ADVANCE CARE PLANNING:
WHAT WE CAN LEARN FROM
PRIMARY CARE PROVIDERS IN THE
EAST TORONTO HEALTH LINK
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SESSION OBIJECTIVES

* Understand the challenges of Advance Care Planning (ACP) as identified by
primary care providers in the East Toronto Health Link

* Show how those challenges were used to inform the approach to Advance
Care Planning at ETHelL

* Overview of the ACP facilitator model adapted at ETHeL

* Material produced by ETHel to support patients and providers with ACP .




ETHEL ACP PROCESS

Information
gathering

e Needs assessment of
primary care providers

e Patient engagement
panel

Product Generation

e ETHelL workbook and
pamphlets

e Conversation guides

® Provider education
sessions
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ACP conversations

e Ongoing support for
providers facilitating

ACP conversations
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LESSON #1: LACK OF A COMMON LANGUAGE

b Glossary of end of life planning terms:

Advance Care Planning: A process of discussion and reflection of an individual’s
wishes and preferences for future care. It will be based on current health
conditions but refers to potential care needs in the future. Only a person with
capacity to engage in ACP can do this, a Substitute Decision Maker (SDM) cannot.
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LESSON #1: LACK OF A COMMON LANGUAGE

b Glossary of end of life planning terms:

Goals of Care Discussions: Between a capable patient or their SDM and healthcare
provider. These discussions attempt to align available treatments with a person’s
goals of care. They are discussions about current rather than future medical care.

Treatment Plan: These may arise out of a goals of care discussion. The health care
provider proposing treatment must obtain consent from either a capable patient or
o @
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LESSON #2: PRIMARY CARE PROVIDERS NEED =+
EDUCATIONAL SUPPORT FOR ACP

b Facilitator Training

* Based on Respecting Choices® model developed by Gunderson Health
System, and facilitator training from Fraser Health

® Recognizes that facilitating conversations that help individuals explore
their values, perceptions of quality of life, personal trade-offs, benefit and
burden tolerance are an advanced communication skill

® Basic ACP education for all healthcare providers .
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INTERDISCIPLINARY HEALTH CARE PROVIDERS

Basic Education Facilitator Training

e For all healthcare providers e For interested providers who will
e Objectives: become ACP facilitators
e Working knowledge of ACP * Objectives:
definitions, benefits e Gain comfort and confidence with
e Help patients understand discussions that will help patients
differences between SDM and POA explore their values and
e Advise patients on the desirable perceptions of quality of life and
sttributes of an SDM benefit/burden trade-offs.

e Be able to support individuals
through the ACP process
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LESSON #3: FOCUS ON VALUES AND ESSENTIAL
ABILITIES RATHER THAN TREATMENTS

b Emphasis in facilitator training, public engagement sessions
® Inherent uncertainty in predicting future healthcare needs

® Rather than focusing on specific interventions that may or may not occuir,
focus on how that individual defines quality of life, what abilities are
essential to their enjoyment of life

®* Being aware of one’s environment

* Able to communicate with family and friends .

* Ability to perform ADLs
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LESSON #3: TAILOR ACP TO INDIVIDUAL PATIENTS

* Stage of Health
* Healthy Adult
* Adult with Chronicillness

® Adult with less than 12 months prognosis

® Cultural Humility

* Readiness to participate in ACP
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ACP INTERDISCIPLINARY FACILITATOR MODEL

Individuals interested
Individual identified or : in continuing the
: , Healthcare Provider : :
expressed interest in discussion follow-up
talking about future with an ACP facilitator

provides basic

medical care Rl 0N on ACP and bring SDM or POA

to that discussion
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BENEFITS OF A FACILITATOR MODEL FOR ACP

* Allows an opportunity for interested healthcare providers to develop an
enhanced skill

* Well suited to interprofessional healthcare teams where professions other
than MDs can lead the conversation.

* Addresses the barrier of “Not enough time” identified by primary care
physicians by allowing others to take on the task
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ETHEL RESOURCES TO SUPPORT ACP

* Working Group comprised of members from partner organization
and community representatives

* Reviewed existing ACP material from Speak Up, Canada, US and
Australia

®* Products reviewed by Patient Engagement Committee

®* Language inclusive of chronic disease population
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Pamphlet:

* Intended use: to introduce ACP to clients/
patients

* Provides an overview of ACP
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Advance Care Planning
Information Guide

A gift for you and your family

ppppp
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ETHEL RESOURCES TO SUPPORT ACP

Workbook:

* For individuals to work through on
their own

* For use once someone is open to
thinking about and discussing ACP

* Helps individuals work through the
ACP process with their chosen support
network

X
0)

East Toronto Health Link

Advance Care Planning Werkbook
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ETHEL RESOURCES TO SUPPORT ACP

“Thisis an inerview guide that
=i

ADVANCE CARE PLANNING INTERVIEW GUIDES

ADVANCE CARE PLANMNG FOR PATIENTS WITH CHRONC PROGRESSIVE Disese
'speak to your patients who have a chroric progressive disease to help them further explore their wishes for medical care.

Your Action - Decxment icein
s the motraton, Inewkedg: o bl f e il yon 1l me what begs e bee: sy Whst do you sdesnd shot e e pamang s s v

[ ] [ ] [ ] [ ]
° ety D
r r r Erion mdmoadog o ehneil cudin Tl e vt pn st sbos o, o b ot k! o st o bt conie.F e s e e s
ISCUSSIon u I es O OVI e S h'-bﬁ-n-nwv—--tv-im-ti-ha
. Expore expenencs. freads who became be made? What dd you lear from dese experences” | see that you were in the hospial receady. What

&4 bt caprienc mem 0y

e oot of g wel” Wi e cpeinasw st e b o e i o] W e o e shont yur s or il cre o) ol yu e o !
Was i o) ol b ot e o 0y

T e n,-l-n-u.\_u*‘n-.ﬁ_.-ﬁ—-.....m.n_--.u.-.a-—un,-u«..—-—u.um..-a.

g bbb e kv i P Yot e e s 0 W b o i e e O O ey

o Toes il s et g O b s I i byt oy e G b 3 i bloeng i pcehe 1 s i sbmcd demenia

d il Wi What oo wd byl

Bep 3 e e T b d s o | e e do. | e ot o s oy e domaion o mpprt o e

= e,

o inridls perpecie o comfr e There e may higs e cn do 10 mke e combrable an o me what beg sl ight memn o oo Wt cr s do o e

. PamnTs i Lows Teru CarefLasT 12 MowThs oF Lir: This quide can be sed with paients f capable.

a decision maker,focus on understanding the patient’s prior capable wishes, values and belifs about mesical care.

Your Acton _ ‘Sample Questions

oo mderadog of pomaial empicion wih paied o o koo, o e 2 s = e vhea - o bkt Do o e k!
e deszonraber (P

nknaion uy i e or sppespine)

o PR What do you ik e s e of (i ey o e wih o meial oo h o e dicions it e
st st i o, We vt o s ke e e b G i st ot o s o boe.
nd e § e nmrvever p e e docr.

® Adult with Chronic Disease gmeee EEERETREEE I ETL
® Adult with less than 12 months prognosis

‘GENERAL ADVANCE CARE PLANNING INTERVIEW GUIDE: This is a general interview guide that can be used 10 introduce your paient 1o Advance Care Planning.
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e Adapted by East Toronto Health Link (2014) from Respecting Choices Facilitator Guide (1996,
Gunderson Health System
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ETHEL RESOURCES TO SUPPORT ACP

CPR Discussion Aid:
* Intended for patients

* Tool for providers to discuss benefits

Cardio-Pulmonary

and burdens of resucitation Resuscitation (CPR)

A decision aid for patients

and their decision makers
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QUESTIONS? COMMENTS?
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THANK YOU




