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Housekeeping
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• 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 

tomorrow.
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Learning objectives
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Upon completing this webinar, you should be able to:

• Understand definitions & concepts of Advance Care Planning & Serious 

Illness

• Be familiar with COVID-19 adapted resources

• Better understand how to integrate conversations into “in the moment” 

care
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Talking with Mary
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Mary 73 year-old grandmother, lives with her husband at home. 

Hospitalized twice in the last year with exacerbations of heart failure.

Due to her age and various health problems, Mary is an ‘at risk’ adult, in the 

context of COVID-19.



International consensus definition
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• Advance care planning is a process that supports adults at any age or 

stage of health in understanding and sharing their personal values, life 

goals, and preferences regarding future medical care. 

• The goal of advance care planning is to help ensure that people receive 

medical care that is consistent with their values, goals and preferences 

during serious and chronic illness. 

Sudore RL, Lum HD, You JY, Hanson LC, Meier DE, et al. Defining Advance care planning for adults: A 

consensus definition from a multidisciplinary Delphi panel. Journal of Pain and Symptom Management. 2017, 
May. 53(5): 821-32.

https://www.ncbi.nlm.nih.gov/pubmed/28062339


Conversation tools
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Advance Care 

Planning
Serious 

Illness

Two 

Primary 

Tools



Conversation tool #1: Advance Care Planning
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A variety of ACP health care providers tools exist across the country

• Similar to Serious Illness guide



Tools for patients
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• A variety of ACP tools exist 

across the country for patients

• Similar steps & concepts

https://www.advancecareplanning.ca/
https://www.advancecareplanning.ca/
http://www.rqhealth.ca/department/advance-care-planning/advance-care-planning
http://www.rqhealth.ca/department/advance-care-planning/advance-care-planning
https://www.advancecareplanning.ca/resource/nova-scotia/
https://www.advancecareplanning.ca/resource/nova-scotia/
https://wrha.mb.ca/advance-care-planning/
https://wrha.mb.ca/advance-care-planning/


Conversation Tool #2: Serious Illness Conversation Guide
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Dr. Atul Gawande

Being Mortal: Medicine and What Matters in the End
• Stark realization that he was bad at these conversations

• Meeting Dr. Susan Block and learning her “5 things to ask patients”

• Meeting Dr. Bob Arnold and learning the phrase “I’m worried”

Ariadne Labs

Serious Illness Program
• Tool that offers clinicians language to ask patients about their goals, 

values, and wishes

• Multi-component program

• Validated by randomized control trials

https://www.ariadnelabs.org/areas-of-work/serious-illness-care/
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/


Identify proactively: Who would benefit? Who is at risk?
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Prepare proactively: patients, clients & families
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Preparing patients/clients

• Review ACP documentation in EMRs

• Provide SICG: COVID-19 pre-visit letter

• Provider resource developed by Dr. Amy Tan

http://amytanmd.ucalgaryblogs.ca/files/2020/04/Guide-for-Talking-about-Wishes-Goals-with-COVID-19-Handout-by-Dr.-Amy-Tan-v3.pdf
http://amytanmd.ucalgaryblogs.ca/files/2020/04/Guide-for-Talking-about-Wishes-Goals-with-COVID-19-Handout-by-Dr.-Amy-Tan-v3.pdf


Prepare yourself
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Preparing yourself

• Review serious illness guide

• Review clinician reference guide

• Prepare emotionally for the 

conversation(s)

o How will I respond if the patient 

is angry, tearful, etc.?



Using the Serious Illness reference guide for clinicians
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Original & COVID-19 SIGC adaptation

1. Set up conversation

2. Assess illness understanding & 

information preferences

3. Share prognosis

4. Explore key topics: 

o Goals 

o Fears and worries 

o Sources of strength

o Critical abilities

o Tradeoffs

o Family

5. Close the conversation (make 

recommendation)

6. Document on ACP record

7. Share with key clinicians

1. Set up conversation

2. Assess illness understanding & 

information preferences

3. Share prognosis, uncertainty

4. Explore key topics: 

o Meaning

o Fears and worries 

o Sources of strength

o Family

o Best care

5. Reassurance

6. Close the conversation (make 

recommendation)

7. Document on ACP record

8. Share with key clinicians
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Have the conversation: SIGC:COVID-19
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Communication tips
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3 W’s:  Wish (or Hope), Worry, and Wonder

Clinician: 

• “I wish that things were different.”

• “ I worry, as a person with other health issues, you could get sick 
quickly.”

• “I wonder if  there are things you can do to prepare.”

Reframe 
Hope



Having the conversation with Mary
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• Set up the conversation.

• Assess illness understanding & information preferences.

• Share prognosis, uncertainty.

• Explore key topics.

• Reassurance.

• Close the conversation.

• Document the conversation.

• Share with key clinicians.



Completed documentation
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Summary
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• Identify those at risk

• Prepare for the conversation

• Have the conversation

• Document the conversation



COVID-19 SICG adaptation & GOC discussion

1. Set up conversation

2. Assess illness understanding & information 

preferences

3. Share prognosis, uncertainty

4. Explore key topics: 

o Meaning

o Fears and worries 

o Sources of strength

o Family

o Best Care

5. Reassurance

6. Close the conversation (make 

recommendation)

7. Document on ACP Record

8. Share with Key Clinicians

1. Set up Conversation

2. Assess illness understanding & information 

preferences

3. Share information

4. Explore key topics: 

o Goals

o Values

o Hopes

o Fears

Respond to emotion

6. Make recommendation that enables pt to 

achieve goals

7. Document 

8. Share with Key Clinicians
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3.-5.
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What would you do?
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Poll Question:

You have a debilitating motor condition and are 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?

Please answer the poll on your screen. 



What would you do?

How did you come to the decision?

What went through your mind?

• You understand what these words mean

• You have an image of what life will look like

• You compare this with an image of what an 

acceptable or intolerable life looks like

Acceptable = what is important to 

you, what you value.
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Image

Decision

• What is 

acceptable

• What is 

tolerable

• 30% reduction 

in cognition

Image



What would you do?
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• People don’t envision their future in 
terms of treatments (e.g. FEV1 or 
tumour burden or renal function) 

• People think about the outcomes of 

treatments, not treatments 

themselves 

• People imagine what life will look 
like and how it will be impacted by 
illness and treatment

• Feeling sick from medications that MAY prolong life

• Spending more time with healthcare providers than 

family and friends

• Unable to communicate with friends and family

• Repeat ER visits with multiple tests

Image

Decision

• What is 

acceptable

• What is 

tolerable

• 30% reduction 

in cognition

Image



What would you do?
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• Unlike healthcare workers, 

most do not have the benefit of 

knowing meaning of outcomes 

i.e. what life will look like.

• Our job is to paint a picture of 

what life will look like so the 

person can compare with the 

image of what’s important to 

them, what’s acceptable, 

what’s not tolerable.

Image

Decision

• What is 

acceptable

• What is 

tolerable

• 30% reduction 

in cognition

Image



BOTH sources of information are 

needed for decisions to be effective

- about the person
- what’s important

- why it’s important

- about disease

- about treatments
Decision

Values 

& Goals

Information 

& Evidence



“COVID – 19 is a viral illness that spreads like 
the flu. We know it is particularly serious in 
patients like you. I wish we were not in this 
situation, but I’m worried that you could get 
much sicker very quickly. If that happens you 
are at risk of dying in a short period of time.”

GOC Conversations

Community
Mild/Moderate COVID

Serious illness and COVID

Hospital
Mild/Moderate COVID

Serious illness and COVID



What happens after people 65+ 
yrs have a breathing tube put in? 

What happens after people 67+ yrs
w/ chronic conditions get CPR in 

hospital?

Dr. Amy Tan, University of Calgary

Visuals of outcomes
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SIGC: COVID-19 example
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• Information about Mary’s values & goals 

can facilitate many treatment & care 

decisions. 

• She & her SDM can use the image of an 

unacceptable life when engaging in shared 

decision-making



Resources
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Speak Up

www.advancecareplanning.ca/

Fraser Health Authority, BC

www.fraserhealth.ca/employees/clinical-

resources/advance-care-planning#.XrR_IKhKi70

Hospice Palliative Care Ontario

www.hpco.ca/ or www.speakupontario.ca/

Alberta Health Services

www.conversationsmatter.ca

http://www.advancecareplanning.ca/
http://www.fraserhealth.ca/employees/clinical-resources/advance-care-planning#.XrR_IKhKi70
http://www.hpco.ca/
http://www.speakupontario.ca/
http://www.conversationsmatter.ca/


Wrap up
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• We would appreciate your feedback. You will receive a link to evaluate 

the webinar.

• This session is being recorded and will be emailed to webinar registrants 

tomorrow or available here: www.pallium.ca/pallium-canadas-covid-19-

response-resources

http://www.pallium.ca/pallium-canadas-covid-19-response-resources


Question period
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Please use the Q&A function to ask questions.



THANK YOU


