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Disclosure 

• Not aware of any actual or potential conflict of 
interest  

• No industry sponsorship 



Objectives 

By the end of the presentation, the participant 
will be able to: 
1. Identify patients deserving of ACP 

conversations 
2. Initiate and follow-up ACP conversations with 

patients 
3. Describe some BC consent legislation that 

pertains to ACP 



 
 

Invitation is to consider and try  

 

something new 



My Goals 

Enable physicians to have  
 

more conversations & 

 
more effective conversations. 

 
 
 

 



Ultimate Goal 

 
 

To respect and honour 
patients’ wishes 

& deliver  
Patient-centred care 



Engagement exercise 

• You’ve been shipped-wrecked on an island.  
• You receive a message in a bottle stating that 

at some time in the future, there may be a 
boat that comes by.  

• You need to decide now if you want to get on 
it.  

• You write yes or no on the note, place it back 
in the bottle, and send it back to sea. 

 



What kind of island? 



What kind of boat? 



How safe is the boat-trip? 



Where will boat take you? 



Analogy to treatment binary question 
– ie, Do you want CPR? 

• What kind of island? 
 
 

• What kind of ship? 
 
 

• How safe is the trip? 
 
 

• Where is it going to take me? 
 
 
 

 

• What are my current problems 
& prognoses? 
 

• What kind of treatments are 
offered? Risks/benefits? 

 
• How safe are these treatments? 

 
 

• Are the treatments going to get 
me where I want to go? 



Healthcare is not a Chinese menu 

• Not a series of yes/no questions 
 
 
 

• But if ACP is not about yes/no choices, then 
what is ACP? 



Myth busting 

Advance care planning  
is not about filling out forms. 

And it is definitely not about filling out 
the MOST form 



MOST form 

• The MOST form is a physician order 
• It is not an Advance Directive 
• It is not a form that patients complete 

themselves 
 
 

• (to be continued) 



What is Advance Care Planning? 

• A process whereby a capable adult thinks and talks about 
their beliefs, values, fears, and wishes 

• And about the health-care they wish to consent to or 
refuse 

• Conversations with their health care providers and family, 
in advance of a situation when they are incapable of 
making health-care decisions. 

• To inform current or future medical care. 



Ambiguous dying 



Potential Triggers for End-of-Life Communication 
by Disease  

 

Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  
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Alignment with new SPICT tool 



Core Elements of ACP 

1. SPEAK to the adult about ACP 
2. Learn about and understand the adult (as well as 

family or substitute decision makers) 
3. Clarify understanding and provide medical 

information regarding diagnosis, prognosis, and 
options of treatment  

4. Ensure interdisciplinary involvement and utilize 
available resources/options 

5. Define goals of care and create plan (include 
potential complications & location of care) 
 



Core Elements of ACP 

1. SPEAK to the adult about ACP 
 



S.P.E.A.K. 

   Substitute decision maker  
        such as a Representation Agreement 
   Preferences for information/decision 
   Expressed wishes  
                 (advance care plan) 
   Advance Directive 
   Knowledge regarding diagnosis, 
         treatment options, risks & benefits 
 



SPEAK: Substitute decision maker 

 
If there came a time, due to illness or injury, 
when you could not clearly speak for yourself, 
who knows you the best – who do you trust – to 
be able to speak on your behalf to help us make 
medical decisions for you? 
 
• Do you have a Representation Agreement? 
• I would like to have a copy. 



SPEAK: Preferences 

• How do you like to receive medical 
information? 

• How do you like to make medical decisions? 
Who helps you with these decisions? 
 



SPEAK: Expressed wishes 

• Are there any medical treatments that you 
know of, that you’ve already thought about, 
and that you would never want to have? 
– How did you come to these decisions? 

• Have you written anything down in a plan? 
• I would like to have a copy, and please update 

me whenever you make changes. 



SPEAK: Advance directive 

• Have you completed an advance directive? 
• I would like to have a copy. 



SPEAK: Knowledge 

• What other medical information would you 
like to have in order to make further advance 
care plans? 



Who makes medical decisions? 

1. The capable adult 19 years or older 
2. Committee of person (Patient's Property Act) 
3. Representative (Representation Agreement 

Act) 
4. Advance Directive 
5. Temporary Substitute Decision Maker* 

(Health Care (Consent) and Care Facility 
(Admission) Act) 



Formally Appointed  
Substitute Decision Makers (Long Term) 

 
Two types (listed in order of priority): 
1. Personal Guardian appointed by the court under 

Patients Property Act (also called Committee of the 
Person) 

 
2. Representative named by capable adult - bound by 

Representation Agreement and Representation 
Agreement Act 

 



Representation Agreement 

• Two different types of Representation 
Agreements 
 

• Agreement under Section 7  
 vs. agreement under Section 9 



Representation Agreement 

Representation Agreement Act 
• Section 7  

– Standard Powers, no lawyer required; minor 
and major health care 

• Section 9  
– Additional Powers, lawyer no longer 

required; minor and major health care and 
life support 

 



Health Care Defined 

• Major Health Care 
– major surgery, any treatment involving a general 

anesthetic, major diagnostic or investigative 
procedures, or any health care designated by 
regulation as major health care; 
 

• Minor Health Care 
– routine tests to determine if health care is necessary, 

and routine dental treatment 
                                              References: FH Consent Policy 
                       Health Care (Consent) and (Care Facility) Admission Act  

 



Rep Agreement or Advance Directive 

Must be signed by the adult when capable  
• be witnessed by two witnesses*  
 or  
• one witness who is a notary public or lawyer  
 

*A witness cannot be a person who provides personal care, health 
care or financial services to the adult for compensation, nor the 
spouse, child, parent, employee or agent of such a person  



Advance Directive 

Must state that the adult knows that:  
–  a health care provider may not provide to 
the adult any health care for which the adult 
refuses consent in the advance directive; and  
–  a person may not be chosen to make 
decisions on behalf of the adult in respect of 
any health care for which the adult has given 
or refused consent in the advance directive  

 
 



Temporary Substitute Decision Makers  
(Short Term) 

The following may be a TSDM (in order): 
 

– The adult’s spouse (married or cohabitating; same gender) 
– The adult’s child  (ranked equally) 
– The adult’s parent (ranked equally) 
– The adult's brother or sister (ranked equally) 
– The adult's grandparent – New (ranked equally) 
– The adult's grandchild – New (ranked equally) 
– Anyone else related by birth or adoption to the adult 
– A close friend of the adult – New  
– A person immediately related to the adult by marriage – New 
– Public Guardian & Trustee will appoint or act as TSDM if no 

TSDM available, qualified or there is a dispute 
 

*No conflict and contact within 12 months 
 



Current and Long Standing Consent Rights 

• Part 2. #4. Every adult who is capable of giving 
or refusing consent to health care has  
 

a) the right to give consent or to refuse consent 
on any grounds, including moral or religious 
grounds, even if the refusal will result in 
death,… 
 

b) the right to expect that a decision to give, 
refuse or revoke consent will be respected 

    Health Care (Consent) and Care Facility (Admission) Act [HCCCFA] 

 
 



Roles & Responsibilities 
• Part 2.  #12.1  

 
 “A health care provider must not provide health 

care… 
if the health care provider has reasonable 
grounds to believe that the person, while 
capable…expressed an instruction or wish 
applicable to the circumstances to refuse consent 
to the health care.”  

    Health Care (Consent) and Care Facility (Admission) Act [HCCCFA] 

 
 



Core Elements of ACP 

1. SPEAK to the adult about ACP 
2. Clarify understanding and provide medical 

information regarding diagnosis, prognosis, and 
options of treatment  

 



Do we all have the same 
understanding of the medical 
landscape? 



Core Elements of ACP 

1. SPEAK to the adult about ACP 
2. Clarify understanding and provide medical 

information regarding diagnosis, prognosis, and 
options of treatment  

3. Learn about and understand the adult (as well as 
family or substitute decision makers) 

 



Impact of communication about 
serious illness care preferences 

• Improved clinical outcomes 
• No increase in anxiety, depression, and loss of 

hope 
• Reduction in surrogate distress 
• Reduction in costs 



Communication about serious 
illness care goals: a review and 

synthesis of best practices 

• JAMA Intern Med. 2014 Dec;174(12):1994-2003. 
doi: 10.1001/jamainternmed.2014.5271. 
 

• Rachelle E. Bernacki, MD, MS;  
• Susan D. Block, MD;  
• for the American College of Physicians High Value 

Care Task Force  
 

 



Box 4. A Systematic Approach to Discussions of 
Serious Illness Care Goals  

 
• Train clinicians 
• Identify patients at risk 
• “Trigger” conversations in the outpatient setting 

before a crisis 
• Educate patients and families 
• Use a checklist or conversation guide 
• Improve communication of critical information in 

the EMR 
• Measure and report performance 

Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  
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Goals 

• If your health were to deteriorate, what 
would be most important to you? 
– What do you think will happen? 
– What do you most want to accomplish? 
– What is most important in your life right now? 
– What represents quality of life for you? 
– What represents dignity for you? 



Fears 

• What medical treatments are you already aware of 
that you really don’t want to have to go through? 

• What do you hope to avoid? 
• What are you afraid will happen? 
• What about your care causes you anxiety or 

concern? 
• What physical condition would represent poor 

quality of life? 
 



Serious illness conversation guide 

Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  



Serious illness conversation guide 

Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  



Trade-offs 

• As we work together, there may be treatments 
that we could offer that may prolong your life, 
but have side-effects and/or less than ideal 
results 
 

• What would be your desired balance between 
added time versus comfort and functional 
ability? 



Serious illness conversation guide 

Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  



Bernacki & Block. JAMA Intern Med. 2014 Dec;174(12):1994-2003.  



Core Elements of ACP 

1. SPEAK to the adult about ACP 
2. Learn about and understand the adult (as well as 

family or substitute decision makers) 
3. Clarify understanding and provide medical 

information regarding diagnosis, prognosis, and 
options of treatment  

4. Ensure interdisciplinary involvement and utilize 
available resources/options 
 



Teamwork 

• Other team members 
• What parts of the Serious Illness Conversation 

do you own? 
• Which parts are best suited for fellow team 

members? 
• Other resources? 



Core Elements of ACP 

1. SPEAK to the adult about ACP 
2. Learn about and understand the adult (as well as 

family or substitute decision makers) 
3. Clarify understanding and provide medical 

information regarding diagnosis, prognosis, and 
options of treatment  

4. Ensure interdisciplinary involvement and utilize 
available resources/options 

5. Define goals of care and create plan (include 
potential complications & location of care) 
 



Various Goals of Treatment 



3 W’s 

• Wish 
• Worry 
• Wonder 

 
For example, I also wish for the best possible 
results for you, but I worry that we may not be 
able to achieve everything you hope for; I 
wonder what your thoughts are in case things 
don’t go as well as planned. 



Language to describe goals of care 
• I want to give the best care possible. 

• We will concentrate on improving the quality 
of your life. 

• We want to help you live meaningfully in the time that you have. 
• I’ll do everything I can to help you maintain your independence. 
• I want to ensure that your father receives the kind of treatment he wants. 
• I will focus my efforts on treating your symptoms. 
• Let’s discuss what we can do to fulfill your wish to stay at home. 
• Your mother’s comfort and dignity will be my top priority. 



Documentation 
• Patient 

– Informal 
• My Voice Workbook 
• Advance Care Plan 
• Living Will 

– Legal 
• Representation Agreement (If indicated; Section 7 or 9) 
• Advance Directive (if indicated) 

• HPC team 
– Advance Care Planning Record form 
– Serious Illness Conversation documentation 
– Medical Orders for Scope of Treatment 
– Detailed Care Plans 







Care planning 

• What will the actions of the care team be 
should a particular complication arise? 

• How will the patient be managed if the choice 
is not to transfer the patient to acute care? 

• How will comfort be ensured? 



Resources – Provincial My Voice 

• My Voice Document now available 
 

• BC Ministry of Health ACP webpage: 
– http://www.health.gov.bc.ca/hcc/advance-

care-planning.html 
 

http://www.health.gov.bc.ca/hcc/advance-care-planning.html
http://www.health.gov.bc.ca/hcc/advance-care-planning.html




Additional Provincial Resources 
• Health Care Providers Guide to Consent 

– http://www.health.gov.bc.ca/library/publications/year/2011/h
ealth-care-providers'-guide-to-consent-to-health-care.pdf 

• Doctors of BC (BCMA)  
– https://www.bcma.org/news/advance-directives 

• Healthlink BC 
– www.healthlinkbc.ca 

• Seniors BC website link: 
– http://www.seniorsbc.ca/legal/healthdecisions/ 
 

 
 

http://www.health.gov.bc.ca/library/publications/year/2011/health-care-providers'-guide-to-consent-to-health-care.pdf
http://www.health.gov.bc.ca/library/publications/year/2011/health-care-providers'-guide-to-consent-to-health-care.pdf
https://www.bcma.org/news/advance-directives
http://www.healthlinkbc.ca/
http://www.seniorsbc.ca/legal/healthdecisions/
http://www.seniorsbc.ca/legal/healthdecisions/


Videos 
• Dr Doris Barwich “Health care consent laws have 

changed – what you need to know” 
http://www.youtube.com/watch?v=a-HFLkL5IRk  

• Fraser Health Advance Care Planning 
http://www.youtube.com/watch?v=-M31-NiH3yU 

• Speak Up!  Advance Care Planning 
http://www.youtube.com/watch?v=2aOX9abJhio 

• Atul Gawande  How to Talk EOL with a Dying Pt 
http://www.youtube.com/watch?v=45b2QZxDd_o&NR=
1 
 

http://www.youtube.com/watch?v=a-HFLkL5IRk
http://www.youtube.com/watch?v=a-HFLkL5IRk
http://www.youtube.com/watch?v=a-HFLkL5IRk
http://www.youtube.com/watch?v=2aOX9abJhio
http://www.youtube.com/watch?v=45b2QZxDd_o&NR=1
http://www.youtube.com/watch?v=45b2QZxDd_o&NR=1


www.advancecareplanning.ca 



Additional Resources 
• Educating Future Physicians in Palliative Care and End-of-Life 

Care. 2007. Facilitating Advance Care Planning: An 
Interprofessional Educational Program – Curriculum Materials 
and Teacher’s Guide. 
http://www.afmc.ca/efppec/docs/pdf_2008_advance_care_planning_curr
iculum_module_final.pdf 

• Cross-cultural considerations in promoting advance care 
planning in Canada. Andrea Con for Health Canada. 2007. 
http://www.bccancer.bc.ca/NR/rdonlyres/E17D408A-C0DB-40FA-9682-
9DD914BB771F/28582/COLOUR030408_Con.pdf 

• The Glossary Report. Janet Dunbrack for Health Canada. 2006. 
www.hc-sc.gc.ca/hcs-sss/pubs/palliat/2006-proj-
glos/index_e.html  

http://www.afmc.ca/efppec/docs/pdf_2008_advance_care_planning_curriculum_module_final.pdf
http://www.afmc.ca/efppec/docs/pdf_2008_advance_care_planning_curriculum_module_final.pdf
http://www.hc-sc.gc.ca/hcs-sss/pubs/palliat/2006-proj-glos/index_e.html
http://www.hc-sc.gc.ca/hcs-sss/pubs/palliat/2006-proj-glos/index_e.html


Additional Resources 
• Catholic Health Association of BC 

– http://www.chabc.bc.ca/ 
• Should I Receive CPR and Life Support 

– http://www.healthlinkbc.ca/kb/content/decisionpoin
t/tu2951.html 

• The Conversation Project 
– http://theconversationproject.org/ 
– http://www.oprah.com/relationships/How-to-Talk-

About-Dying-Ellen-Goodman-The-Conversation-
Project 

 

http://www.healthlinkbc.ca/kb/content/decisionpoint/tu2951.html
http://www.healthlinkbc.ca/kb/content/decisionpoint/tu2951.html
http://www.oprah.com/relationships/How-to-Talk-About-Dying-Ellen-Goodman-The-Conversation-Project
http://www.oprah.com/relationships/How-to-Talk-About-Dying-Ellen-Goodman-The-Conversation-Project
http://www.oprah.com/relationships/How-to-Talk-About-Dying-Ellen-Goodman-The-Conversation-Project


Additional Resources 
• Respecting Choices® – Gundersen Lutheran Medical Center: 

www.gundluth.org/eolprograms 
• Australia: Respecting Patient Choices: 

www.respectingpatientchoices.org.au  
• Calgary Health Region – Care at the End of Life Initiative-

Advance Care Planning: 
http://www.albertahealthservices.ca/services.asp?pid=servic
e&rid=1023351  

• Gold Standards Framework Advance Care Planning (UK): 
www.goldstandardsframework.nhs.uk/advanced_care.php 

• BC Framework for EOL Care 
http://www.health.gov.bc.ca/library/publications/year/2006/f
ramework.pdf 

http://www.gundluth.org/eolprograms
http://www.respectingpatientchoices.org.au/
http://www.goldstandardsframework.nhs.uk/advanced_care.php


Additional Resource Links 

• Ian Anderson Program 
http://www.cme.utoronto.ca/EndOfLife/default.htm 
• The Pallium Project 
www.pallium.ca 
• CHPCA 
http://www.chpca.net/ 
• Dalhousie University – The End of Life Project 
http://as01.ucis.dal.ca/dhli/cmp_advdirectives/default.

cfm 

http://www.chpca.net/


Additional Resources 

• The New Yorker Aug 2, 2010  
 “Letting Go:  What should medicine do when it 

cannot save your life” Atul Gawande 
• LA Times July 26, 2009 “100 things, leading to a 

single choice” By Dr. Martin Welsh 
http://articles.latimes.com/2009/jul/26/opinion/oe-welsh26 

• http://theconversationproject.org/ 
• http://www.oprah.com/relationships/How-to-

Talk-About-Dying-Ellen-Goodman-The-
Conversation-Project 
 

http://articles.latimes.com/2009/jul/26/opinion/oe-welsh26
http://theconversationproject.org/


Discussion 



Smooth sailing 

Thank you! 
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