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Using the Chat feature, please 
introduce yourself: 

What does advance 
care planning have to 
do with your role?

Chat 



1. Advance care planning: concepts & current state
2. How are personal directives used in health care 

settings? 
3. Medical-legal collaboration on ACP in Alberta

a. Joint Practice Principles 2025
b. Recommendations for legal practice

4. Evaluation

Outline 



Advance Care 
Planning 
Concepts



Advance Care Planning 

The process of preparing 
patients (people) and 

alternate decision-makers for 
communication and medical 

decision-making.

ACP 5 Steps From: Advance Care Planning Checklist on CompassionateAlberta.ca 

https://compassionatealberta.ca/sites/default/files/2023-06/20230613_ACP%20Planning%205%20Steps%20Checklist_Draft%2028_WEB%20%281%29.pdf


Benefits
Individual • Prepares for medical decision making 

• in-the-moment and future 
• illness understanding, prognostic awareness, trade offs 

• Improves communication and documentation
• Dying in preferred place
• Satisfaction with care

Agent • Reduces decision-making burden
• Decreases anxiety, depression, PTSD, complicated grief

Family/caregivers • Decreases caregiver burden

Health care 
providers

• Decreases moral distress



“With multiple components, the 
interplay between personal, medical, 
and legal factors, and the reality of a 
complex health care system, how do 
all of the pieces of ACP fit together?”

A patient’s ACP journey 



R1, R2, R3 

C1, 
C2

GCDs
A Goals of Care 
Designation order (GCD) 
provides direction on:
• general intent of care
• specific health 

interventions
• transfer decisions
• locations of care

0

M1,M2



GCD form 

Tracking 
Record



Health Care’s Documents & Processes

Goals of Care Designation 
Order Form

Green Sleeve Tracking 
Record







“This process involves a 
complex array of patient, 
surrogate, and clinician 
behaviours, health systems 
workflows, interventions, 
communities, and policy”

Complexity



March 2024 IPSOS survey 



How are personal 
directives used in 

health care 
settings? 



Personal Directives Act
a. Purpose and intent 
b. Coming into effect
c. Authority

Legislation and policy

Health care policy & procedure
a. Coming into effect
b. Roles & processes 



ACP & GCD Procedure

• Where a PD is known to exist, reasonable effort shall be made to obtain it for the health record
• A PD does not replace a GCD
• Where patient lacks capacity, but has previously expressed wishes (either directly or in a PD 

(that is in effect)) to initiate, continue or limit an intervention that could be clinically 
indicated:

• the Most Responsible Health Practitioner (MRHP) has a responsibility to comply, after 
discussing with alternate decision-maker (ADM)

• Exception: where MRHP believes patient did not contemplate current clinically indicated 
interventions, MRHP to discuss with health care team and ADM, and invoke dispute 
resolution process if necessary



Personal Directives: in reality

“Ideally, preferences are documented in an advance care directive 
(ACD) and used by doctors to guide medical decision-making 
should the patient subsequently lose their decision-making 
capacity. However, studies demonstrate that ACDs are not always 
adhered to by doctors in clinical practice.” 



Difficulty locating
• Not provided
• No search (e.g. emergency, forget)
• Charts

• Paper (e.g. supportive and long-term 
care sites)

• ConnectCare



Painting a picture: ICU





“ Mostly, we are trained to resuscitate. I think we struggle to 
let people die. But reading this scenario . . . It’s different 
when you’re physically there, with all the stressors, and it’s 
all noisy and everything . . . It’s hard . . . We probably would 
resus in ICU. Probably, because we have the support – and I 
know it’s not necessarily the right thing to do by the patient, 
but I actually think that would happen.”  
(Cardiology resident)



Factors supporting adherence

• Desire to align care with patient’s preferences
• Avoid unwanted care
• Prioritise autonomy
• Anticipate family opposition
• Patient’s wishes confirmed by “human being” (decision maker, 

family)
• Health care professionals were involved in rigorous advance care 

planning  



Supporting adherence

“If I was confident about the advance care plan, if my team was involved in it, then 
I’d respect it, regardless. But, if there was a question then I’d have to try and 
revisit, have a family meeting, try and work out exactly what they situation is.”
(Infectious disease and general medicine consultant)

“I guess I don’t really know the circumstances in which he said that.  .  .  It doesn’t 
really make sense to me if you’re 65, you’re young, you’re playing golf, everything’s 
fine, to say ‘I don’t want to have resuscitation.’ So, if someone really, really means it, 
then his family or spouse or whatever will know all about it and they’ll be able to 
confirm it.” 
(Palliative care consultant)



Factors undermining adherence 

1. Physician’s knowledge/confidence 
in enacting PDs

2. Length
3. Outdated preferences
4. Doubting rigour of ACP
5. Patient’s understanding of 

decisions

6. Translating written preferences into 
practice
a. Contextualizing patient preferences
b. Subjective terminology
c. Emergency medical treatment

7.  Advocating best interests
a. Futile care
b. Clinical judgment
c. Unreasonable decision



Decisional conflict
It’s also useful to say, “I don’t want to be intubated’, but . . . [I]f they haven’t had much medical 
experience or medical training, you’d want to know, well, what is it about intubation you don’t 
like? Or, what have you heard? Their understanding of intubation might be very different to my 
understanding of intubation.”
Infectious disease and general medicine consultant

“Context is everything”

“The difficulty with the specific statement is, with a patient with multiple problems, but is stable 
at the time of your seeing them. You don’t know what specific scenario you’re thinking about. 
Like, you know, what if you had a stroke? What is you had an AMI? What if you had an 
arrythmia? What if you aspirated? What if you fell over and broke your hip? What if you were in a 
car accident? What if you had anaphylaxis? Do you want an antibiotic? You know, very different 
scenarios in some situations.”  
Nephrology consultant



“Can you just replace all Mom’s organs?”



CPR
Variable 
success rates



Examples of health 
care’s best practices 

on ACP



• Essential steps 
and sequence

• Critical topics
• Proven language

… in a Process that 
includes cuing and 
documenting 

Serious Illness 
Conversation Guide





Evolving

• “ . . . a quagmire of variable 
terminology”

• creates uncertainty among clinicians as 
to the overall purpose, tasks and 
specific outcomes of conversations

• move forward serious illness education 
and research as well as process 
improvement efforts 



Medical-Legal 
Collaboration on 

Advance Care Planning



• Began 2014
• Multi-sector, multi-disciplinary

Medical-Legal Collaboration on ACP in Alberta 



Survey of Alberta Lawyers

What resources would you find useful in your practice?



Opportunity



How might I better 
ensure that my client’s 
wishes for health care 

are honoured?



Aligning practices 
Alberta Joint Practice Principles on ACP & Recommendations for Legal Practice

Proxy Designation ACP Tools
ACP as Ongoing Process Role of Personal Directive
Focus on Beliefs, Values, Wishes 
& Goals

Sharing Documents

ACP in Serious Illness Care Health-Legal Collaboration

Role of Goals of Care Designation Order



#1. Proxy designation

• most important legal component of advance care planning 
• careful selection
• appointment in a valid personal directive
• confirm agent is willing to act 
• prepare agent by sharing with them the maker’s beliefs, values, 

wishes and goals for health and personal care
• individuals who cannot identify an agent may designate the Public 

Guardian   



Equipping agent(s) 

1. Confirm will act
2. Help to understand the role (e.g. CPLEA guide)
3. Copy of personal directive

1. Who does/does not get notice of enacting, decisions
4. Consider advising all others 
5. Have conversations about values, wishes, condition, prognosis

1. Early
2. Ongoing
3. Invite to appointments with health care provider? Lawyer?

“You may assume your loved ones know what you would 
want, but that’s not always true. In one study, people 
guessed nearly one out of three end-of-life decisions for 
their loved one incorrectly.”    National Institute on Aging 

https://www.nia.nih.gov/health/advance-care-planning/advance-care-planning-advance-directives-health-care#find

1



#2 Ongoing 
process



#3. Focus on Beliefs, Values, Wishes & Goals

In general, individuals should be encouraged to focus on 
their overarching personal beliefs, values, wishes and 
goals in the event of worsening health instead of specific 
treatment or clinical interventions for hypothetical 
situations



#4. ACP in Serious Illness Care
• Focus of advance care planning may then move to specific treatment 

preferences
• Individual is encouraged to meet with their primary/key health care 

provider to create a care plan that aligns with their beliefs, values, 
wishes and goals

• Ongoing discussion between the individual, their agent, family, friends 
and advisors about the individual’s beliefs, values, wishes and goals, (as 
acceptable to them)

• The health care provider should be informative and willing to educate 
the agent/alternate decision maker of their responsibilities.



Limitations of hypotheticals
Clause in 2015 Personal Directive Current Situation 

“No life support by artificial means under any 
circumstances”

Patient has diagnosis of ALS. She will very likely lose ability 
to swallow in the near future and ability to breathe on own

Consider: 
1. For clients with serious illness diagnosis (where trajectory is reasonably 
foreseeable), draft to specific circumstances, informed by health care 
provider(s).

2. For (majority) of “healthy” clients, draft “values directive”.



Subjective terminology

• No drastic measures
• Near death, death imminent
• Recover or recovery
• Maintain my independence
• Don’t want to become a burden to my 

family
• Irreversible 
• No invasive treatments if . . . hopeless



An example of a values directive
“If I'm faced with an incurable progressive disease, my main goals as my health deteriorates would be to 
be able to speak and think as clearly as possible and be with my family.
I want to be able to listen to music and watch movies.
I fear loss of cognitive capacity.
I'm not afraid of loss of independence, but value my intellect, highly critical functions to preserve, if 
possible, would be my hearing and cognitive functioning.
I am an introvert and enjoy time alone and time with my partner and immediate family, and close friends.
I love music and the arts.
I love a great movie.
I love to think about big ideas and come up with innovative solutions for the world's ills, especially for 
healthcare and medical education.
If, due to illness or injury, I am left with profound cognitive deficits and am no longer able to engage in 
complex thinking and debate, or I'm permanently not able to make medical decisions anymore, I would 
not want life-prolonging treatments in that condition.
I would prefer palliative care and allowing the natural progression of disease and dying.”



My Wishes Alberta workbook

Thinking about your 
wishes for care

If you were to get sick, 
what would matter most 

to you?  

If you were to get very 
sick, what would you be 

most worried about?

What would you want 
your care providers to 
know about you as a 

person so that they could 
give you the best possible 

care? 



Learn about health

• “Learn” 
• Health
• Trajectory
• Prognosis
• Uncertainties 
• Interventions



Letter to physician



#6: Role of Personal Directives

Alberta Joint Practice Principles on ACP 2023

• legal document appoints agent 
• and/or records the maker’s beliefs, values, wishes and goals for 

personal matters, including health care
• should result from a process of information reflection and 

communication
• values-based statements & flexibility for agent to respond to new  

circumstances
• For serious illness, provide personal and clinical context



Who might be 
making/influencing 
decisions?

Other situations Who might decide/influence

Agent is unfamiliar with 
wishes/values, health situation, 
uncomfortable making decisions

Family, friends (who are not 
agents)
Health care provider

No agent (“solo ager”), agent 
unable/unwilling to act 

Substitute decision maker 
Public Guardian

Agent is Public Guardian Public Guardian

Family/friends oppose personal 
directive instructions (or 
selection/judgment of agent)

Family, friends (who are not 
agents)
Public Guardian

Emergency Emergency responders, Health 
care providers (unfamiliar with 
individual) 

Transitions in care, change in 
health condition, . . .

Nursing home staff, Health 
care providers (unfamiliar)



Guidance on drafting
• Clear and concise
• Label “Personal Directive”, include summary of Personal Directive Act
• Provide context of wishes, 

especially if unusual, futile or vs. clinical judgment
• Demonstrate tailored to health condition
• Demonstrate rigorous advance care planning:

“Based on ongoing and formal discussion with my physicians about 
my health, which I understand, and about my goals of care, . . .”

Query: How to address physician 
hesitancy over stale-dated PDs?



Guidance on drafting

• Flexibility 
• Anticipate opposition 

by family
• Anticipate 

interpretation based on  
clinical judgment or 
“best interests”

“When making decisions concerning life-sustaining treatment, I wish 
the following factors to be taken into account: the relief of suffering, 
the potential to restore functioning, the quality of my life, and the 
realistic extension of my life.”

“I recognize that I cannot foresee everything that might happen or all 
options that may be available  . . . . My preferences stated in this 
[Section reference] are meant to guide my agent and my health care 
providers in making decisions on my behalf. It is my intent that my 
agent and my health care providers follow my stated preferences if my 
agent and my health care providers believe that doing so is in my best 
interest, but my agent shall have the discretion to make the decisions 
that my agent believes to be in my best interest at the relevant time 
regardless of what is otherwise stated in this [Section reference}.



#7 Sharing, storage

• Green Sleeve 
• Upload PD to MyAHSConnect

https://myhealth.alberta.ca/myhealthrecords#

• Maker share personal directive with agent and health care team
• Maker ensure the personal directive is part of health record, so adequately 

informed before a crisis arises. 
• Makers should also be encouraged to consider sharing the personal directive with 

their family, trusted friends and advisors, as appropriate.

https://myhealth.alberta.ca/myhealthrecords


#9 Role of Goals of Care Designation Orders
• a medical order 
• provides one set of short-hand instructions by which health care providers 

describe and communicate general care intentions, specifically indicated health 
interventions, transfer decisions and locations of care for a patient 

• can only be written by a physician or nurse practitioner
• does not require patient consent. 
• strives to harmonize a patient’s values, wishes and goals for health care as it 

relates to their current health care status and clinically indicated care.
• individuals should be directed to their health care team for more information 

about GCDs



Discussion 
& Questions 



March 3: Symposium objectives and exercises



Workshopping language 

“I’d be willing to continue life prolonging treatments even if I can no longer provide myself with personal 
care, as long as my cognitive ability remains intact so that I can converse, process emotions and 
reflect.” 

“Prolonging my life would be unacceptable to me if . . .
A. . . . I am not able to communicate with my family and friends.” 
B. . . . I no longer have control of bodily functions.”
C.  . . . I am kept alive with machines but with no chance of survival if I am taken off the machines.” 
D. . . . I am declared brain dead and my primary organs may or may not be substantially affected” 



Resources 
Aligning Practice to Reality: Understanding Advance Care Planning (LESA on-
demand course, April 2024)
Recommendations for Legal Practice (presented at LESA’s Aligning Practice to 
Reality webinar, April 18, 2024.)

My Wishes workbook 
AHS website
American Bar Association: Advance Directives: Counselling Guide for Lawyers

American Bar Association Advance Care Planning Practice Principles
National Framework for Advance Care Planning Documents (AUS) 
Canadian Hospice and Palliative Care Association Living Well Planning Well: 
An Advance Care Planning Resource for Lawyers

https://www.lesaonline.org/product/aligning-practice-to-reality-understanding-advance-care-planning-on-demand/
https://www.lesaonline.org/product/aligning-practice-to-reality-understanding-advance-care-planning-on-demand/
https://www.lesaonline.org/product/aligning-practice-to-reality-understanding-advance-care-planning-on-demand/
https://www.lesaonline.org/product/aligning-practice-to-reality-understanding-advance-care-planning-on-demand/
https://www.lesaonline.org/product/aligning-practice-to-reality-understanding-advance-care-planning-on-demand/
https://covenanthealth.ca/about/centres-and-institutes/palliative-institute/compassionate-alberta/plan-ahead#my-wishes-alberta-workbook
http://www.albertahealthservices.ca/info/page12585.aspx
https://www.americanbar.org/groups/law_aging/resources/health_care_decision_making/ad-counseling-guide/
https://www.americanbar.org/content/dam/aba/administrative/law_aging/acp-practice-prinicples-final.pdf
https://www.health.gov.au/resources/publications/national-framework-for-advance-care-planning-documents?language=en
https://www.advancecareplanning.ca/wp-content/uploads/2024/08/LivingWellPlanningWell_LawyersToolkit-ENG_2021.pdf
https://www.advancecareplanning.ca/wp-content/uploads/2024/08/LivingWellPlanningWell_LawyersToolkit-ENG_2021.pdf


maureen.douglas@covenanthealth.ca 

The views and opinions expressed do not necessarily reflect 
the official policy or position of the Alberta government.

To provide feedback or precedents for discussion:

1. Evaluation survey: https://redcap.link/mlprimer
2. Email:  

mailto:maureen.douglas@covenanthealth.ca
https://redcap.link/mlprimer
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