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* Significant surge of adherence in the final two weeks of the project, with
90% the 13% gain between April 6-12 and April 13-19, reflect the impact of
financial incentives.

* At the start of the project, the Caring Wisely team had developed an
Advanced Care Planning (ACP) Navigator within the electronic health
record (EHR), which allowed providers to capture patients’ SDM s05 200
information in a durable, standard fashion (Figure 1).
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changes that could be bundled and spread to other services.
Figure 3: Surrogate Decision Maker Documentation by Week
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