Advance Care Planning (ACP): A Quick Guide for Physicians

Facilitating conversations that ensure patient care aligns with their personal values and wishes

What Is ACP?
A process in which patients:

- Reflect on what matters most to them in
life (their values, wishes etc.)

« Discuss and document future
medical/personal care wishes.

Benefits of ACP
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Setting up the discussion

1. Introduce the concept:

When people are hospitalized or if they get
seriously ill, they face decisions about their care.
It is a lot less stressful on the patient and their
family if conversations about their wishes happen
before they get really sick.

2. Ask permission:

Is it okay if we talk
now about what we
might do if you were
to get really sick? Or
sicker?

3. Use a combined
approach:

We always hope for
the best but want to

plan for the worst.
4. Reassure:

No decisions need to
be made immediately.

Example questions to ask

What is more important to you, to live as
long as possible even if it is at the expense
of quality of life, or to have the best quality
of the life even if it means that you might not
live as long?

What health and life circumstances (if any)
would you find so undesirable that you would
prefer not to continue living under them for a
prolonged period?

Is good control of your pain more important
to you than being fully alert all of the time
(or vice versa)?

What would ‘good death’ look like for you,
e.g., what are your preferences regarding
where, and in what circumstances your life
ends?

Two components of ACP

I. Personal Directive (PD)

« Document based on patient values/wishes
elicited from ACP that guides
personal/health care decisions if the patient
loses mental capacity.

« A lawyer is not needed to make a PD, but
for it to be legal it should be:
1. In writing
2. Signed, dated by the patient
3. Witnessed by someone =19 years old

« Advise patient to keep the original in a

safe place and provide copies to
delegate(s), family, and health care
providers

« "5 Ds” are times when it is important to
think about updating a PD

Death of a loved one
Divorce

Diagnosis of a new condition
Decline in health

Decade (every 10 years)

e PD does not cover finances or estates
(that’s for Power of Attorney or a will).

I1. Delegate or Substitute Decision Maker

(SDM)

+ “If you can't speak for yourself, who should
speak on your behalf?”

» Criteria:
v' At least 19 years old
v' Trustworthy, knows patient well, and
willing to respect their values and wishes
v Able to handle stressful decisions

+ If no SDM is named a statutory SDM is
chosen by hierarchy as follows:

Court- Person
appointed Spouse Child Parent standing in

guardian loco parentis
Sibling
Grandparent
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ACP is relevant for all adults regardless of health status—just like legal or financial planning.
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Once ACP has been initiated, discussions about Intubation/Mechanical Ventilation

goals of care (GoC) may become easier in When patients are unable to breath on their own

context of the preferences elicited from ACP. or when their lungs fail, a tube is placed through
Following are some ways to approach these the mouth into the lungs and attached to a
discussions: ventilator to support breathing. It is often called

Cardiopulmonary Resuscitation (CPR) “life support”.

Patient has to be sedated, cannot talk or eat,

If you died during a hospital admission, we will and remains sedated until the tube is removed.

try to restart your heart in a process called CPR.

It involves: The goal is to give lungs time to rest and recover
« Pushing hard on your chest to help your heart while treating the underlying illness. If lung

to beat disease is severe, you might need a ventilator
« Putting a tube into your windpipe so a indefinitely or risk death when it's removed.

machine can push air into your lungs
+ Electric shocks to the chest

- Medication(s) to support heart/lungs Risks

+ Lung infection
« Throat/vocal cord injury

Risks:

« Broken ribs Not Long-Term

* Lung damage 04 o10- . .

. Po_ssible brain damage_ from low oxygen ther %cg 14 ”dayfséh mt:/batlotnh can
« Skin burns from electric shocks amage the walls of throat/mouth.

Ventilator dependence / A tracheotomy may be needed if
Success Rate: prolonged ventilation is necessary.

0/, In healthy 0/~ In elderly/frail/heart- ;
20 /0 people 5 /0 lung disease. Clarify Preferences

Many who survive go on to die later in the
hospital or need higher-level care afterward.

Some patients do not want indefinite
ventilation or to burden loved ones with the
decision of removing life support. In that case

Clarify Preferences less invasive options (e.g., BIiPAP - which
involves wearing a tight-fitting mask that helps
Some patients decline CPR to avoid potential you breathe by pushing air into your lungs) can
long-term ventilator dependence. By be tried but may be less effective.
communicating a “"Do Not Resuscitate” (DNR) . . o
preference to their healthcare provider, they still If you do want intubation, it is important to
receive all other standard medical treatments, think about how long would you want it
just not CPR. co?Enlued before stopping, if recovery s
unlikely.

Palliative Care

« Focuses on comfort and quality of life

+ Involves symptom management and emotional, social, and spiritual support.

« It does not necessarily mean end-of-life care, and can be introduced at any time in the disease
trajectory to improve quality of life.

Green Sleeve

A folder for keeping essential medical documents, and to share patient preferences across various
healthcare settings. Advise patients to keep it in an easy-to-find spot, like on top of the fridge, and
bring with them to health care appointments and ED. Following are examples of forms for green sleeve:
1. Patient-Centered Priorities and Goals of Care.

2. Personal Directive. 'Anyone with a life-limiting illness
3. Emergency Health Services (EHS) Special Patient Program care plans. ¢ should have a green sleeve
4. Nova Scotia Health Expected Death at Home form

Further Reading and Resources Advance Care Planning FAQs:
https://www.advancecareplanning.ca/acp-basics/fag/

NS Health “"Making Your Personal and Medical Wishes

Known”: Nova Scotia Green Sleeve:

https://www.nshealth.ca/patient-education-resources/1942  https://www.nshealth.ca/patient-education-resources/1834
Email: palliativecare@nshealth.ca for ordering

Nova Scotia Department of Justice (Personal Directives):

https://novascotia.ca/just/pda/ HealthyNS Online Programs: Live sessions for patient

INSPIRED COPD Outreach: education and guidance on ACP and PDs
https://library.nshealth.ca/Healthyliving/RegisterForProgra

ms

https://www.nshealth.ca/patient-education-resources/2378
Tri-counties Phone: 902-740-2881
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