
The Joint Commission Journal on Quality and Patient Safety 2019; 45:47–56 

A Comprehensive Approach to Eliciting, Documenting, 
and Honoring Patient Wishes for Care Near the End of 

Life: The Veterans Health Administration’s Life-Sustaining 

Treatment Decisions Initiative 
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Background: There is an emerging consensus that clinicians should initiate a proactive “goals of care conversation”
(GoCC) with patients whose serious illness is likely to involve decisions about life-sustaining treatments (LSTs) such as 
artificial nutrition, ventilator support, or cardiopulmonary resuscitation. This conversation is intended to elicit the patient’s 
values, goals, and preferences as a basis for shared decisions about treatment planning. LST decisions are often postponed 

until the patient is within days or even hours of death and no longer able to make his or her goals and preferences known. 
Decisions then fall to surrogates who may be uncertain about what the patient would have wanted. 

Life-Sustaining Treatment Decisions Initiative (LSTDI): The Veterans Health Administration’s Life-Sustaining 
Treatment Decisions Initiative (LSTDI) was designed to ensure that patients’ goals, values, and preferences for LSTs are 
elicited, documented, and honored across the continuum of care. The LSTDI includes a coordinated set of evidence- 
based strategies that consists of enterprisewide practice standards for conducting, documenting, and supporting high-quality 
GoCCs; staff training to enhance proficiency in conducting, documenting, and supporting GoCCs; standardized, durable 
electronic health record tools for documenting GoCCs; monitoring and information technology tools to support implemen- 
tation and improvement; a two-year multifacility demonstration project conducted to test and refine strategies and tools and 

to identify strong practices; and a program of study to evaluate the LSTDI and identify strategies critical to improving care 
for patients with serious illness. 

Conclusion: The LSTDI moves beyond traditional advance care planning by addressing well-documented barriers to goal- 
concordant care for seriously ill patients. 
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here is an emerging consensus that clinicians should ini-
tiate a proactive “goals of care conversation” (GoCC)

with patients whose serious illness is likely to involve deci-
sions about life-sustaining treatments (LSTs) such as arti-
ficial nutrition, ventilator support, or cardiopulmonary re-
suscitation (CPR). 1–4 The purpose of this conversation is
to elicit the patient’s values, goals, and preferences as a basis
for shared decisions about treatment planning. Heretofore,
LST decisions have often been postponed until a crisis oc-
curs, the patient is within days or even hours of death, and
is no longer able to make his or her goals and preferences
known. 5–7 Decisions then fall to surrogates who may be un-
certain about what the patient would have wanted. 8,9 

There are many reasons why GoCCs are not yet the stan-
dard of care. Proactively identifying appropriate patients is
impeded because of prognostic uncertainty and the lack
of valid and reliable tools to provide decision support. 2,10 

Even when patients are identified, a GoCC may not be
initiated because of provider fears about engendering anx-
iety or hopelessness, uncertainty about the best timing for
a GoCC, or other clinical demands that take precedence. 11 
1553-7250/$-see front matter 
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Furthermore, providers may lack training in needed com-
munication skills, adding to their reluctance to proactively
initiate GoCCs. 12 

Documentation of GoCCs in the electronic health
record (EHR) is also problematic. Patient preferences are
difficult to document in ways that will be consistently un-
derstood by others and may not be available at the point
of care when needed. 13 Furthermore, preferences docu-
mented in an advance directive are not treatment orders,
thus limiting their utility in guiding medical decision mak-
ing. State-based Physician Orders for Life-Sustaining Treat-
ment (POLST) were developed to translate patients’ LST
preferences into portable medical orders for use by first re-
sponders in the community, 14,15 but many health care sys-
tems do not have durable orders (that is, orders that do not
need to be rewritten every time the patient changes care set-
ting or location of care) in the EHR that follow the patient
from location to location within the system. 

Advance directives and the POLST paradigm are im-
portant but imperfect solutions to the problem of elicit-
ing, documenting, and honoring patients’ values, goals, and
LST decisions. Comprehensive practice change requires a
multipronged approach that addresses multiple barriers to
best practice simultaneously and on a systems level. The

https://doi.org/10.1016/j.jcjq.2018.04.007
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Logic Model: Life-Sustaining Treatment Decisions Initiative (LSTDI)

Figure 1: The LSTDI Logic Model summarizes expected outcomes associated with the initiative and the inputs, activities, and outputs that will lead to these outcomes. 
VHA, Veterans Health Administration; VA, US Department of Veterans Affairs; CHF, congestive heart failure; COPD, chronic obstetric pulmonary disease; ESRD, end-stage 

renal disease; HR, human resources. 
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Veterans Health Administration’s (VHA) Life-Sustaining
Treatment Decisions Initiative (LSTDI) 16 was designed to
do this. In this article we describe the details of our ap-
proach, with special emphasis on resources that can be used
outside of the US Department of Veterans Affairs (VA)
system. 

THE LIFE-SUSTAINING TREATMENT DECISIONS 

INITIATIVE 

The LSTDI is intended to address known gaps in the care
of seriously ill patients through an interrelated and coor-
dinated set of evidence-based strategies fortified by hands-
on implementation support that includes the following el-
ements: 

1. Clear enterprisewide practice standards for conducting,
documenting, and supporting high-quality GoCCs 

2. Staff training to enhance proficiency in conducting, doc-
umenting, and supporting GoCCs 

3. Standardized, durable EHR tools for documenting
GoCCs 

4. Monitoring and information technology tools to sup-
port implementation and improvement 

5. A multifacility demonstration project to test and refine
strategies and tools and to identify strong implementa-
tion practices 

6. A program of study to evaluate the LSTDI and identify
implementation strategies critical to improving care for
patients with serious illness 

The LSTDI Logic Model ( Figure 1 ) summarizes ex-
pected outcomes associated with the initiative and the in-
puts, activities, and outputs that will lead to these outcomes.
We now describe each of the elements in detail. 

Practice Standards 

Practice standards for GoCCs were defined in a VHA hand-
book (Handbook 1004.03) and published on January 11,
2017. 17 The two key practice standards are (1) practition-
ers are required to initiate proactive GoCC with seriously ill
patients (or the patient’s surrogate) prior to writing LST or-
ders, and (2) practitioners are required to document these
conversations and decisions, using the national standard-
ized VHA LST progress note template and order set. 

To ensure that the development of Handbook 1004.03,
and the LSTDI as a whole, was informed by expert in-
put, the VHA National Center for Ethics in Health Care
(NCEHC) engaged relevant clinical and operational stake-
holders and subject matter experts (SMEs) through a se-
quence of multidisciplinary work groups that included VA
and academic affiliate members. These groups, which con-
vened between roughly 2005 and 2012, reviewed the state
of the science in advance care planning and care of seriously
ill patients, including the literature on improving commu-
nication with patients and families near the end of life.
Then, after a multiyear iterative VHA drafting and review
process, a draft policy was submitted in May 2015 for for-
mal review and approval by all VHA clinical and adminis-
trative program offices and the VA Office of General Coun-
sel, as well as review for bargaining by the major unions
representing VHA employees. 

In February 2013 NCEHC also convened a VHA advi-
sory board to help promote the successful implementation
of the policy initiative. Through this process, NCEHC cul-
tivated champions to enculturate staff and veterans about
required practice changes, engage providers and others in
LST education, and anticipate and address barriers. The
advisory board’s collective insights into systemwide imple-
mentation of other complex initiatives helped to ensure that
policy requirements reflected the realities of clinical and
administrative work flows. When the final policy was is-
sued by the VHA Under Secretary for Health (Handbook
1004.03), 17 facilities were given 18 months to implement
practice changes across all VA sites of care. 

The LSTDI—and the ethics and policy that ground it—
represents a significant culture change aimed at improv-
ing care by improving care planning. To accomplish this,
Handbook 1004.03 introduces the concept of “high-risk
patients” ( Sidebar 1 ) for whom GoCCs are appropriate,
clarifies which providers are responsible for GoCCs, and
defines specific “triggering events” ( Sidebar 2 ) for initia-
tion of GoCCs, such as prior to writing a do-not-attempt-
resuscitation (DNAR) or do-not-resuscitate (DNR) order.
It requires providers to cover specific topics as part of
GoCCs and to document GoCCs and the resulting LST
plan using a standardized progress note template and LST
order set. Finally, the policy specifies that LST orders are
durable; that is, they will not be automatically discontinued
at discharge or when the patient crosses care settings within
the VHA but will remain in effect until they are modified
based on a change in the patient’s LST plan. 

Sidebar 1 . Select Life-Sustaining Treatment Decisions Initia- 

tive Definitions 

Goals of Care Conversation. A goals of care conversation (GoCC) is un- 
dertaken between a health care practitioner and a patient or surrogate for 
the purpose of determining the patient’s values, goals, and preferences 
for care, and, based on those factors, making decisions about whether to 
initiate, limit, or discontinue life-sustaining treatments (LSTs). Other health 
care team members may contribute to the GoCC as specified in VHA 

Handbook 1004.03. 
High-Risk Patient . For the purposes of this policy, a high-risk patient is 
a patient who is considered to be at high risk for a life-threatening clini- 
cal event because he or she has a serious life-limiting medical condition 
associated with a significantly shortened lifespan. High-risk patients are 
patients about whom the practitioner would not be surprised if the pa- 
tient experienced a life-threatening clinical event within the next one to 
two years. In addition to clinical judgment as a basis for identifying these 
patients, objective criteria may be used to make this determination. 
Life-Sustaining Treatment. A life-sustaining treatment (LST) is a medical 
treatment that is intended to prolong the life of a patient who would be 
expected to die soon without the treatment (for example, artificial nutri- 
tion and hydration, mechanical ventilation). 
Life-Sustaining Treatment Progress Note. An LST progress note is a 
health record progress note that documents a GoCC and the resulting 
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LST plan using a nationally standardized Computerized Patient Record 
System (CPRS) progress note template. 
Life-Sustaining Treatment Order Set. The LST order set is a nationally 
standardized CPRS order set for documenting orders to limit or not place 
limits on one or more LSTs. Orders documented in the LST order set will 
not expire or automatically discontinue based on dates, time frames, or 
patient movements (for example, admission, discharge, transfer) but will 
remain in effect unless they are modified based on a revised LST plan. 

Sidebar 2 . Triggering Events for Initiating a Goals of Care 

Conversation 

High-Risk Patients Without Active LST Orders and/or LST Progress 
Notes (adapted from VHA Handbook 1004.03, Section 5b(2)(a)): 
When clinically appropriate, including the following: 
• In primary care/home-based primary care (for example, within six 

months after coming under the care of the PCP as a high-risk patient, 
or at the earliest opportunity if the prognosis is less than six months) 

• Upon admission to an inpatient unit 
• Upon admission to a community living center 
• Upon palliative care consultation 
• Prior to referral to hospice 
• Prior to initiating or discontinuing a treatment intended to prolong the 

patient’s life when the patient would be expected to die soon without 
the treatment 

High-Risk Patients With Active LST Orders and/or LST Progress Notes 
(adapted from VHA Handbook 1004.03, Section 5b(2)(b)): 
When clinically appropriate, including the following: 
• If there is evidence that the orders no longer represent the patient’s 

preferences 
• Prior to a procedure involving general anesthesia, initiation of 

hemodialysis, cardiac catheterization, electrophysiology studies, or 
any procedure that poses a high risk of serious arrhythmia or car- 
diopulmonary arrest 

All Patients (adapted from VHA Handbook 1004.03, Section 5b(2)(c)): 
When clinically appropriate, including the following: 
• Prior to writing DNAR/DNR orders or other orders to limit LST, includ- 

ing SAPO 

• At any patient encounter when the patient (or surrogate) expresses a 
desire to make or change decisions about limiting or not limiting LSTs 
in the patient’s current treatment plan 

• At any patient encounter when the patient (or surrogate) presents with 
SAPO for LST, unless the patient already has LST orders in CPRS that 
are consistent with the SAPO. 

LST, life-sustaining treatment; VHA, Veterans Health Administration; PCP, 
primary care provider; DNAR, do-not-attempt-resuscitation order; DNR, 
do-not-resuscitate order; SAPO, state-authorized portable orders; CPRS, 
Computerized Patient Record System. 

In addition, Handbook 1004.03 and the LST progress
note reflects the VA’s long-standing regulatory requirement
that facilities either obtain a special guardian for health
care or follow the process for multidisciplinary commit-
tee review of LST treatment recommendations for high-
risk patients who lack capacity and have no surrogate. 18

Finally, to help ensure that a patient’s VHA LST orders
can be communicated to non-VA clinicians who provide
care to veterans in the community, the VHA has a dedi-
cated policy—VHA Handbook 1004.04, State-Authorized
Portable Orders (SAPO)—on the steps required to align a
veteran’s VHA LST orders and state-authorized portable or-
ders, such as POLST, MOLST (Medical Orders for Life-
Sustaining Treatment), and POST (Physician Orders for
Scope of Treatment). 19 

The LSTDI includes policy implementation support to
VA medical facilities, including an LSTDI intranet site, an
implementation guide, and an annotated policy template
to ensure that each local VA facility policy not only aligns
with Handbook 1004.03 but is tailored to appropriately re-
flect local nomenclature and work flow. The NCEHC also
provides ongoing policy interpretation to address techni-
cal questions and ethics consultation to help resolve value
uncertainty or conflict related to care of these high-risk vet-
erans. A twice monthly NCEHC implementation support
call addresses policy questions and enables problem solving
and sharing of strong practices between medical centers na-
tionwide. 

Staff Education and Training 

Education and training of clinical teams that care for seri-
ously ill patients across a range of specialties and settings is
essential to achieving proactive, goal-concordant care. Our
strategy cultivates both the knowledge and skills necessary
to identify appropriate patients and to plan for, conduct,
and document GoCCs across treating specialties, irrespec-
tive of care location. We developed educational materials
to help staff understand the ethical basis for the LSTDI,
build the skills required to proactively identify high-risk pa-
tients, and document patients’ values, goals, and LST de-
cisions. We created materials in varied formats, including
videos, online modules, podcasts, and avatar-based simula-
tion. These materials enable individual or team-based learn-
ing, address distinct learning styles, and are scalable to clin-
icians’ time constraints. Key learning is reinforced through
cognitive aids, such as pocket cards, that clinicians use in
the clinical environment. Medical center executive leader-
ship is responsible for ensuring that staff are trained and
they may elect to use any of the provided resources or those
they develop themselves. 

Proactive identification of high-risk patients is a crit-
ical component of LSTDI training. Valid and reli-
able methods to identify seriously ill patients at high
risk of a life-threatening event are a work in progress.
For instance, by some estimates, the “surprise question”
(for example, “Would you be surprised if your patient
died within the next one or two years?”) is insensi-
tive, missing a significant percentage of high-risk pa-
tients who could benefit from a GoCC. 20–22 To better
ensure that the right patients are identified at the right
time, we train teams to use a combination of screen-
ing approaches, including the Care Assessment Need
(CAN) score, which is a predictive analytic risk assess-
ment tool (see “Monitoring,” page 15); an adaptation
of the surprise question (“Would you be surprised if
the patient experienced a life-threatening clinical event
in the next one to two years?”); and clinical judgment.
We do not use EHR alerts or automatic reminders
to flag patients with high CAN scores or to remind
providers to consider the surprise question because alerts
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are so ubiquitous that they are often overlooked. Our ap-
proach is to nudge practice change through training and
ready access to tools that assist in identifying high-risk
patients. 

Building clinicians’ communication skills in conducting
GoCCs with seriously ill patients is another central objec-
tive of the LSTDI training strategy. To this end, in 2017 we
launched train-the-trainer programs to expand our internal
capacity to improve critical communication skills among
clinicians across the VHA. Trainers are selected by their
facilities, attend a 2.5-day course, and are responsible for
delivering training in their home facilities using nationally
standardized curricula. 

Two GoCC skills training programs are offered by
clinician-educators who have attended the national train-
the-trainer program. The first targets physicians, advanced
practice nurses, and physician assistants who are authorized
to make shared decisions with patients and surrogates about
LST plans and write LST orders. Developed in partnership
with VitalTalk, 23 this program consists of five interactive
modules on delivering serious news, assessing the patient’s
understanding of his or her illness and prognosis, elicit-
ing the patient’s goals and values, discussing GoCC and
LST decisions, and communicating recommendations for a
treatment plan based on the patient’s priorities. The train-
ing modules can be delivered in one block or in a series of
one-hour sessions across several weeks. 

The second program is for nurses, social workers, psy-
chologists, and chaplains who care for patients with seri-
ous illness. During this face-to-face, day-long training, par-
ticipants learn key communication skills for engaging pa-
tients and families, assisting them in exploring patients’
values, and responding to their emotions, consistent with
the VitalTalk-based GoCC training for practitioners. Par-
ticipants also learn strategies for assessing the patient’s un-
derstanding of his or her illness, providing information
about services and treatments within their scope of practice,
and ensuring handoffs to practitioners for shared decision
making about LSTs and other medical interventions. The
training includes short didactic segments, video demonstra-
tions, and communication skills practice exercises. Given
the importance of multidisciplinary teamwork in reducing
burdens on practitioners, particularly in primary care, the
course includes a module to help teams develop strategies
and identify team members’ roles in identifying high-risk
patients, preparing patients and families for these discus-
sions, ensuring that these discussions occur and are appro-
priately documented, and engaging in team-based quality
improvement. 

NCEHC also offers monthly teleconferences to VA
trainers to provide a forum for problem solving and shar-
ing best practices in teaching communication skills to clin-
icians. Education and training resources may be accessed

24 
from the LSTDI website. 
 

Documentation 

In 2013 the Agency for Healthcare Research and Quality
called for improved documentation of patients’ GoCCs,
observing that poor documentation practices can result
in confusion among staff, inaccurate communication with
families, and mistakes in code situations. 25 To address this
gap, we developed a national, standardized LST progress
note title template and an LST order set to document the
patient’s goals and LST decisions in the EHR. 26 They are
mandated for use in VA medical centers, outpatient clinics,
nursing homes, and home care clinics. 

Completed LST progress notes are easy to find and are
accessed from the EHR cover sheet or from a tab con-
taining all progress notes ( Figure 2 ). They may be viewed
within and across levels of care (inpatient, outpatient, nurs-
ing home) and across VA facilities. While previous progress
notes related to LSTs were scattered in the patient’s record
and thus difficult to find, the new process makes the most
recent note highly visible on the cover sheet. The unique,
mandated progress note title also makes it more easily dis-
coverable when searching records at remote facilities across
the VA enterprise. This standardized note title is also ex-
pected to make it easier for community providers to locate
these notes when they are given broader access to VA EHRs.

The progress note captures vital information about the
patient’s goals and LST decisions through a mix of check-
boxes and text fields. The progress note template was de-
veloped through extensive review by SMEs, usability test-
ing with VA’s Human Factors Laboratory, and pilot test-
ing by clinicians within our four VA demonstration sites.
Specifically, cognitive testing was conducted with physi-
cians, advanced practice nurses, and RNs to ensure that
the language on the template was understood by those who
document GoCC notes and orders, as well as by those
who inform, interpret, and carry them out. In addition,
providers conducted simulated GoCC with “patients” and
“family members ” and then documented the conversations
using the progress note template. Documentation time was
recorded. Providers were interviewed following each simu-
lation to learn about their experience and to identify op-
portunities for improvement. Modifications and retesting
occurred until providers reported that the time required to
document was not burdensome. Documentation time di-
minished with practice (often down to a couple of min-
utes) and was less than the time required for documenting
a GoCC using free-text entry. 

The template fields consist of the patient’s capacity to
make LST decisions, the patient’s surrogate, whether docu-
ments reflecting the patient’s wishes were available and re-
viewed (for example, advance directive, POLST), the pa-
tient’s (or surrogate’s) understanding of his or her condi-
tion and prognosis, the patient’s goals of care (for example,
to be cured, to prolong life, to be comfortable, to achieve
life goals specified in his or her own words), the plan for use
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Figure 2: A screen shot of an LST note opening from the Computerized Patient Record System (CPRS) cover sheet is 
shown. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

of CPR and other LSTs, and who gave consent for the LST
plan. Pop-up boxes provide information about specific top-
ics (for example, order of surrogacy) when needed. At each
facility’s discretion, a menu of related consults and a link to
a comfort care order set may be built into the template. 

On the basis of negotiation during the policy concur-
rence process, four sections of the template must be filled
in to complete the template: patient’s decision-making ca-
pacity, goals of care, treatment preferences in the event of
cardiopulmonary arrest, and informed consent. The other
four sections (authorized surrogate, review of related doc-
uments such as advance directives, patient/surrogate un-
derstanding of the patient’s condition/prognosis, and plan
for life-sustaining treatments in circumstances other than
cardiopulmonary arrest) are currently optional. If a prac-
titioner begins an LST progress note, it cannot be edited
by others before signature, but addenda can be added, as
needed. 

The LST progress note allows clinicians to automatically
launch and populate LST orders based on treatment de-
cisions that are documented within the note. For exam-
ple, documenting a decision not to attempt CPR in the
event of cardiopulmonary arrest launches a DNAR/DNR
order. This functionality reduces the risk of transcribing er-
rors and speeds the documentation process for practition-
ers. The LST order set was modeled after the portable LST
orders authorized in many states and is used to document
limits to a range of LSTs, including CPR, mechanical ven-
tilation, artificial nutrition, artificial hydration, and others
(for example, dialysis, blood products). The order set can
be used to limit transfers to the hospital or the ICU and to
indicate whether the patient would accept a time-limited
trial of LSTs. The orders may be written in any VHA care
setting (for example, outpatient, inpatient, nursing home)
and are viewable and durable across VHA settings—that is,
they will not expire or automatically discontinue based on
dates, time frames, or patient movements (for example, ad-
mission, discharge, transfer) and will remain in effect until
they are modified based on changes in the patient’s goals or
decisions. 

The durability of LST orders and ease of access to
GoCC documentation reduces the burden on patients
and the health care team of repetitive discussions held
solely because the patient moved from one care location
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to another. With this approach, clinicians are trained to
revisit goals and LST decisions when clinically appropriate,
such as when the patient’s health declines, when there is a
medical crisis such as hospital admission, or when there are
indications that the patient’s goals or preferences may have
changed. Updates to the patient’s LST plan can be docu-
mented with an addendum or a new LST progress note,
readily viewable on the EHR cover sheet. Clear and accessi-
ble documentation of the patient’s goals and LST decisions
also reduces the risk of handoff-related communication
failures—a leading cause of medical errors. 27 A sample LST
progress note template and LST order set are available. 28 

In addition to using the LST progress note, each facil-
ity is required to develop a progress note for use by nurses,
social workers, and others on the health care team to doc-
ument discussions with patients or surrogates about the
patient’s values, goals, and preferences, or by practitioners
when shared decisions about LSTs have not yet been made.
A sample template for this note has been provided, a com-
mon note title has been recommended (“Goals & Prefer-
ences to Inform Life-Sustaining Treatment Plan”), and fa-
cilities have been advised to make it accessible from the
EHR cover sheet. Final decisions about title, template, and
placement are determined at each facility. 

A monthly NCEHC support call addresses technical is-
sues related to the installation and use of the EHR tools. 

Monitoring 

Monitoring is an often overlooked component of policy im-
plementation. Monitoring is the systematic collection of
data on specified indicators to provide stakeholders with
data on the degree to which progress has been made in
achieving objectives. How monitors are used is ethically rel-
evant. Monitors should be used to inform, understand, and
improve—not police, punish, or coerce. To reduce activa-
tion of a compliance mind-set we emphasize the ethical ba-
sis of LSTDI in all communication related to GoCC mon-
itoring. 

To support facility champions during the first 18 months
of LSTDI implementation, we developed a Web-based fa-
cility monitoring report linked to health factors (data el-
ements) in the LST progress note template. The reports
are updated daily from the VA’s Corporate Data Warehouse
(CDW) and provide a count of initial (first occurrence of a
GoCC for a distinct veteran) and total GoCCs documented
using the LST progress note by quarter and location (inpa-
tient, outpatient, or nursing home). Currently, LST reports
register a total of 54,371 new GoCCs with distinct veterans
and a total of 63,965 GoCC conversations (that is, initial
GoCC plus updates or changes to the patient’s goals and
LST decisions). The latter figure underestimates the true
total, as it is based on clinicians who update the LST plan
on a new progress note template. Updates documented on
the addendum to the progress note are excluded because free
text is not standardized in the CDW. We provide a count
of “total conversations” in the facility report to reinforce the
concept that GoCCs are not one-time events, but rather an
iterative communication process that should be revisited—
particularly when a patient has a chronic illness with a long
and declining trajectory. The reports also allow users to drill
down further to treating specialties (inpatient), clinics (out-
patient), providers, patients, date of encounter(s), and risk
scores for each patient. 

In addition, the reports provide graphics to track GoCCs
by quarter and location—a feature designed to help facil-
ities ensure that GoCCs are being initiated earlier in the
patient’s course of illness (that is, during outpatient care,
rather than following hospitalization). The report also pro-
vides a pie chart that shows the distribution of CAN scores
at the time of the patient’s initial GoCC. The CAN score
is a predictive analytic tool, developed with veteran health
data that represents the estimated probability of hospital-
ization or death within a specified time frame of 90 days or
one year. The CAN score is expressed as a percentile from 0
(lowest risk) to 99 (highest risk) and is an indicator of how
a given veteran compares with other individuals in terms of
likelihood of hospitalization or death. 29 

When practices are more firmly rooted following the
18-month implementation period, which ended on July
11, 2018, denominator data based on CAN scores within
diagnostic groupings will be introduced to better under-
stand penetrance among high-risk groups and as a basis for
targeted improvement. In this next phase of implementa-
tion, we will introduce facility reports that monitor rates of
GoCC among veterans who have died and the elapsed time
between GoCC and death, with greater elapsed time indi-
cating higher quality. VA facilities also currently have ac-
cess to a national summary report that allows comparisons
within regional networks and nationally. 

A key outcome of LSTDI is that GoCCs will be con-
ducted earlier in the course of serious illness, when a patient
is more likely to have decision-making capacity—ideally in
an outpatient setting, such as primary care, with clinicians
the patient knows well. GoCC training emphasizes the im-
portance of multidisciplinary teamwork to ensure that the
patient’s primary care provider is not shouldering the entire
burden for this process (see “Training”). Information tech-
nology can support an efficient and effective team-based
work flow with respect to GoCC. To this end, in 2016 we
partnered with the VA Office of Analytics and Business In-
telligence to develop a GoCC tool within the Patient Care
Assessment System (PCAS). PCAS is a national VA Web-
based application that helps primary care teams identify
patients who require improved care coordination, or aug-
mented services based on risk characteristics. The GoCC
tool within PCAS helps teams identify, manage, and track
completion of GoCCs with their high-risk patients and in-
cludes the following functionalities: an automatically gener-
ated list of veterans on the team’s panel who are at highest
risk (based on CAN score) and for whom GoCCs should
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be prioritized; the ability to manually add other veterans to
the list; a table that provides a snapshot of high-risk vet-
erans’ status with respect to completion of a GoCC, along
with information about upcoming appointments; and the
ability to assign, schedule, and manage tasks associated with
a GoCC across the patient’s health care team (for example,
identifying and scheduling patients, preparing patients and
families for the discussion, sending the patient education
materials, discussing values and goals, making shared de-
cisions about LST, helping patients identify a health care
agent through an advance directive, consulting for new ser-
vices). 

Demonstration Project 

A two-year demonstration project was inaugurated to estab-
lish proof of concept (that is, feasibility and practical po-
tential) and to ensure that materials and approaches were
value-added, consistent with LSTDI goals and objectives,
and useful to clinicians caring for patients with serious ill-
ness. Four VA health care systems participated: two medium
(80,000 to 150,000 enrolled) and two large facilities (at
least one site with more than 150,000 enrolled patients,
at least one site with an integrated health record database
across two facilities). All sites provide inpatient, outpatient,
and home care services and have outpatient primary care
clinics at locations separate from the primary medical cen-
ter(s). Three sites have on-site extended care facilities and
hospice beds. 

The demonstration sites were authorized to implement
a draft form of Handbook 1004.03 and were supported by
NCEHC staff who provided both on-site and virtual tech-
nical assistance. In the first year, sites established LSTDI
advisory boards to oversee implementation and submit on-
going feedback to NCEHC. Advisory boards were multi-
disciplinary and represented key clinical stakeholder groups
involved in caring for patients with serious illness across
the continuum of care, as well as the members from ethics,
quality improvement, education, and facility leadership.
During the first year, this group was responsible for drafting
the facility’s LST policy, establishing and executing a staff
education plan, and installing and testing the LST progress
note and order set prior to use. By January 2015 all facili-
ties began new processes, including use of the LST progress
note and order set for documenting GoCCs. Through-
out, advisory boards were responsible for monitoring imple-
mentation, submitting feedback to NECHC on all materi-
als and processes related to the initiative, and implement-
ing multiple iterative changes to the EHR and other pro-
cesses and materials based on consensus feedback from all
sites. 

Recommendations from demonstration sites resulted in
changes to the draft national policy—in some cases to
make process requirements more flexible (for example, time
frames for completing GoCCs), and in others, to make
them more explicit (for example, the role of nurses, so-
cial workers, and other team members in GoCC–related
processes). Each site was asked to review change propos-
als from other sites, and when there was disagreement (for
example, about changes in language within the LST note
template), compromises were made to maximize utility and
mutual understanding across facilities and to promote pro-
cesses supportive of overarching goals. All the materials now
available nationally were informed by or are a direct out-
growth of the lessons learned and strong practices gener-
ated during the demonstration project. The demonstration
project resulted in the emergence of a cadre of champions
who continue to support national rollout as training faculty
and consultants to VA facilities implementing new LSTDI
practices. 

Evaluation 

Evaluation is critical to informing and improving imple-
mentation of the LSTDI and to establishing an evidence
base for its overall effectiveness and the relative effective-
ness of each of its elements. We have identified both short-
and long-term outcomes that we expect to result from the
LSTDI (see Figure 1 ), including goal-concordant care for
seriously ill veterans. Goal concordance has been an elusive
outcome to measure, particularly using the type of admin-
istrative data generally available through the EHR in most
health care systems. However, because of the VHA’s man-
dated practice standards, including use of the standardized
note title and associated LST health factors (computerized
data elements that capture patient information for which
no standard code exists) stored in VA’s CDW, we will be
able to quantitatively evaluate whether medical orders align
with the patient’s goals and LST decisions—and do so over
the illness trajectory so long as changes are documented in
a new progress note. Follow-up chart reviews will be neces-
sary to establish whether the LST plan was implemented as
documented. 

As LSTDI matures, we anticipate that GoCCs will occur
more often in outpatient settings, earlier in the patient’s ill-
ness trajectory, and across a range of serious chronic illnesses
such as congestive heart failure, metastatic cancer, chronic
obstructive pulmonary disease, end-stage renal disease, and
serious neurological disorders. We believe that the LSTDI
offers an approach to achieving goal-concordant care for pa-
tients with serious illness that may be adaptable to health
care institutions beyond VHA. Rigorous evaluation and re-
search can help substantiate this hypothesis. 

Early evaluation of the LSTDI is ongoing, starting with
an analysis of the 6,300 GoCCs conducted during the
four-site demonstration project. Evaluation aims include
describing patient, provider, and facility characteristics as-
sociated with GoCCs; assessing variability in patient goals
and LST decisions based on variables such as the patient’s
decision-making capacity and diagnosis; and providing a
preliminary assessment of the LSTDI’s impact on outcomes
such as location of death, early consultation with palliative
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care, intensity and cost of health care utilization, and sur-
rogate satisfaction with end-of-life decision making. We are
also conducting in-depth qualitative interviews with key in-
formants at the demonstration sites and nationally to un-
derstand how implementation of the LSTDI is being sus-
tained and spread now that direct, one-to-one NCEHC
support has ended. Interim reporting of strong practices
will be disseminated to inform national rollout. 

A four-year study has been funded through the VA’s
Quality Enhancement Research Initiative to examine im-
plementation of practices to promote GoCCs in home-
based primary care and nursing homes. In addition, com-
parative effectiveness and randomized control studies are
currently being developed with other research collaborators.
We will report results of all this work in future publications.

CONCLUSION 

The LSTDI is designed to improve the quality of care re-
ceived by veterans with serious illness by ensuring that their
goals, values, and preferences for LSTs are elicited, docu-
mented, and honored across the continuum of care. The
LSTDI moves beyond traditional advance care planning
by addressing well-documented barriers to goal-concordant
care for seriously ill patients. It establishes standards and
robust support with the goal that all VHA patients whose
condition places them at risk for a life-threatening clinical
event in the next one to two years are given the opportu-
nity to discuss their diagnosis and prognosis and identify
their goals and values as a basis for establishing or modify-
ing a plan and actionable medical orders to direct the use
of LSTs in their care. With more than nine million enrolled
veterans, the VHA represents the largest health care organi-
zation in the United States and is well positioned to evalu-
ate population-based outcomes related to this initiative. We
look forward to the results of ongoing research. 
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