of providing an ACPTT to FCN’s 

on outreach and education of ACP in faith communities compared to those with FCN’s and no 

training guide. Evaluation of the project objectives included the development and dissemination 

of an ACPTT,  demonstration of an 11% increase in knowledge and 14% increase in self-

efficacy of ACP and AD, a 5,553% increase in ACP outreach activities, and no change in AD 

completion post intervention compared to pre-intervention from October to December 2020. 

Demonstrative increases in knowledge and self-efficacy resulted in a significant increase in ACP 

outreach activities among faith communities.  

The ACP process is reflective of ongoing conversations and communication regarding 

future medical care (McMahan, Tellez, & Sudore, 2020).  The FCN’s engagement within the 

community underscore the potential access to vulnerable and often underserved members of 

society. Through the practice of whole person care FCN’s fostered continued conversations for 

members with ACP outreach activities to aide communities to move closer to goal concordant 

care. These professional unpaid nurses planted seeds to over 1,690 congregants over 
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approximately six-week period regarding the value of ACP as part of health promotion 

programs. This was accomplished despite the barriers of a pandemic and social distancing 

policies that prohibited many in person gatherings common to FCN practice. The integration of 

faith and health created an ideal setting for the FCN to be an educator and trusted motivator of 

health in the community (Gotwals, 2018) during a time of an unprecedented viral pandemic. 

Equipping FCN’s with tools to increase knowledge and self-efficacy provided a foundation for 

ACP outreach and eased facilitation of what otherwise may have been a difficult and complex 

endeavor.  

Significance 

Most Indiana residents do not have advance directives ("Biospace," 2019) despite most 

consumers expressing a desire to do so (The Conversation Project, 2020). Exposure to ACP 

information and outreach is known to significantly increase completion of advance directives 

(Splendore & Grant, 2017). The evidence of the support and need for ACP in the community 

setting is clear. Positive impacts include patient outcomes, cost avoidance by health systems, 

empowered patients,  patient autonomy and the prevention of futile treatment resulting in goal 

concordant care (Detering & Silveira, 2018). The community setting and specifically the faith 

community is often underserved, and the FCN is uniquely positioned to provide effective, 

culturally relevant ACP education and outreach that resulted in a significant increase in ACP 

engagement demonstrated by this project (Lind & Chase, 2014). Equipping the FCN with an 

evidence-based tool increased engagement in ACP outreach activities among faith communities. 

Outcomes that are important for communities and especially those suffering from chronic or 

serious illnesses include ACP and goal concordant care (Murali et al., 2020). Goal concordant 

care has been described as a key priority by the National Academy of Medicine and is considered 
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a key quality measure by health care systems. Some have described goal concordant care as a 

type of high-quality communication and evaluate whether specific medical interventions were 

goal concordant. Broadly defined, goal concordant care is treatments provided that match a 

patient stated or documented goals (Halpern, 2019). Providing community-based nurses with 

tools to promote ACP outreach and education provides a foundation for clients to have 

conversations with others about future medical care. This project has demonstrated a clinically 

significant impact on faith communities as an integral part of achieving goal concordant care.  

Implications for Nursing 

 The theoretical model of faith community nursing guides the application of whole person 

care with an emphasis on the nurse client relationship that occurs over time (Ziebarth, 2014). The 

implication of this quality improvement project on nursing reiterates the importance of faith 

integration and whole person care. This care fosters a trusting relationship between a congregant 

and the FCN that occurs in part due to this intimate relationship. Subsequently, the ACP process 

emphasizes fostering conversations about what matters most and future medical care between the 

patient or client and others.  FCN’s bridge the gap between intention and desire to have these 

discussions. The fruition of these efforts culminates in small steps toward goal concordant care. 

Nursing as a profession can be informed by this project to prioritize whole person care regarding 

the topic of mortality, death and dying and the anticipation of future medical care through ACP 

conversations.  

Nursing history is rich with examples of the application of whole person care. One 

example that can be drawn from is Hildegard of Bingen, who was a medieval healer and 

Benedictine Nun in the 11th century. Hildegard emphasized the early understanding of whole 

person care by considering body, mind and spiritual aspects known to early medicine with the 
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addition of environmental implications such as art, music, and nature. Hildegard is often viewed 

as one of the early founders of nursing and medicine. She understood how whole person care 

was central to the notion of healing. Modern-day nurses can inform their practice by considering 

Hildegard’s work when formulating plans of care for clients, families, and communities  

(Fordham University, 1995). Nurses can use the essential attributes of faith community nursing 

to include faith integration while conducting continuous health promoting endeavors such as 

ACP in a variety of settings (Ziebarth, 2014). 

Like Hildegard, the nursing profession has a rich narrative of health promotion, disease 

prevention, and care for communities of faith. Equipping nurses with relevant, and current 

evidence-based tools that facilitate health education and health promotion activities increase not 

only targeted activities such as ACP, but also increases the nurse’s knowledge base and how 

nurses personally related to the materials through self-efficacy. The essence of whole person care 

creates buy in that comes from self-efficacy. This cultivates health promotion activities and 

increases the possibilities of improving community health, through empowered patients seeking 

goal concordant care. FCN’s play an integral role in community health. Through the facilitation 

of relationship building and trust the FCN can respond to the needs of the faith community that is 

unique to FCN practice. This trusting relationship is beyond the reach of traditional healthcare 

systems that may be devoid of the personal connection integral to these intimate conversations. 

Healthcare often operates in silos which further disconnects traditional healthcare providers from 

the concepts of whole person care. This profoundly influences the nature of support provided 

when discussing future medical care. Empowering nurses with accurate information to facilitate 

conversations, integral to high-quality care, can and should be revisited over time. This further 

permits gradual adjustments for congregants and their families to take control and process the 
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notion of goal concordant care while reflecting on what matters most for them and their families 

(Walshe, 2020).  

The importance of the nursing role in the facilitation of ACP has been highlighted during 

the COVID-19 pandemic of 2020. Overbaugh (2020) emphasized that improving nurse 

knowledge of ACP and subsequent reflection on their own values and preferences are important 

first steps. The ACPTT serves as a vehicle to improve knowledge and self-efficacy for the FCN. 

Secondly, nurses should consider the implications of ACP and AD at strategic moments during a 

patient healthcare experience such as during admission or when knowledge deficits regarding 

health care surrogacy or future medical care are identified. Equipping nurses at large to advocate 

for goal concordant care by asking questions such as what matters most can be facilitated from 

the trusted and therapeutic relationships inherent in the act of caregiving (Overbaugh, 2020). 

Faith communities are often intimately involved in life events such as birth, illness, and death. 

This creates a natural role for the FCN to use the power of intention to facilitate advancements in 

the ACP conversation. By identifying congregants who have a new medical diagnosis, are 

experiencing life transitions and events, or who are contemplating plans, the FCN can gently 

walk beside these members and provide support, education, and guidance that is palliative in 

nature.  

Limitations 

Translational research projects attempt to articulate specific targets and objectives that 

focus on the adoption of best practices. Evaluation is measured on whether the project meets 

metrics using a flexible approach that conveys relationships between program elements and 

outcomes (Rubio et al., 2011). The aim of this project was to determine what impact providing 

an ACPTT to FCN’s in the community setting would have on knowledge, self-efficacy, and 
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implementation of ACP and AD completion. Project evaluation revealed limitations in the 

overall design and implementation. Limitations included the small sample size, implementation 

during a pandemic with face to face restrictions, a largely non-paid professional nursing 

workforce, and a relatively short time for the FCN to implement the project over the winter 

holiday season.  

Data Collection 

The data collection procedures required flexibility to include in-person and electronic 

methods. The original procedures had planned to conduct the surveys in person; however, due to 

the restrictions on the face to face gatherings as well as the personal comfort of the FCN group 

members, adaptations were made. The project was presented in person and via Zoom, with data 

collection occurring in-person and via email.  

Small Sample Size and Non-Paid Professional Group 

The targeted FCN group consisted of approximately 18 non-paid professional FCN’s in 

total. This project included 8 participants representing 44% of the total. Small sample sizes can 

impact statistical analysis and significance by decreasing statistical power (Deziel, 2018). The 

small group and subsequent sample size are directly impacted by the volunteer nature of this 

program. Volunteer engagement and retention are concerning for many administrators as the 

workforce demographic is changing. The majority of the FCN’s in this program are retired, and 

of those that are still working have limited time to devote to FCN activities. Additional 

challenges with the engagement of a volunteer workforce include finding registered nurses who 

are interested in taking additional training specific to FCN practice. Often volunteer dominant 

programs are not provided with infrastructure and support from administration and leadership 
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that would support additional volunteer recruitment and training (Rogers, Rogers, & Boyd, 

2013). 

Timing of the Implementation 

The project was implemented during an unprecedented pandemic that resulted in 

sweeping changes to FCN practice. These changes included limited or no access for face to face 

interactions among the faith community members and increasing use of technological 

interactions. ACP is a process that evolves over time through the intimate, thoughtful 

interactions of whole person care. The limitations to the art of prayerful presence, and non-verbal 

communication inherent to empathic expression were limited at best.  

Implementation of the project over a 4-week period that coincided with national holidays 

was also a limitation to the project. Given the evolving nature of ACP, it is likely that the 

evidence of the interventions may not be demonstrated for some time to come (Halpern, 2019). 

Additionally, due to the non-paid professional nature of the FCN role in this group, 

implementing new projects over a busy holiday season may not be a priority while balancing 

other family and work responsibilities.  

Dissemination 

The implication of the dissemination of the project results will help inform and shape 

nursing practice. The target population will be those who engage in community health, faith 

community/parish nursing, and palliative care. The goal of dissemination will be to generate 

interest about FCN practice that may support growth and expansion, to provide a framework for 

ACP interventions for community health nurses among faith communities, and to support 

community members to achieve goal concordant care (Reavy, 2016). 
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Opportunities for project dissemination include acceptance for a podium presentation at 

the Westberg Institute Symposium at the Caring for the Human Spirit Conference in April 2021. 

Additionally, at this conference, the project will be presented during a panel discussion by the 

Faith Community Nurses International Research committee. The Indiana Center for Parish 

Nursing, Bay Care Faith Community Nursing Program, Faith Community Nurses International, 

Community Hospital Network, Franciscan Health, and Marian University has also extended 

invitations to share the ACPTT and project results. The project manuscript will be submitted for 

publication to the Journal of Hospice and Palliative Nursing in the spring 2021.  

Project Sustainability 

The ACPTT was designed to be adaptable and portable. It is available electronically 

through the FCN practice site shared website and has been disseminated in electronic and 

booklet form. The project was designed using the PRISM implementation model to promote 

sustainability. The PRISM models build on prior models of quality improvement work. This 

model emphasizes that sustainability will be more successful when three or more domains have 

been included. This project has included all four domains. The program (ACPTT) was developed 

from the organizational and patient perspective and included a review of the external 

environment of the FCN and faith community. A dedicated team at the practice site (the program 

facilitator and FCN member) has been established to conduct the training and revisions. The 

recipients of the project include numerous organizations which will direct FCN’s client/patient 

engagement at the practice site and beyond (Feldstein & Glasgow, 2008). The tool can be 

updated over time to reflect emerging science related to ACP as well as changes to FCN practice 

by the program site facilitator. The tool will be included DNP Project Repository and in the Faith 

Community Nurses International toolkit for new FCN practice that will be disseminated via a 
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website. Consideration for the inclusion of the tool in the national FCN foundations training is 

being explored.  
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Appendix A 

Prism Model 

 
Figure 4. PRISM model: NIH, n.d. 
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Appendix B 

New Conceptual Model: Faith Community Nursing 

 
Figure 5. Theoretical Model of Faith Community Nursing: D. Ziebarth, 2014 
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Appendix D 

Advance Care Planning Training Tool (ACPTT) 
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Appendix E 

Community Benefits Inventory for Social Accountability (CBISA) Template 
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Appendix F 

ACPTT Education 
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Appendix G 

Advance Care Planning Engagement 34 Item Survey 
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Appendix H 

Data File 
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Appendix I 

Advance Care Planning Engagement Survey Site Permission 
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Appendix J: 

Paired Samples- ACP Engagement Survey Pre and Post 

Paired Samples Statistics 
 Mean N Std. Deviation Std. Error Mean 

Pair 1 Q1pre 4.25 8 .707 .250 

Q1Post 4.88 8 .354 .125 

Pair 2 Q2pre 4.50 8 .535 .189 

Q2Post 4.88 8 .354 .125 

Pair 3 Q3pre 4.63 8 .518 .183 

Q3post 5.00 8 .000 .000 

Pair 4 Q4pre 4.88 8 .354 .125 

Q4post 4.88 8 .354 .125 

Pair 5 Q5pre 4.50 8 .535 .189 

Q5post 4.50 8 .535 .189 

Pair 6 Q6pre 4.88 8 .354 .125 

Q6post 4.75 8 .463 .164 

Pair 7 Q7pre 4.75 8 .707 .250 

Q7post 4.75 8 .707 .250 

Pair 8 Q8pre 4.00 8 1.069 .378 

Q8post 4.13 8 .835 .295 

Pair 9 Q9pre 1.75 8 .463 .164 

Q9post 1.63 8 .518 .183 

Pair 10 Q10pre 4.38 8 1.188 .420 

Q10post 4.75 8 .707 .250 

Pair 11 Q11pre 4.50 8 .535 .189 

Q11post 4.75 8 .463 .164 

Pair 12 Q12pre 4.00 8 1.309 .463 

Q12post 4.50 8 .535 .189 

Pair 13 Q13pre 4.13 8 .641 .227 

Q13post 4.63 8 .744 .263 

Pair 14 Q14pre 4.13 8 1.246 .441 

Q14post 4.63 8 .744 .263 

Pair 15 Q15pre 4.17 6 1.169 .477 

Q15post 4.83 6 .408 .167 

Pair 16 Q16pre 3.50 8 1.195 .423 

Q16post 4.00 8 .926 .327 
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Pair 17 Q17pre 3.50 8 1.512 .535 

Q17post 4.25 8 1.035 .366 

Pair 18 Q18pre 4.00 8 .756 .267 

Q18post 4.00 8 1.069 .378 

Pair 19 Q19pre 4.50 8 .756 .267 

Q19post 4.63 8 .518 .183 

Pair 20 Q20pre 4.38 8 .744 .263 

Q20post 4.38 8 .518 .183 

Pair 21 Q21pre 4.50 8 .756 .267 

Q21post 4.38 8 .518 .183 

Pair 22 Q22pre 4.13 8 1.246 .441 

Q22post 4.38 8 .916 .324 

Pair 23 Q23pre 4.13 8 1.246 .441 

Q23post 4.50 8 .756 .267 

Pair 24 Q24pre 3.75 8 1.165 .412 

Q24post 4.25 8 .886 .313 

Pair 25 Q25pre 3.50 8 1.414 .500 

Q25post 4.00 8 1.195 .423 

Pair 26 Q26pre 4.13 8 1.246 .441 

Q26post 4.63 8 .744 .263 

Pair 27 Q27pre 2.43 7 1.397 .528 

Q27post 3.43 7 .535 .202 

Pair 28 Q28pre 3.14 7 1.069 .404 

Q28post 4.00 7 .816 .309 

Pair 29 Q29pre 3.29 7 .756 .286 

Q29post 4.00 7 .816 .309 

Pair 30 Q30pre 3.71 7 1.496 .565 

Q30post 4.29 7 .756 .286 

Pair 31 Q31pre 3.29 7 1.496 .565 

Q31post 4.14 7 .900 .340 

Pair 32 Q32pre 3.71 7 1.496 .565 

Q32post 4.14 7 .900 .340 

Pair 33 Q33pre 4.38 8 .518 .183 

Q33post 4.50 8 .535 .189 

Pair 34 Q34pre 3.50 8 1.414 .500 

Q34post 4.13 8 .991 .350 
 

 
 


