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Only about one-third of Ameri-
can adults have advance di-
rectives for end-of-life care.1 

There are many reasons for this, 
one of which is physician discomfort 
discussing advance care planning 
(ACP) with patients.2 Studies show 
that primary care residents often 

fail to undertake ACP discussions 
with patients, lack the confidence 
and skills to undertake them, and 
find them stressful.3,4 A 2016 meta-
analysis found only low to very low 
evidence for the benefit of teaching 
about ACP through lectures or ac-
tive learning activities such as small 

group discussions, role-play, or video/
audio observation.5 New approaches 
are needed.

One potential approach is medi-
cal-legal partnerships (MLPs). These 
are collaborations between legal and 
health care professionals to address 
patients’ legal and social needs that 
affect health.6 Our family medicine 
department hired an attorney to 
develop our MLP, with three main 
goals: (1) to train residents on why 
and how to screen for and address 
social determinants of health such 
as housing and economic stability; 
(2) to raise residents’ awareness of 
legal issues faced by underserved 
or vulnerable populations, includ-
ing older adults; and (3) to provide 
direct legal services to patients to 
address legal issues identified by 
patients’ clinicians. Today our MLP 
includes one full-time faculty attor-
ney (who participated in the inter-
vention described in this report) and 
one half-time attorney who works 
with clinicians in two of our depart-
ment’s family medicine clinics.

Here, we describe our experience 
using our MLP to train first-year 
residents (R1s) to lead ACP discus-
sions and evaluate the experience 
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using parameters specific to the Ac-
creditation Council for Graduate 
Medical Education (ACGME) fam-
ily medicine training requirements.

Methods
The University of Arizona Institu-
tional Review Board (IRB) reviewed 
the methods used for teaching and 
data collection and determined the 
project was not subject to IRB over-
sight.

Initial Program
The initial program was developed 
by an attorney and a family phy-
sician, both authors of this report. 
The attorney is the director of our 
MLP, and has worked in our clinic 
as a member of our residency fac-
ulty since 2005. The MLP’s medical 
director is a family physician (our 
residency program director).

As MLP leaders, the aforemen-
tioned individuals developed and 
administered the initial curriculum 
(a 1-hour session with several com-
ponents), including providing resi-
dents with descriptions of ACP forms 
(powers of attorney, living wills, 
and directives declining resuscita-
tion, etc). Handouts were provided 
to residents with tips about how to 
introduce ACP discussions. We also 
created multimedia presentations 
about factors to consider when se-
lecting health care proxies, and the 
roles of patients, proxies, clinicians, 
and attorneys in these processes. In 
addition, we showed videos from the 
Education on Palliative and End-of-
Life Care (EPEC) Project7 and an 
episode from the television program 
Seinfeld8 that comically demonstrat-
ed designating a proxy.

Residents completed presession 
and postsession questionnaires. Re-
sponses showed only small improve-
ments in self-reported knowledge 
about and confidence in leading ACP 
discussions, and residents cited the 
need for additional training.

Expanded Program
Based on the feedback, we expand-
ed ACP trainings with two major 
changes: (1) teaching about how to 

conduct values-based ACP discus-
sions, and (2) faculty observation and 
evaluation of residents conducting 
ACP discussions. To accomplish the 
first change, we added videos dem-
onstrating contrasting values in 
discussions about cardiopulmonary 
resuscitation,9 and handouts were 
expanded to include tips on eliciting 
patients’ values and goals for med-
ical care. Sessions were facilitated 
by the MLP director and medical di-
rector.

The second change was to perform 
direct observations of residents lead-
ing ACP discussions with patients. 
Residents and/or faculty identified 
patients from the resident’s conti-
nuity panel with whom ACP discus-
sions were appropriate; older adults 
were viewed as high priority. Our 
MLP’s attorney faculty, our residen-
cy director, or one of three addition-
al physician faculty with experience 
in ACP then observed the resident-
patient ACP discussion in the exam 
room with patient permission. Two 
of those physicians had worked in 
skilled nursing facilities and the 
third held a certificate of added qual-
ification in geriatrics. 

Evaluation
Based on the residents’ performance 
during the observed discussion, the 
faculty gave verbal feedback to the 
residents and discussed residents’ 
questions or concerns. All faculty 
(four physicians and one attorney) 
had formal training in delivering 
feedback through residency faculty 
development sessions.  

In addition, we developed an ACP-
specific evaluation tool based on 
the Family Medicine ACGME Mile-
stone Project.10 The evaluation tool 
focused on two ACGME competen-
cies: (1) communication with patients 
and families, and (2) coordination of 
team-based care (including integra-
tion of advance directives into the 
electronic health record for use by 
hospital teams). Before observing, 
faculty reviewed the evaluation tool 
and the listed anchoring behaviors 
associated with ACP competency to 
assure agreement in assessments. 

Using our evaluation tool (Table 
1), we scored residents’ competence 
using the ACGME milestone system. 
Ratings included level 1 (beginner), 
level 2 (novice), level 3 (develop-
ing), level 4 (near-mastery), or lev-
el 5 (mastery), and were based on 
demonstrable skills outlined in the 
evaluation tool. The faculty assigned 
a milestone level for each of the two 
aforementioned competencies based 
on their in-exam room observation 
of resident performance.

Results
We conducted 39 directly observed 
ACP discussions. In the first year, all 
eight R1s were observed three times 
after the introductory presentation. 
In the second year, seven R1s were 
observed twice after the presenta-
tion; due to logistical reasons, the 
eighth resident was only observed 
once.

Ten (25.6%) observations were 
conducted by the physicians and 29 
(74.4%) were conducted by the at-
torney. Only the attorney provided 
feedback to seven (43.8%) of the 16 
residents; nine (56.3%) residents 
received feedback from at least one 
physician faculty plus the attorney.

Residents’ ACP discussions with 
patients generally improved after 
each observed discussion, based on 
the average of the two competencies 
(communication with patients/fami-
lies and coordination of care; Figures 
1 and 2). During the first year of ob-
servations with eight R1s, most were 
rated either level 1 (beginner) or be-
tween level 1 and 2 (novice) in both 
competencies. By the third observed 
session, which occurred an average 
of 11.5 months after the initial train-
ing session, the R1s were all rated at 
least at level 3 (developing) for both 
competencies. Of the seven R1s ob-
served twice in the subsequent year, 
during the second observed session 
(an average of 5.6 months after the 
initial training) three were rated as 
level 2 (novice) and four were rated 
at level 3 (developing). 

After the observed discussions, 
residents completed a self-evaluation 
of an unobserved ACP discussion 
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indicating which key topics they 
discussed and their confidence to do 
so. Residents rated their overall per-
formance as good or excellent (scale 
of poor, fair, good, or excellent) and 
felt either fairly confident or very 

confident (scale of not at all, some-
what, fairly, or very confident) when 
discussing key ACP topics, with the 
exception of one resident who felt 
somewhat confident eliciting pa-
tients’ values to incorporate into 

ACP. Due to the small sample size, 
data were not analyzed for statisti-
cal significance.

Table 1: Advance Care Planning Direct Observation Evaluation

ACGME Competency—Communication Skills

Describe how the resident communicates with patients and families regarding end-of-life and
advance care planning (C-2).

Level 1 Level 2 Level 3 Level 4 Level 5

Beginner:
•	 Understands 

importance of 
physician-patient 
conversations 
about advance care 
planning.

•	 Identifies barriers 
to effective 
communication.

•	 Establishes rapport 
to facilitate trust 
and exchange of 
information during 
visit.

Novice: 
•	 Participates 

in advance 
care planning 
discussions. 

•	 Effectively 
communicates 
information 
through use of 
lay terms and 
appropriate level 
of detail based on 
patient needs and 
health literacy.

Developing: 
•	 Guides patient 

encounter 
using active 
and reflective 
listening.

•	 Recognizes 
nonverbal 
cues and uses 
nonverbal 
communication 
skills while 
eliciting patients’ 
perspectives on 
end of life care to 
engage in shared 
decision making.

Near mastery: 
•	 Educates and 

counsels patients 
and families 
on advance 
directive options 
in a culturally 
competent 
manner, 
addressing all 
patient questions 
and concerns. 

•	 Effectively 
converses about 
difficult topics, 
such as end-of-
life discussions. 

•	 Maintains a 
focus on patient 
centeredness and 
integrates all 
aspects of patient 
care to meet 
patients’ needs.

Mastery: 
•	 Role models 

effective 
communication 
with patients, 
families and the 
public. 

•	 Engages 
community 
partners to help 
educate the 
public about 
advance care 
planning.

ACGME Competency—System-Based Practice

Describe how the resident coordinates team-based care around advance care planning (SBP-4).

Level 1 Level 2 Level 3 Level 4 Level 5

Beginner: 
•	 Understands role 

of teamwork 
in addressing 
advance care 
planning and 
participates as 
team member 
in conjunction 
with attending, 
nursing and 
patient care staff, 
case management, 
psychology, family 
advocacy program, 
etc to facilitate 
these discussions.

Novice: 
•	 Understands 

roles of various 
team members 
in advance care 
planning and 
accepts personal 
responsibility for 
the coordination 
of patient care 
related to 
advance care 
planning.

Developing: 
•	 Assumes 

responsibility 
for seamless 
transitions of 
care by engaging 
appropriate 
team members 
(detailed in 
“Beginner”) to 
establish advance 
directives and 
clarify how and 
when to utilize 
them.

Near mastery: 
•	 Accepts 

responsibility for 
the coordination 
of care by 
directing the 
outpatient team 
to optimize 
patient’s health 
and utilizing 
the EHR to 
communicate 
patient wishes 
during future 
episodes of  
patient care 
with other staff 
and providers to 
ensure that the 
patients’ advance 
directives are 
followed.

Mastery: 
•	 Role models 

leadership, 
integration, and 
optimization of 
care teams to 
provide quality, 
individualized 
patient care 
around advance 
care planning 
and utilization.
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Discussion
Our results suggest that medical-
legal partnerships have potential 
to improve residents’ competence 
and comfort with ACP discussions. 
Ratings of resident performance in-
creased from beginner/novice levels 
to novice/developing levels after at 
least two directly observed sessions, 

representing an increase in compe-
tence from that of a beginning first-
year resident to that expected of a 
second- or early third-year resident. 
Residents also reported increased 
comfort leading ACP discussions.

These results, while encouraging, 
must be viewed in light of several 
limitations including small sample 

size, subjective nature of ratings of 
resident performance, and lack of 
a control group of residents not ex-
posed to the curriculum. A key next 
step, therefore, would be to repeat 
the intervention with a larger sam-
ple, using more objective outcome 
measures, such as the number of ad-
vance directives or ACP discussions 
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Figure 1: Milestone Levels Achieved by Residents During Shadowed Patient Encounters (Year 1)

Abbreviation: Res, resident. 

Ratings on left axis refer to the Accreditation Council for Graduate Medical Education’s family medicine training milestones listed in Table 1.
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Abbreviation: Res, resident. 

Ratings on left axis refer to the Accreditation Council for Graduate Medical Education’s family medicine training milestones listed in Table 1.

Figure 2: Milestone Levels Achieved by Residents During Shadowed Patient Encounters (Year 2)
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documented in patients’ medical re-
cords, and with comparison to a con-
trol group.

Another limitation is that while 
our intervention improved resident 
performance in ACP discussions, 
scheduling/conducting observations 
was time-intensive. Each in-exam 
room observation and feedback ses-
sion took approximately 30 minutes, 
which required identifying and in-
volving faculty not serving as the 
day’s clinic attending physician. As 
a result of this time commitment, we 
decreased the number of direct ob-
servations from three in year 1 to 
two in year 2. Regardless, residents’ 
performance still improved, despite 
fewer observations. 

Conclusion
Our experience suggests that using 
MLPs to teach residents how to lead 
ACP discussions may be more effec-
tive than previously reported ap-
proaches and resulted in sustained 
increases in competence over time. 
Additional studies are needed to con-
firm these preliminary findings.
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