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  WE	
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  CARE	
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  IN	
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  TORONTO	
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  Incardona	
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  Lead,	
  ETHeL	
  ACP	
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  group	
  

	
  



SESSION	
  OBJECTIVES	
  	
  
	
  

•  Understand	
  the	
  challenges	
  of	
  Advance	
  Care	
  Planning	
  (ACP)	
  as	
  iden7fied	
  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	
  ETHeL	
  

	
  
•  Overview	
  of	
  the	
  ACP	
  facilitator	
  model	
  adapted	
  at	
  ETHeL	
  
	
  
• Material	
  produced	
  by	
  ETHeL	
  to	
  support	
  pa7ents	
  and	
  providers	
  with	
  ACP	
  	
  



ETHEL	
  ACP	
  PROCESS	
  	
  

	
  

	
  
Informa7on	
  
gathering	
  
• Needs	
  assessment	
  of	
  
primary	
  care	
  providers	
  

• Pa7ent	
  engagement	
  
panel	
  

Product	
  Genera7on	
  
• ETHeL	
  workbook	
  and	
  
pamphlets	
  

• Conversa7on	
  guides	
  
• Provider	
  educa7on	
  
sessions	
  

ACP	
  conversa7ons	
  
• Ongoing	
  support	
  for	
  
providers	
  facilita7ng	
  
ACP	
  conversa7ons	
  



LESSON	
  #1:	
  LACK	
  OF	
  A	
  COMMON	
  LANGUAGE	
  
Glossary	
  of	
  end	
  of	
  life	
  planning	
  terms:	
  

	
  
Advance	
  Care	
  Planning:	
  A	
  process	
  of	
  discussion	
  and	
  reflec7on	
  of	
  an	
  individual’s	
  
wishes	
  and	
  preferences	
  for	
  future	
  care.	
  It	
  will	
  be	
  based	
  on	
  current	
  health	
  
condi7ons	
  but	
  refers	
  to	
  poten7al	
  care	
  needs	
  in	
  the	
  future.	
  Only	
  a	
  person	
  with	
  
capacity	
  to	
  engage	
  in	
  ACP	
  can	
  do	
  this,	
  a	
  Subs7tute	
  Decision	
  Maker	
  (SDM)	
  cannot.	
  



LESSON	
  #1:	
  LACK	
  OF	
  A	
  COMMON	
  LANGUAGE	
  
Glossary	
  of	
  end	
  of	
  life	
  planning	
  terms:	
  

	
  
Goals	
  of	
  Care	
  Discussions:	
  Between	
  a	
  capable	
  pa7ent	
  or	
  their	
  SDM	
  and	
  healthcare	
  
provider.	
  These	
  discussions	
  aRempt	
  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	
  pa7ent	
  or	
  
SDM.	
  



LESSON	
  #2:	
  PRIMARY	
  CARE	
  PROVIDERS	
  NEED	
  
EDUCATIONAL	
  SUPPORT	
  FOR	
  ACP	
  

Facilitator	
  Training	
  
	
  

•  Based	
  on	
  Respec7ng	
  Choices®	
  model	
  developed	
  by	
  Gunderson	
  Health	
  
System,	
  and	
  facilitator	
  training	
  from	
  Fraser	
  Health	
  

•  Recognizes	
  that	
  facilita7ng	
  conversa7ons	
  that	
  help	
  individuals	
  explore	
  
their	
  values,	
  percep7ons	
  of	
  quality	
  of	
  life,	
  personal	
  trade-­‐offs,	
  benefit	
  and	
  
burden	
  tolerance	
  are	
  an	
  advanced	
  communica7on	
  skill	
  

•  Basic	
  ACP	
  educa7on	
  for	
  all	
  healthcare	
  providers	
  



EDUCATIONAL	
  STRATEGIES	
  FOR	
  	
  
INTERDISCIPLINARY	
  HEALTH	
  CARE	
  PROVIDERS	
  

Basic	
  Educa7on	
  

•  For	
  all	
  healthcare	
  providers	
  
• Objec7ves:	
  
• Working	
  knowledge	
  of	
  ACP	
  
defini7ons,	
  benefits	
  

• Help	
  pa7ents	
  understand	
  
differences	
  between	
  SDM	
  and	
  POA	
  

•  Advise	
  pa7ents	
  on	
  the	
  desirable	
  
aRributes	
  of	
  an	
  SDM	
  

Facilitator	
  Training	
  

•  For	
  interested	
  providers	
  who	
  will	
  
become	
  ACP	
  facilitators	
  	
  

• Objec7ves:	
  
• Gain	
  comfort	
  and	
  confidence	
  with	
  	
  
discussions	
  that	
  will	
  help	
  pa7ents	
  
explore	
  their	
  values	
  and	
  
percep7ons	
  of	
  quality	
  of	
  life	
  and	
  
benefit/burden	
  trade-­‐offs.	
  

•  Be	
  able	
  to	
  support	
  individuals	
  
through	
  the	
  ACP	
  process	
  



LESSON	
  #3:	
  FOCUS	
  ON	
  VALUES	
  AND	
  ESSENTIAL	
  	
  
ABILITIES	
  RATHER	
  THAN	
  TREATMENTS	
  

	
  

	
  	
  	
  	
  	
  Emphasis	
  in	
  facilitator	
  training,	
  public	
  engagement	
  sessions	
  	
  

•  Inherent	
  uncertainty	
  in	
  predic7ng	
  future	
  healthcare	
  needs	
  
•  Rather	
  than	
  focusing	
  on	
  specific	
  interven7ons	
  that	
  may	
  or	
  may	
  not	
  occur,	
  
focus	
  on	
  how	
  that	
  individual	
  defines	
  quality	
  of	
  life,	
  what	
  abili7es	
  are	
  
essen7al	
  to	
  their	
  enjoyment	
  of	
  life	
  

•  Being	
  aware	
  of	
  one’s	
  environment	
  

•  Able	
  to	
  communicate	
  with	
  family	
  and	
  friends	
  

•  Ability	
  to	
  perform	
  ADLs	
  



LESSON	
  #3:	
  TAILOR	
  ACP	
  TO	
  INDIVIDUAL	
  PATIENTS	
  
•  Stage	
  of	
  Health	
  
•  Healthy	
  Adult	
  
•  Adult	
  with	
  Chronic	
  illness	
  
•  Adult	
  with	
  less	
  than	
  12	
  months	
  prognosis	
  

•  Cultural	
  Humility	
  

•  Readiness	
  to	
  parUcipate	
  in	
  ACP	
  



ACP	
  INTERDISCIPLINARY	
  FACILITATOR	
  MODEL	
  

Individual	
  iden7fied	
  or	
  
expressed	
  interest	
  in	
  
talking	
  about	
  future	
  

medical	
  care	
  

Healthcare	
  Provider	
  
provides	
  basic	
  

informa7on	
  on	
  ACP	
  

Individuals	
  interested	
  
in	
  con7nuing	
  the	
  

discussion	
  follow-­‐up	
  
with	
  an	
  ACP	
  facilitator	
  
and	
  bring	
  SDM	
  or	
  POA	
  
to	
  that	
  discussion	
  	
  



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	
  conversa7on.	
  

•  Addresses	
  the	
  barrier	
  	
  of	
  “Not	
  enough	
  7me”	
  iden7fied	
  by	
  primary	
  care	
  
physicians	
  by	
  allowing	
  others	
  to	
  take	
  on	
  the	
  task	
  

	
  



•  Working	
  Group	
  comprised	
  of	
  members	
  from	
  partner	
  organiza7on	
  
and	
  community	
  representa7ves	
  

•  Reviewed	
  exis7ng	
  ACP	
  material	
  from	
  Speak	
  Up,	
  Canada,	
  US	
  and	
  
Australia	
  	
  

	
  
•  Products	
  reviewed	
  by	
  Pa7ent	
  Engagement	
  CommiRee	
  

•  Language	
  inclusive	
  of	
  chronic	
  disease	
  popula7on	
  

ETHEL	
  RESOURCES	
  TO	
  SUPPORT	
  ACP	
  



Pamphlet:	
  
	
  
•  Intended	
  use:	
  to	
  introduce	
  ACP	
  to	
  clients/

paUents	
  
	
  
•  Provides	
  an	
  overview	
  of	
  ACP	
  	
  

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	
  	
  

ETHEL	
  RESOURCES	
  TO	
  SUPPORT	
  ACP	
  



Discussion	
  Guides	
  for	
  Providers:	
  
	
  
•  Health	
  Adult	
  
•  Adult	
  with	
  Chronic	
  Disease	
  
•  Adult	
  with	
  less	
  than	
  12	
  months	
  prognosis	
  
•  Cultural	
  Humility	
  

	
  
	
  
•  Adapted	
  by	
  East	
  Toronto	
  Health	
  Link	
  (2014)	
  from	
  Respec7ng	
  Choices	
  Facilitator	
  Guide	
  (1996)	
  

Gunderson	
  Health	
  System	
  

	
  
	
  

ETHEL	
  RESOURCES	
  TO	
  SUPPORT	
  ACP	
  



CPR	
  Discussion	
  Aid:	
  
	
  
•  Intended	
  for	
  paUents	
  
	
  
•  Tool	
  for	
  providers	
  to	
  discuss	
  benefits	
  

and	
  burdens	
  of	
  resucitaUon	
  

ETHEL	
  RESOURCES	
  TO	
  SUPPORT	
  ACP	
  



QUESTIONS?	
  COMMENTS?	
  



THANK	
  YOU	
  


