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Helpful Reminders

Unmute your 
microphone 

and start video

• You are all on mute
please unmute to talk

• If joining by telephone 
audio only, press *6 to 
mute and unmute 



Helpful Reminders

Right click to your Zoom screen 
to rename your login; include 
your name and organization



Helpful Reminders

Activate 
chat 

feature

Use the 
chat box 

to ask 
questions 

as they 
come to 

mind



What to Expect

I. Didactic Presentation
20 minutes + Q&A

II. Case Discussions (x2)
• Case Presentation

5 min.
• Clarifying questions from spokes, 

then hub
2 min. each

• Recommendations from spokes, 
then hub

2 min. each
• Summary (hub)

5 min.

III. Closing and Questions

• Bi-weekly tele-ECHO sessions (1.5 hours)

• Didactic presentations developed by inter-
professional experts in palliative care

• Website: www.vcuhealth.org/pcecho

• Email: pcecho@vcuhealth.org

Let’s get started!

http://www.vcuhealth.org/pcecho
mailto:pcecho@vcuhealth.org
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Objectives

The participant will be able to:

1) Understand the Advance Care Planning (ACP) process

2) Identify the different types of ACP documents and the legal 
requirements for each type.

3) Become familiar with communication skills to facilitate ACP 
conversations.



What is Advance Care Planning? (ACP)

ACP is a process of planning for future medical decisions. To be effective this 
process includes….

• Reflection on goals, values, and beliefs (including cultural, religious, spiritual, and 
personal)

• Understanding possible future situations and decisions

• Discussion of these reflections and decisions with those who might need to carry 
out the plan. 

ACP is about thoughtful conversation that yields a quality ACP document such as 
an Advance Directive.



Advance Care Planning begins with basic advance care planning/advance 
directives for healthy adults and continues through the approach to end of life

Source: AHA CPI Analysis, 2012, with contributions from

2012 CTAC data  And 2011 Center to Advance 

Palliative Care data.

ACP Over Time

POLST: Physician orders for life sustaining treatment  
(In Virginia:  POST—Physician Orders for Scope of Treatment)



• Enhanced goal-concordant 
care

• Improved quality of life 
reduced suffering

• Higher patient satisfaction
• More and earlier hospice care
• Fewer hospitalizations
• Time to make informed 

decisions and fulfill personal 
goals

• Better patient and family 
coping

• Eased burden of decision 
making for families

• Improved bereavement 
outcomes

• Less non-beneficial care and 
costs



Advance Directives

ACP involves communication of important healthcare wishes to family, loved ones 
and healthcare providers. Advance Directives are legal documents that express 
those wishes

Living Will/Advance Directive

Healthcare Power of Attorney (Health Care Agent)

DNR and DDNR

POST



Advance directives can be:

• Created by any adult >18 years of age or emancipated minors.

• Created by an individual with sufficient mental capacity. Decisional capacity 
includes the ability to understand the relevant information, the choices and 
the ability to state a decision. Capacity is task specific. Individuals with mild 
dementia may understand the issues related to ACP even if they no longer 
have the ability to live independently, for example. Capacity is presumed but 
where there are concerns about lack of capacity, a provider should make a 
determination. 

• Cancelled, revoked, or modified at any time, but only by the individual who 
created the advance directive. A Healthcare Agent and/or family cannot 
create, revoke or override a patient’s AD.



Virginia Standard Advance Directive

The standard Virginia Advance Directive: 

• Allows for the appointment of a Healthcare Agent

• May contain Living Will instructions about treatment in the event of imminent 
death or where there is no awareness of self or surroundings or no ability to 
interact with others and treatment is very unlikely to improve the situation

• Allows for a statement about Anatomical gifts





Who decides if no agent is appointed?

1. Legally appointed guardian

2. Patient’s spouse (except where divorce action has been filed)

3. Adult children

4. Parent of patient

5. Adult siblings

6. Any blood relative in descending order of relationship



Do Not Resuscitate
DNR/DDNR
• Inpatient: A provider must enter a DNR order.

• Outpatient:  Inpatient DNR orders do not follow a patient upon 
discharge. If the patient or Agent wishes to continue the patient's 
DNR status upon discharge, a provider must complete a paper 
Durable DNR (DDNR) form.  



“Must be signed by a provider and the 
patient if “1” is checked above or 

patient’s representative if “2” is checked 
above. Please review the informed 
consent policy for obtaining proper 

telephone consent and procedure for a 
patient who cannot physically sign”

If you checked 2 
above, you must 

check
A, B or C below

2

Must check one 
of the boxes



POST
Physician Orders for Scope of Treatment

• POST is a medical order set for patients with life-limiting illness or patients 
who are frail and elderly

• POST has a DNR section plus orders for other medical interventions to 
apply or withhold in pre-arrest situations depending on the wishes of the 
patient.

• POST is portable like the DDNR

• POST does not replace an Advance Directive. It builds upon and 
complements the patient’s Advance Directive. 



POST should be considered for…

•Any patient 
whose death 
within the next 
year would not 
come as a 
surprise.



Sample ACP Documents



ACP 
Document 1



ACP 
Document 1



ACP 
Document 1



ACP 
Document 2



ACP 
Document 2



ACP 
Document 2



ACP 
Document 3



ACP 
Document 3



ACP 
Document 3



ACP 
Document 3



ACP 
Document 3



ACP 
Document 4



ACP 
Document 4



ACP 
Document 5



How do I begin a conversation about ACP?
Explain:
• All individuals >18 should plan ahead for an unexpected injury or 

illness that leaves them unable to make healthcare decisions for 
themselves.  Planning includes:

• Doing this well in advance of the emergency.

• Selecting a healthcare decision maker, an Agent, that is well suited for 
the role

• Having enough conversation with their Agent so that the decisions 
their Agent makes for them are in alignment with the decisions they 
would make for themselves if they were able.  

• Include the Agent and other family and loved ones if possible.  



Selecting the Healthcare Agent:
Important considerations

• Have I asked this person if he/she is willing?

• Have I talked with this person enough so that he/she understands my 
preferences, values, and goals?

• Will this person follow my preferences, even if they differ from their 
own?

• Can this person ask questions and make decisions in difficult or 
emotional situations? Can they keep a “cool head” in a crisis?  Can 
they stand up for me with the healthcare team and family members 
and other loved ones who might disagree?



Try Asking These Questions
For all patients:

• “What experiences have you had with people that have been seriously ill?  Have you, or anyone 
close to you ever had to make decisions for a loved one who could no longer speak for him or 
herself?  What did that experience teach you about what you would want and not want if you 
were ever in the same situation?”  

• “What level of physical and mental function do you need in order to have a good quality of life? 
What gives your life meaning?” 

For patients with serious chronic and progressive or life limiting illness:

• “What fears or concerns do you have about your illness going forward?” 

• “What are your goals for care and treatment as you move forward?” (Explore the difference 
between quantity and quality of life.)

Clarify the meaning of words and phrases!



Resources

• Virginia State Bar. (2014). Healthcare Decisions Day. Retrieved from 
http://www.vsb.org/site/public/healthcare-decisions-day

• Critical Conversations:
ACP Tools for Physicians, NPs and PAs
https://honoringchoices-va.org/courses/critical-
conversations/

http://www.vsb.org/site/public/healthcare-decisions-day
https://urldefense.proofpoint.com/v2/url?u=https-3A__honoringchoices-2Dva.org_courses_critical-2Dconversations_&d=DwMFAg&c=pOo6bKNCxsIK6eGC4MYY4A&r=pILtdZOJEdpwb4VxspyTS3qEazziIOWkslr4GVqcRMc&m=bHLuD382XInLJkQv9gFMGwuUmmnqFI0K7-kE7OLFtXU&s=6OgeEcKHs08fpAOtmeX_WOUZCh3S7lk6X73GyxSYzWo&e=


Case Presentation
Alison Ryan

VCUHealth



Case 1: Question

What is the nature of your question? 

Treatment options (goals of care); Advance Care Planning 

Main question:

In the case of a young patient with metastatic disease at diagnosis, 
discuss options for when goals of care, advance care planning should 
be initiated.

At what point do we opt not to pursue further anticancer therapy?



Case 1: History

43 yo diagnosed with Stage IV triple negative breast cancer July 2018, 
s/p 4 c ddAC, s/p weekly taxol, Carbo with progression 1/19. Phase 2 
Clinical trial therapy, 1 cycle Pemetrexed/Sorafenib with rapid 
progression of hepatic metastasis. 

Admitted for 2nd time in 2 weeks with abdominal pain, progressive 
N/V. significant progressive hepatic dysfunction due to disease burden. 
Patient then received fixed dose capecitabine for 3 days prior to 
discharge home, expiring at home two days later. 

Brief history of illness and other comorbid disorders



Case 1

Patient social and spiritual history

Patient lived at home with 
teenage child, older daughter out 
of the house. Currently disabled. 
Very involved mother providing 
care and support.

Patient Symptom Assessment

Pain

Agitation

Nausea

Constipation

Delirium

Advance Directive completed 3/1
Durable DNR order completed 3/1



Accessing CME credit



After our live ECHO session, 
visit 
www.vcuhealth.org/pcecho

Click “Claim CME and 
Provide Evaluation”

Submit your evaluation to claim your CME

http://www.vcuhealth.org/pcecho


Submit your evaluation to claim your CME



View previously recorded ECHOs for CME

To view previously recorded 
sessions and claim credit, 
visit 
www.vcuhealth.org/pcecho

Click “Curriculum”

http://www.vcuhealth.org/pcecho


View previously recorded ECHOs for CME

Select the session you would 
like to view



View previously recorded ECHOs for CME

Click “Tests” to view video 
of the session and take a 
short quiz for continuing 
education credit



THANK YOU!
We hope to see you at our next ECHO



VCUHealth Palliative Care ECHO 
3/14/2019 
 
Basics of Advance Care Planning 
Further Reading 
 

• Virginia State Bar. (2014). Healthcare Decisions Day. Retrieved from http://www.vsb.org/site/public/healthcare-
decisions-day 

• Critical Conversations: 
ACP Tools for Physicians, NPs and PAs   
https://honoringchoices-va.org/courses/critical-conversations/                        
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