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Outline

1. Introduction to ACP CRIO research program

2 Learning from Supportive living residents families2. Learning from Supportive living residents, families 
and HCP (qualitative)

3 Learning from acute care GCD orders (quantitative)3. Learning from acute care GCD orders (quantitative)

 Take home message Take home message
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Research Questions

1. What are the barriers & facilitators to ACP 
uptake and readiness in Alberta for different 
stakeholders?

2. Are ACP tools are effective to engage users, 
increase knowledge and change behavior? Whatincrease knowledge and change behavior? What 
tailored improvements or methods of implementing 
tools will change their effectiveness?

3. What are the most informative measures to 
monitor practice change and communicate results 
to end-users?to end users?

4. What is the impact of ACP/GCD on the trajectory 
of care and costs for dying patients?y g p



Study contexts
What?

 Seniors (supportive living facilities)

 Cancer (out-patient clinics) Cancer (out-patient clinics)

 Chronic Disease (renal and heart failure)



Three lenses

 Patients, Families, Public

 Healthcare providers (HCP) Healthcare providers (HCP)

 Health systems



Knowledge to Action Cycle

Adapted from Graham et al. 2006



Variable conception: Health care Providers

ACP as a way to communicate values:

“…I do my best to elaborate the conversation to...get a better 
understanding of the patient’s values, attitudes and beliefs”

Determining GCD as a task:
“ typically those Goals of Care were being reviewed...typically, those Goals of Care were being reviewed 

at annual conferences”
“I have to make some choices about ACP and about where were 
gonna send this person, whether we’re gonna keep them, medical 
choices”

Marta Shaw – Paper submitted



HCP concerns 

“But ah I really think that the multi‐disciplinary teamBut ah, I really think that the multi‐disciplinary team 
does not do a good job at all, of it, in the sense that 
they don’t know there’s this huge role”y g

“I’m a little bit unsure…sometimes I feel we push...andI m a little bit unsure…sometimes I feel we push...and 
I’ve been challanged a little bit on the team here 
because...I’ve actually been told that anyone coming in 
here must have it”



Shaw et al Submitted for publication



Healthcare provider survey of barriers and facilitators 
n=542
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Lauren Anderson, Sunita Ghosh, Jessica Simon manuscript in development



What’s happening in acute care?



Adult encounters with completed GCD by year

n=525284 GCD orders 

C – Encounters with at least one C‐order; M ‐ at least one M and no C;

1515

C  Encounters with at least one C order;  M  at least one M and no C; 
R23 ‐ at least one R2/R3 and no M or C;  R1 – only R1 orders

Potapov, Wityck Martin, Fassbender, Simon



% Encounters with at least one non‐R1 order
(trend with 95% confidence interval)

Slight increase in non R1 orders over the years

16Potapov, Wityck Martin, Fassbender, Simon



Age:  % encounters with non‐R1 GCD

1717



Timing of first order

• The majority of first orders are made in ED.  
• Only 3 9% are made later than 24 hrs from admission• Only 3.9% are made later than 24 hrs from admission.
• About 90% of non‐R1 orders are made in Emerg & Medicine units.



Once ordered few GCD change

f
Order sequence

% in 
encounters

% for 
patients

Keep R1 78 4 81 0Keep R1  78.4 81.0

Keep R2/3, M or C 14.8 5.9

Natural progression

Natural RMC : any of R1R2,R3, RM, MC

p g
RMC 6. 5 12.3

Natural RMC :   any of  R1R2,R3,    RM,    MC

More than 50% of RMC changes are made at the 
beginning of encounters

19

beginning of encounters

19



GCD Orders for Deceased Adult Cancer Patients, 2008‐
2014, Calgary zone

GCD appear to change appropriately as death nears

Percentages  (unequal bins)

GCD appear to change appropriately as death nears



Implications: for acute care and at home

 Conversations before Emerg are so important Conversations before Emerg are so important 

 Focus education in Emerg and medicine

 D l f i i GCD b f di h / Develop process for reviewing GCD before discharge/ 
LOS > 6 days and back at home.



Feed forward – navigating the journey

We each have a role in encouraging ACP, eliciting patients’ personal goals
and supporting patients’ understanding of their GCD.



Contact Information

www.acpcrio.org

j i i @ hjessica.simon@ahs.ca


