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Welcome
• Q&A session

• Please submit your Qs online during 
presentation

• We will answer as many Qs as time 
permits

• Perry Kim, Manager of Research and 
IP, will be hosting Q&A session

2017-07-26

Carol Barrie,
Executive Director
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Reminder: Survey & Webinar

2017-07-26

• Survey will pop up on your screen after 
webinar 
• Feedback on how to improve webinar series

• Webinar slides & video available for viewing 
online within 1-2 days at: 

• cfn-nce.ca/news-and-events/webinars
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Reminder: Upcoming Webinars

Register at:
http://www.cfn-nce.ca/news-and-events-overview/webinars/

• Wednesday, August 9, 2017 at 12 noon ET
Innovation for toilet relocation to ease access for frail elderly at home & Wearable Caregiver Posture 
Coaching Feedback System – CFN-funded Health Technology Innovation Grant Program – Tilak Dutta, 
University Health Network

• Wednesday, September 13, 2017 at 12 noon ET
Incorporating a frailty dimension into LOCUS for seniors in a medical-psychiatry population – CFN-
funded Implementation Grant Program – Rose Geist and Richard Shulman, Trillium Health Partners

• Wednesday, September 27, 2017 at 12 noon ET
Improving Palliative Care in Long-Term Care Homes Using Participatory Action Research – CFN-
funded Strategic Impact Grant Program – Sharon Kaasalainen and Pamela Durepos, McMaster 
University and Tamara Sussman, McGill University

2017-07-26
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Volunteer for our Board and 
Advisory Committees

• CFN is currently looking for enthusiastic volunteers for its Board 
and advisory committees in the following areas:
 Board of Directors
 Citizen representatives (on Board of Directors and 

committees)
 HQP representatives (on various committees)

• More details and the application form can be found on our website: 
http://www.cfn-nce.ca/about-us/how-we-are-organized/volunteer-for-
our-board-or-advisory-committees/apply-now/

2017-07-26

http://www.cfn-nce.ca/about-us/how-we-are-organized/volunteer-for-our-board-or-advisory-committees/apply-now/
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2017 Knowledge Translation 
Competition

• Designed to advance previously funded CFN research evidence into 
practice

• Intent to apply was due July 24, 2017 at 5 p.m. ET. Full application is 
due on September 5, 2017

• Please visit our website for more details: http://www.cfn-
nce.ca/research-evidence/2017-knowledge-translation-grants-for-
cfn-funded-research/

2017-07-26

http://www.cfn-nce.ca/research-evidence/2017-knowledge-translation-grants-for-cfn-funded-research/
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Stayed Tuned - New 
Competition

• New competition expected to be launched late summer, details of 
the competition will be communicated 

2017-07-26
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Presenter

• Assistant Professor in the Department of Family Medicine at 
McMaster University

• Associate Member of the Department of Health Research 
Methods, Evidence and Impact at McMaster University

• Completed her doctorate at McMaster University and her MSc 
at the University of Toronto

• Research interests include: evaluating and improving primary 
care models and understanding the mechanisms and impacts 
of interprofessional care in primary care practices

2017-07-26

iGAP: Improving General Practice Advance Care 
Planning

Michelle Howard,
PhD, MSc
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Learning Objectives 
Today
• To understand how improving the 

quantity and quality of advance 
care planning (ACP) could 
improve health care for older 
adults

• To understand the main barriers 
to realizing the benefits of ACP 

• To understand the components of 
ACP and how interventions to 
improve it are evaluated

Presenter
Presentation Notes




The Problem
• Common mis-alignment of patient values and preferences with 

actual treatment (documented or given) in serious illness or EOL
• Little or poor communication at point of care

– 2/3 seriously ill and elderly hospitalized patients will not be engaged in a 
discussion about treatment preferences re: sustaining life

– 1/3 will be signed up for more aggressive care than they want 

• Approx 1/3 of us will need decision made when not mentally 
capable

• Advance directives alone are not the solution
– Treatment decisions made out of context
– Health care providers reluctant to follow
– Patient did not base decisions on their values or good knowledge of treatment 

implications
– Patient and SDM over-estimate how well SDM can interpret wishes



‘New’ definition of ACP

“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”

Sudore RL, Lum HD, You JJ, Hanson LC, Meier DE, Pantilat SZ, et al. Defining Advance 
Care Planning for Adults: A Consensus Definition from a Multidisciplinary Delphi Panel. 
J Pain Symptom Manage 2017;53:821-32.



More definitions

• Values: an expression of a person’s 
overarching philosophies or most important 
priorities in life (such as maximising quality of 
life or time spent with family)

• Preferences: specific preferred options for 
treatments (such as use of resuscitative 
treatments or not) or preferred health states 
(conditions that would be acceptable or 
unacceptable)



Conceptual framework of end-of-life 
communication and decision-making
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Evidence for benefits of ACP

• When patients have engaged in ACP activities, 
end-of-life experiences are improved for the 
patient and family members

• Lower rates of depression and other 
psychological consequences among families

• Lower rates of unwanted escalation of 
treatments 



Why Primary Care?
• Family physician can help with understanding 

decisions
• Longitudinal relationship
• Effective strategies for ACP:

– Multi-modal
– Over multiple visits
– Time for discussion
– Incorporated into routines



ACP discussions in primary care

Belgium

25% 
(last 3 months of life)

Canada

9% (age 18+)

18% (age 50+)

United Kingdom 

5% (age 65+) 
offered opportunity to 

discuss with GP



Knowledge 
Translation 
Gap



Purpose of i-GAP

• Improve quantity and quality of ACP in 
primary care
– Goal 1: Assess baseline engagement and 

barriers/enablers
– Goal 2: Evaluate ACP tool efficacy and adapt for 

primary care setting
– Goal 3: Implement ACP in primary care and 

evaluate



Study Sites

Vancouver

Lethbridge
Hamilton Niagara

Toronto
Edmonton
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Goal 1: Audit of ACP in primary care

• ACCEPT audit of patient ACP from acute care 
adapted and piloted
– Engagement in ACP, reasons for not
– Comfort having discussions

• DECIDE survey for physicians, nurses, allied 
health adapted for primary care and piloted
– Barriers related to: self, patient, system
– Engagement, willingness, who should do it



Audit of ACP and barriers 
in primary care
• Multi-centre family practice audit Oct 2014- Oct 2015
• Inclusion

– ≥50 years of age
– English speaking
– Cognitively intact

• Opportunistic sampling, patients attending for routine 
office visits

• Target 30-50 patients at each participating family practice
• Self-administered questionnaire to answer study 

questions
• Audited chart for any documentation



Patient survey results

• N=810 (response rate > 70%)
• Average age 66.6, range 50-95
• 69% married or living as married
• 88% Caucasian
• 12% vulnerable for frail
• Comorbidity index mean 1.1



Patient survey results cont’d
• 69% patients thought about what kinds of medical 

treatments they would want, or not want, if they 
were to get very sick and be in a hospital.

• 53% patients have discussed their wishes with 
someone
– 92% family members; 23% lawyer, 18% doctor

• 32% of patients said they have written down their 
wishes.

• 50% of patients said they have named someone, in 
writing, to be their SDM.

• 23% had engaged in all 4 key ACP behaviours
• 19% engaged in NO behaviours

Presenter
Presentation Notes




Chart Documentation of ACP 
Discussion
• any mention of ACP, ‘DNR’, 

substitute decision-maker, 
EOL wishes 

4.7%



Healthcare provider survey

• Multi-site family practice survey 
• Physicians, nurses and other allied health professionals
• Self-administered e-questionnaire to answer study 

questions (modified Dillman method)
• Barriers related to: provider, patient, system
• Questionnaire items generated by literature, expert 

input, focus groups
– 3 domains from exploratory factor analysis
– Cronbach’s alpha 0.84-0.90
– 71% variance explained



Results – Healthcare providers 
(response rate 76%)

All 
(n=186)

Physicians 
(n=125)

Nurses and other 
allied health 
professionals 
(n=61)

Age (mean) 46 48 42

Female 65% 49% 96%

Years in practice (mean) 17 18 15

ACP skill high priority for learning 
(4/5 on 5 point scale) 53% 54% 52%

Extra palliative care certification 
or training 19% 19% 20%



Your Participation in Doing ACP with 
Patients

Average Scores
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b. Exchange information with patientsb. Exchange information with patientsb. Exchange information with patients
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Your Willingness in Doing ACP with 
Patients 

Average Scores

Q
ue

st
io

nn
ai

r I
te

m
s

0 1 2 3 4 5 6

D

D

D

D

D

D

O

O

O

O

O

O

a. Initiate discussions about ACP with patientsa. Initiate discussions about ACP with patientsa. Initiate discussions about ACP with patients

b. Exchange information with patientsb. Exchange information with patientsb. Exchange information with patients

c. Be a decision coach for patientsc. Be a decision coach for patientsc. Be a decision coach for patients

d. Participate in finalization of the ACP pland. Participate in finalization of the ACP pland. Participate in finalization of the ACP plan

e. Help patients communicate their ACP with their familiese. Help patients communicate their ACP with their familiese. Help patients communicate their ACP with their families

f. Help patients communicate their ACP with other health care professionalsf. Help patients communicate their ACP with other health care professionalsf. Help patients communicate their ACP with other health care professionals

RATE YOUR WILLINGNESS TO:

Not at all willing Very willin
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Other professionals
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Top 10 Barriers



Themes Illustrative Quotes

Public engagement “Perhaps more media attention to the importance of this issue, getting individuals to 
give this issue priority and to re-inforce that ACP is for everyone to contemplate and 
execute, not just those who are very ill or very elderly.”

Health care provider
attitudes

Patients do not realize the a) lack of utility and b) potential for harm of most medical 
care at end of life, it is an eye opener to share it with them.  I worry I sound like a 
conspiracy theorist when I talk about it and I am the only one they have ever heard it 
from!

Capacitating primary 
care providers

“Training in ACP.  I have never received any training, therefore I do not engage in these 
discussions” 

Integration into 
workflow (e.g. tools, 
processes)

“Having a separate icon in the EMR re ACP; it could even part of physical so that 
discussion happens with everyone”

“Have educational materials sent to patients to review and bring in to discuss with GP”

System and policy
support

“We need to have time to have these discussions with patients and their families. This 
translates to the need for remuneration. We cannot forward ACP as a priority if it is not 
sufficiently funded despite its high level of importance. You get what you pay for.”

What would help?



Goal 2: Evaluate ACP tool efficacy and 
adapt for primary care setting



Role of Decision Aids

• Structured interventions and decision aids 
have been recommended for ACP

• Well designed decision aids support the 
alignment of decisions with values and 
preferences of the patient
– values often inconsistent and do not align with preferences 

(Heyland et al, CMAJ 2015)

• Patient activation strategies are effective



What do we mean by ACP tool?

• Provide information, encourage action
• Help clarify values
• Elicit wishes, preferences



For example:



Why evaluate?

• Systematic review (Butler, 2014) concluded:
• Many ACP decision aids have not been 

evaluated at all or rigorously
• Need to be validated: accessible, readable, 

understandable, appropriate for various 
settings

Impacts?



Measuring ‘ACP Engagement’

• 55-item survey
• PROCESSES: Knowledge, contemplation, self-efficacy, readiness
• ACTIONS (talked about, asked questions, decided)
• Shorter versions (15, 9, 4)

Process Sub-scores
Mean of items on 5-point scale:

Knowledge (6 items)
Contemplation (17 items)

Self-efficacy (13 items)
Readiness (19 items)
Overall (range 1-5)

Action Score 
(decided, asked, talked about, signed papers)

Decision maker
Quality of Life/Health situations

Medical treatments
Flexibility for decision maker

Ask doctors questions
Overall actions completed (range 1-21)



Pragmatic intervention

• ‘Prescribe’ tool use at home
• Check-ins
• Follow-up evaluation 6 weeks



Prospective studies of ACP tool 
efficacy in primary care patients
• Mean age 69 years
• 70% female
• 85% urban
• 96% identify as white/Caucasian



Tool efficacy-ACP process score

0

1

2

3

4

5

PREPARE (n=89) GVHT (n=30) Conversations
matter (n=46)

Speak Up ON
(n=42)

Speak Up CA
web (n=31)

Speak Up CA
paper (n=22)

Speak Up BC
web (n=54)

M
ea

n 
sc

or
e 

(m
ax

 5
)

All p<0.05

Pre Post



Change in ACP processes-detailed
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Tool efficacy-ACP action score

0
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15
16
17
18
19
20
21

PREPARE (n=89) GVHT (n=30) Conversations
matter (n=46)

Speak Up ON
(n=42)

Speak Up CA
web (n=31)

Speak Up CA
paper (n=22)

Speak Up BC
web (n=54)

M
ea

n 
sc

or
e 

(m
ax

 2
1)

Pre Post

P<0.05
P<0.05

P<0.05 P<0.05



Typical Results Pattern
Knowledge, contemplation, 

self-efficacy, readiness Behaviours (SDM, Talk, Record, etc)



Conclusions-ACP engagement

• All increase engagement in processes –avg 18%
– most increase was in knowledge and contemplation 

• Most tools increase actions but remain low
– short follow-up
– post-measure many realize they have not done

• Tools increase patient engagement so have 
potential as preparation for discussions in clinical 
environment



Implications, next steps
• Optimizing use of ACP tools in primary care patients for 

increased patient/SDM engagement and value concordant 
informed preferences
– RCTs in Alberta and Ontario

• CFN funded cross-sector (primary care, acute care, LTC) 
improvement project optimizing use of tools and approaches 
in clinical workflow, common outcome measures in frail 
elderly

• Contributing to and informed by Canadian and international 
developments in ACP evaluation
– CARENET framework EOL communication and decision making
– ACP consensus definition (2017 JPSM)
– Ariadne Labs- Serious illness conversation program evaluation
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Post-webinar survey
Survey will pop up on your screen after webinar 

• Feedback on how to improve webinar series

Register at:
http://www.cfn-nce.ca/news-and-events-overview/webinars/

• Wednesday, August 9, 2017 at 12 noon ET
Innovation for toilet relocation to ease access for frail elderly at home & Wearable Caregiver 
Posture Coaching Feedback System – CFN-funded Health Technology Innovation Grant Program –
Tilak Dutta, University Health Network

• Wednesday, September 13, 2017 at 12 noon ET
Incorporating a frailty dimension into LOCUS for seniors in a medical-psychiatry population – CFN-
funded Implementation Grant Program – Rose Geist and Richard Shulman, Trillium Health Partners

Upcoming webinars

2017-07-26
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