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Based on unit cost of $2080 per day for ICU stay, and $1114 per day for general ward stay
Based on study by Tan, which suggests that out of 100 palliative patients, prior ACP potentially prevents approximately 4 patients from being admitted to ICU
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completion and 6 patients from being admitted to hospital, in the last month of life. (Tan WS (2018). Eliciting and honouring end-of-life care preferences: a multiple
methods study on place of death. Doctoral thesis, Nanyang Technological University, Singapore)
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* Maintain documentation templates by building SmartPhrases in EPIC; make filling of ACP fields
“compulsory” (using SmartLists) to ensure it is not dismissed
= Regular sharing of project results with department, to motivate staff and continue culture shift
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