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WELCOME
Advance Care Planning & Goals of Care

Discussions: Getting us all on the same
page (plus practical tips!)

Host and Moderator: Dr. José Pereira

Presenters: Dr. Jeff Myers & Dr. Leah Steinberg



Housekeeping

« Your microphones are muted.

« Use the Q&A function at the bottom of your screen to submit questions.
Please do not use the chat function for questions.

« This session is being recorded and will be emailed to webinar registrants
within the next few days.
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Learning objectives

At the end of the presentation, participants will be able to:

1. Outline the similarities, differences and relationship between ACP & GOCD
2. Understand how values can inform decision-making

3. Describe processes and communication tips for both ACP & GOCD

4. Explore a framework that clarifies ACP & GOCD in support of knowledge,
skill and implementation
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There is a great deal of interest in improving experiences and getting
ACP & GOCD right

There Is recognition that these conversations matter

BUT...

 Avariety of terminology — clinical settings, educational contexts, literature, etc.
« Creates obstacles when individuals, teams, institutions try to apply them

« A framework that acts as a scaffolding for ACP & GOCD intends to support

knowledge, skill & implementation

’- Pallium Canada © Pallium Canada, 2021



Meet Joe & his wife Sandy.
Joe was recently diagnosed with Parkinson’s Disease.

Sandi is Joe’s substitute decision maker (SDM) and over the next few yrs,
Joe & Sandi will interact with several clinicians in different settings.

Acute
Clinic Care

D = Decisions D D

End-of-life

O

| | | |
? Critical &
? LTC Acute Care

D D

D D D D

Many care and treatment decisions will need to be made.
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There's a good chance Joe & Sandi will not understand what having

a serious illness means and will not be prepared for decision-making

End-of-life
Improving care & experiences requires
teams to ensure both Joe and Sandi:

? Critical &
Acute Care

 understand Joe’s illness
« are prepared for decision-making
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Examples of decisions that might need to be made:

» Alung lesion is found incidentally on x-ray. Should Joe have this biopsied?

* He develops atrial fibrillation but is high risk for a fall. Should he begin anti-coagulation?
* As Joe’s function worsens, Sandi wonders if LTC would better meet his care needs?

i & § § 1 End-of-life
Acute ' ? Critical &
Clinic Care ? LTC Acute Care
) L : D D D D D

D=Decisions D D D D D

Goals of care discussion:
CoYaldes-based discussion when a treatment or care decision is needed

: ﬁ?ﬁ%&?ﬁé‘r‘f&?ﬁ AR ¥WRahiRiGxReFLalfRyBIRISIeADY the clinician
. BP@Ho%iH@rﬁ%%ﬁr%?ﬂléﬁ’ﬂgPéva”able approaches or options
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What will help prepare both Joe & Sandi for decision-making in the future?

Acute
Clinic Care

D = Decisions D D

O -

' i i End-of-life
? Critical &
‘-‘ LTC Acute Care
D D D

Advance care planning...preparatory conversations that:
» confirm a person’s SDM

& Pallium Canada * ensure Iliness Is understood
« enable values-based decision-making in the future
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Advance Care
Planning

Goals of Care
Discussions

Consent for /4
treatment /4
or care i;::}?"'

Acknowledgement:
Nova Scotia Health

"pPaIIium Canada

Qutcomes

d SDM is identified
O Patient & SDM are prepared for

decision-making (ililness understanding,

values & goals)

4 Iliness is understood
 Decisions are guided by
patient values and goals

d Risks, benefits and alternatives
are fully explored by the clinician
proposing treatment or care

© Pallium Canada, 2021
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What do we mean by values-based decision-making?
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Thought Experiment: What would you do?
You suffer a life-threatening injury and offered a surgery that
could save your life.

However, with the surgery there is 80% chance of paralysis
(upper and lower limbs).

Would you have the surgery?

) ]
YES NO
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Thought Experiment: What would you do?

You have a debilitating motor condition and offered a
medication that allows most patients to function independently.

However most patients also experience a 30% reduction in
cognitive function.

Would you take the medication?

) ]
YES NO
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What did you do?

How did you arrive at these decisions?
What went through your mind?

- what’s acceptable
- what's tolerable

- paralysis
- 30% reduction
In cognition
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What patients consider

* People do not envision their future health in terms of their FEV1
or % tumour burden or kidney function and wanting dialysis or not

* They think about the outcomes of treatments...

4

« What they imagine life to look like and how it will be affected by
liness and treatments
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Effective decision-making

Values

& Goals

- about the person
- what’s important &
why it's important
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Clinician
Is a treatment

Guidance or care decision
Another way needed?

to think about
the framework

llIness
understanding
becomes a
priority
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ACP & GOCD are setting agnostic

Advance Care Plannmg

\ —AN— —AN— —— — A — "\
Diagnosis End-of-life

Acute Years ? Critical &

Home Clinic Care ’-‘LTC Acute Care
D = Decisions D D : :

Goals of Care Discussions

Consent for treatment or care
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Advance Care

')pPaIIium Canada

Planning

ACP Tools, Conversation Guides
& Communication Skills

« Serious lliness Conversation
« VitalTalk

« Speakup

* PlanWell

» Respecting Choices

» Prepareforyourcare.org

« CPAC

» CardioTalk

« MOST

© Pallium Canada, 2021
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Goals of Care

"pPaIIium Canada

Discussions

GOC Tools, Conversation Guides

& Communication Skills
 VitalTalk

Respecting choices
CPAC

CardioTalk

« GCD

© Pallium Canada, 2021
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The process is similar: A hybrid guide

Prepare yourself

Explore

Explore
Values

Recommend

’oPaIIium Canada

e know medical information — trajectory, treatment options,

e put aside your agenda — the goal is to see the world as they
see it

Explore illness understanding

e Patient should talk more than you
e Encourage with Silence/Reflection/Open-ended questions

Give information: concise, clear, and meaning
e Speak slowly and be clear about impact on life
e Pause often and expect emotional responses

Ask about values

e What is most important to you?
e What are you most worried about?

GOC: Make recommendations;
ACP: follow up with SDM

Acknowledgments: Many resources
teach a model to have these
conversations. See a partial list below

lan Anderson Continuing Education
Program in End-of-Life Care,
University of Toronto
https://www.cpd.utoronto.ca/endoflif
e/Modules.htm

Landzaat, L “The Communication Tool
Belt”

Hallenbeck, J.,
http://www.eperc.mcw.edu/fastFact
#H026

You, J et. al. Just ask: discussing goals
of care with patients in hospital with
serious illness. CMAJ 2013

Vital Talk

Ariadne Labs Serious llIness program


https://www.cpd.utoronto.ca/endoflife/Modules.htm
http://www.eperc.mcw.edu/fastFact#026

Overarching Principles

« Outcome Is uncertain — values-sensitive

« Team: All health care providers can do this
* [terative

» Guidance and coaching

* Expect and respond to emotions

* Essential to do this well
* Not taught how to do this

’-Pallium Canada



In the next slides, we will highlight just a few skills and phrases that are helpful

This is just a quick overview — for more information on this process, see

Goalsofcaremodule.com

Check out your provincial groups to learn about training opportunities to learn
these skills

’-Pallium Canada © Pallium Canada, 2020



« Know medical information

P re pare  Leave your agenda aside

» Take a supportive attitude

ACP GOC
* Pro-active * Reactive
* Practice ways to start the * Practice Communication
conversation that fit your Skills

context

"pPaIIium Canada



« Know medical information
* Leave your agenda aside
» Take a supportive attitude

ACP Introduction:

“you’ve had a few changes in your health and we may have some
decisions coming up in the future...

many people find it helpful to talk about what is going on with their
health and start to get prepared for a time when will have decisions to
make...

this is called advance care planning...have you ever heard of that?”
p* Pallium Canada



Person’s illness understanding
Person should be talking more than you

Use good listening skills to encourage
person to talk

See the world from their perspective

Explore

Three skills encourage a person to talk...

« Open ended guestions
* Reflections
« Silence

You are looking for the person to tell you something you can invite them
to say more about...

*Pallium Canada



Person’s illness understanding
Person should be talking more than you

Use good listening skills to encourage
person to talk

See the world from their perspective

Explore

This can be done by so many clinicians — MDs, nursing, allied health
If you learn that your patient needs more information —
“It seems like you aren’t sure what might happen with your illness in the

future...is that right? Would it be helpful if | asked someone to give you
more information?”

*Pallium Canada



» Use excellent communication skills

« Slow, pauses, no medical language
« Give meaning of the information
* Expect emotional response

Start with asking for permission --

‘I have some more information about dementia... would it be okay if
| told you more information?”

« “Alzheimer’s dementia has 3 phases...”

« “The ups and downs of your heart failure are normal...let me
show you the typical pattern...”

’-Pallium Canada



» Use excellent communication skills

« Slow, pauses, no medical language
« Give meaning of the information
* Expect emotional response

Providing illness education is a skill!

Means being able to explain trajectories of chronic, progressive
lIness;

Do you know how to describe ilinesses, trajectories, complications?

Use visuals!

’-Pallium Canada



el [-1als | ° Ask about values

* What Is most important to you?
Values « What are you worried about?

Once you have achieved some iliness understanding and you
want to think about next steps:

‘Mr. Smith, you have a really good understanding of what is happening...
| wonder...what would you say would be most important for you now?
| wonder....is there anything you are worried about as you think about the

future with this illness?”

’- Pallium Cag\zada



el [-1als | ° Ask about values

* What Is most important to you?
Values « What are you worried about?

He says:

"l know I'm dying...but I'd like to live as long as | can — | am
spending time with my family...it is really important to me that |
can be with them as much as possible. I'm worried though that
I'll suffer at the end of life...”

But what if he says:
“I'm worried | won’t be able to go back to work...that is what is
most important — / have to get better and go back to work...

’- Pallium Ca?[\gada



el [-1als | ° Ask about values

* What Is most important to you?
VaIueS « What are you worried about?

What can we do?
Better to know, acknowledge and explore

Don’t push medical facts on emotions or on resistance

| wish statements

). Pallium Ca§\4ada



L earn a Conversation Guide

Prepare yourself

e know medical information — trajectory, treatment options,
e put aside your agenda — the goal is to see the world as they see it

Explore illness understanding

EXp I ore e Patient should talk more than you
e Encourage with Silence/Reflection/Open-ended questions

Give information: concise, clear, and meaning
e Speak slowly and be clear about impact on life
e Pause often and expect emotional responses

Ask about values
Explore Values e What is most important to you?

e What are you most worried about?

GOC: Make recommendations;
ACP: follow up with SDM

Recommend

"oPaIIium Canada



Resources

Advance Care Planning Conversation Guide

Patient Name:

PART 1. CLARIFYING THE SUBSTITUTE
DECISION-MAKER (SDM)

aperson's SOM is automatically doternined
by following the below

Most people will rely on their automatic SOM.
i there are multiple people at the same level, they

Today's Date: (MMDDYYY)
ARE SDMs RIGHT FOR THE ROLE?
Ask If the future SOM(s) are:

make future healthcare decisions for the

patient

* Willing to tak with patient to understand hisher
wishes, values & beefs

« Wiling to understand care needs and patient’s
condition when consent needs to be provided

« Wiling to honour and follow patient’s wishes to the
extent possible when they apply

« Able to ask questions and advocate for patient

« Able to make hard decisions

Next highest ranking SDM(s)

ALL have the I there are.
‘multiples, be sure to record this information. If someone
other than the automatic SOM is preferred, the person

Name Contact Number

‘should legalfy appoint an Attorney for

Person-Centred Decision-Making: r
Documenting Goals of Care Discussions v

Goals of Care (GOC) discussions occur in the context of a serious iliness and there are treatment or care decisions that
need to be made. The aim is ta align available treatment and care optians with the patient’s gaals and voiues. If there
are na current decisions, please see Advance Care Planning resaurces on the back of this dacument.

1. Reason for the GOC Discussion? 2. Any concerns about patient’s ability to participate in

the discussion? YesO NoO

Treatment or care decisions to make If Yes:
AdmissionTransfer to a new facility * Document concerns if patient is mentally incapable to make decision
‘Code status discussion o Engage SOM (patient may still be invalved in discussion)

Follow up from previous GOC discussions o 3
nformation sharing o See below for SOM Hierarchy and resources
her + Address language or communication barriers

sDm

o
=]
o
o
m]
ot

3. Document the GOC Discussion

Assess understanding in patient’s
fes

“Tell me in your own words what is happening | wrong.”: 1 inow | am ek, e o't inw what 9 Expert |

with your health?”

“What is your understanding of where things are

with your illness”

Is this the intial ACP conversation? [ Y]
Have any previous wishes been commur

PART 2. DETERMINE CAPACITY T{
A person understands and appreciates tf

Pationt Name:

Advance Care Planning Conversation Guide

Today's Date: ___

2 you need to mal Person-Centred Decision-Making:
Documenting Goals of Care Discussions

4. Specific Treatment and Care Preferences

« These responses provide guidance f YT
mrg)mmdmlm ifthed  PART3: This document sérves o record wishss, values and befies for utrs halthcare. It fs NOT consentor reatment. |t = o s paten Attempts at Resuscitation in the event of cardio-pulmonary arrest:
*  Their (s) lﬁl - Vs capable thou the ds.
T ol person 8 I o e schievs? Many nsttions have specic PR rder sess Please use those arders. This st s a
be made. Finally, the SOM(s) mun | ‘What do you about your have | | ant goals? guide for di be used by i it ific order sets to create orders.
and healthcare decision that needs { you been told by your healthcare providers? What do yml expact to happen ovr time? Lors andworriesall | O ull . U transter)
« As long as the person remains capal] (E-g. Do you expect fo get befter, be cured, ar is your iliness expecied o get worse over time? Do you think you may
« These responses can be updated or develop difficulty with memory, swallowing, walking or cther things that are important to you?) Ly know sbout O Modified resucitation for respiratory distress : Intubation and mechanical ventilation only NO CPR
vnl:'.ma!x;mol upd-.:\go‘v’:h you ‘over time, what O Allow natural death
£ LI N s ':YNM the iliness be helpful ta you? I there
are documentod here, rog: information that you dont want 10 know? on goals and val For Long Term Care, Complex Continuing Care or Rehabllitation:
L Preference for receiving care in current facility or for transfer to acute care

10 you and gives your ite meaning? | | ooy

(E.g. being able to live indep: i, being able o pecple in your Iife, O Transter to Acute Core
being abie to communicate, being abie to enjoy food, speﬂdmu time with Iriends & family e:c) O No transfer to Acute Care Jaciity. Every situation will be different, and a discussion is required befare
For clinicians: How might this i ing? How would an bos?
WOTE T srctos s epaucon o] | ifOIMELION o Mtk heaitfioars decisions in ho o Preferred place of death (if known and appropriate):
The remainder of They are Not all options are available i is not ible and decisi change as iliness
per “acoidon) or as Mey are o)
g a chance for tell SDMs what Is impartant and
O Home
Think about the care you might need if you have a critical illness of if you are near the O Haospice / Palliative Care Unit
end of your life. What might you worry about or what fears come to mind? O Long Term Care (i and mplex Continuing Care)

(E.g. struggling to breathe, being in pain, being alone, losing your dignity, Gepanding entrely on others, being a
burden to your family/frisnds, being given up on too s00n 8tc.)

O Haospital - acute care facllity

Serious lliness Conversation Guide

CONVERSATION FLOW

1. Set up the conversation
Introduce purpose
Prepare for future decisions
Ask permission

2. Assess understanding and preferences

3. Share prognosis
Share prognosis
Frame as a “wish...worry”, “hope...worry” statement
Allow silence, explore emotion

4. Explore key topics
Goals
Fears and worries
Sources of strength
Critical abilities
Tradeoffs
Family

5. Close the conversation

+ Alberta Health
Services

fhin this box

Goals of Care Designation (GCD) Order

Date (yyyy-Mon-dd) Time (hh:mm)

Goals of Care Designation Order
To order a Goals of Care Designation for this patient, check the appropriate Goals of Care Designation
below and write your initials on the line below it. (See reverse side for detailed definitions)

Check  » OR1 OR2 OR3 oM 0m2 oc oc2

Initials  »

Check v here [] if this GCD Order is an interim Order awaiting the outcome of a Dispute Resolution
Process. Document further details on the ACP/GCD Tracking Record.

‘Specify here if there are specific clarifications to this GCD Order. Document these clarifications on |
the ACP/GCD Tracking Record as well

Patient’s location of care where this GCD Order was ordered (Home: or ciinic or facility name)

Indicate which of the following apply regarding involvement of the Patient or alternate decision-
maker (ADM)

[ This GCD has been ordered after relevant conversation with the patient

L1 This GCD has been ordered after relevant conversation with the alternate decision-maker (ADM),

Summarize
Make a recommendation
Check in with patient
Affirm commitment

island health

Advance Care Planning
making the MOST of CONVERSATIONS

6. Document your conversation

ADM's should be noted on the ACP/GCD Tracking Record)
ation with patient or ADM.

this patient.
lecent prior GCD (See ACP/GCD Tracking Record for details

recent prior GCD.

if you became critically il iife support or Ife extending trestments might be offered.
Describe for your SDM the state you consider unacceptable to keep living in.

Discussion occurred with:

For clinicians: O patient:
- What would the person be willng ta tolerate? Ta possibly gain more time? (E.g. would you rade the abilty o
communicats, the abilty 1o interact with others, the ability to control of your bodily funcfians) o o .

- this change for the person f the condition is permanent or if hers is litle or no chance of recovery? Y Care
If you were near the end af your life, what would be Important you? (E.g. famiy and Inends Representative appointed by
nearby, dying at home, having spiritual rituals performed, listening to music ac.) - Coment and Capacity Bord

For clinicians: What might make the end more meaningful or peageful for the persan? *  Attach power of attomey document if applicable

Note to Healthcare Providers: * for discussion:

W to n the future, SOMjs) in

providing Hmay normaticn about p he patiens, Therelore, -

this form must not include healtheare provider interpretations.

X X § . i Signed by: (Health Care Provider)

‘The patient to whom this appies has reviewsd this documant and is in agraemient with ts comants, | have provided copiss fo N
SOMis). 1 1 agroe with Frint Name:

Health Care Provider Name: Health Care Provider Signature Signature:

Date:
By = = = :
wore ey

"pPaIIium Canada

> . le Health Discipline
2. Communicate with ke Medical Orders for Scope of Treatment (MOST)
PART 1-RESUSCITATION STATUS & MEDICAL TREATMENTS
designation Date (yyyy-Mon-dd)
Note CPR the MOST policy
Supportive care, only.
DM'I Care is for physical, Do not transter to
igher level of dess. comfort measures al death
S s e et g o L e Tocation of are CPR and intubation Pae 1500
Nt s asim 4 e eares, iy psesomicamnan] \CM2 | rrarster o i y jpssnaiining
Goals of for cure or control of symptoms of diness.
Medical treatments including transfer to higher level of care, excluding critical care interventions, CPR,
| Ems | 2 imubason.
cuear P . Transfer to a higher level of care may occur if
requied for diagnostics and reatment.
Critical i
ITlco | paten s acoepting of any and conbe
Critical ‘excluding CPR but

that can be

Cer i scaptigd,

offered excluding CPR.

PART 2. Additional dir related to MOST

| PART 3- SUPPORTING DOCUMENTATION

D. Appropriate Critical Care Interventions, including CPR, and intubation.
C2_| patients expected 1o benefitfrom and i accepting of investigot

I Previous MOST Order - Wntten expression of wishes

{22 No CPR Form (BC) 22 Health care provder documentation  TOther.
PPART 4- MOST order entered following a CONVERSATION with_(check al that apply)
= Capa - .

Personal Guardian (Committee) Name.

© Advance Drectve  ©) Rep 9 agroement

{7 Representatwe Name Temporaty Substtute Decision Maker(TSOM) Name:
Rl TS rcle ook i bt
QGHRWRE 'OF ORDERING
me Gocuments nofed n Part 3 and dscussed the beneis and
the above Order wih the indeated individua(s) i Par 4
Narme of MRP (please prinl) e
Date [ddmyyyy] Time ‘ocabon of patient
REVALIDATION OF THE MOST
=5 MOST order revaldation (No Change) ate (G mmyyyy)
nature:
MOST crder revaidation (Update) ate Gy
hqxxe new MOST form, and stnke through this one
et

01-01-326W -0 Feb22.20%8




Q&A

Please use the Q&A function at
the bottom of your screen.



THANK YOU
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