Conversations
&

Honoring Choices

Lynsey Winters Juel, MPA

Project Coordinator
February 2018


Presenter
Presentation Notes
Thank you for inviting me to talk about Advance Care Planning. 
I chose the title of this presentation intentionally: HCI promotes Conversations and honoring the choices of individuals in regards to medical care. 


Today’s Objectives

v’ Introduce Honoring Choices® Idaho
--Framework, successes, goals--

v’ Discuss opportunities for collaboration
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Today I want to introduce HCI and provide…

Overview of the HCI --Framework, successes, goals--
I also want to share with you information about an opportunity for collaboration (approached by the Bureau to submit an application for CMP funds to support working with nursing homes in Idaho to integrate advance care planning into their work)
I see this conference call as a way to introduce the work of HCI and begin to lay the foundation for future partnership opportunities. 



Honoring Choicese Idaho Structure

Steering Committee Partner Organizations

HCI Framework

Coordinated, consistent advance care planning
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As a this is a collaborative initiative involving many organizations, I would like you to understand the HCI structure.    

Over the past three years, oversight and goal setting was guided by a Steering Committee; comprised of leaders from St. Luke’s HS and Saint Alphonsus HS, Boise State University, and other organizations

The steering committee recognized the need for neutral leadership of this initiative, and in 2015 the health systems pooled resources to commission Jannus to serve as the convener and coordinator of HCI.  

HCI has worked with many health and community based organizations. 

Within these partner organizations exist leadership to guide the adv care planning implementation for that specific organization. 


Honoring Choicese I[daho Teams
(as of 2019)

Inpatient Community
Family Medicine Chaplaincy
Internal Medicine Cancer Clinic

Employee Wellness Hospice
Cardiac Rehab Home Health

Faith Palliative Care
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Honoring choices Idaho teams are increasingly diverse and beginning to mark a wider footprint in Idaho: 

In-patient, out-patient
Health Care and Non-health care

Our effort began in SW Idaho; beginning to spread with our most recent partner: N. Idaho Palliative Care Coalition (led by Kootenai Health)


Data: Current State of ACP In Idaho

PEOPLE IN IDAHO HAVE STRONG PREFERENCES ABOUT THEIR OWN END-OF-LIFE CARE
e 93% say it is important that they are able to stay in their own home
e 72% are concerned they will experience a financial burden paying healthcare
e 79% say it is very important to not be a physical burden to loved one

PEOPLE IN IDAHO WANT TO BE INVOLVED IN MAKING DECISIONS ABOUT THEIR OWN DEATH...
* 94% would want to know if they had a serious illness
e 95% say it is important to be able to understand treatment options
e 97% say it is important to be able to choose treatment options

* ldaho End-of-Life Personal Preferences Survey 2018, Boise State University
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So what do Idahoans say about their EOL preferences? Replicating the survey conducted in 2006, the 2018 survey of Idahoans indicated: 

PEOPLE IN IDAHO HAVE STRONG PREFERENCES ABOUT THEIR OWN END-OF-LIFE CARE 
Majority want to die at home, are worried about finances related to eol care and being a burden to loved ones

PEOPLE IN IDAHO WANT TO BE INVOLVED IN MAKING DECISIONS ABOUT THEIR OWN DEATH…
Majority want to be informed of their health and treatment options and be involved in the decision making surrounding their health care




Data: Current State of ACP Iin Idaho
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Who would you trust to provide information on EOL issues?

69

Family
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Friends

31

Lawer/Estate Planner

78

68
Only 14% had

conversations
with health
care provider

Primary Care Spouse/Partner
Physician/MD
Specialist

* |daho End-of-Life Personal Preferences Survey 2018, Boise State University
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Here’s some additional data from the 2018 survey: 

When asked: Who would you trust to provide information about EOL (note respondents were able to select more than 1 response): FAMILY and SPOUSE were often selected. 

CLICK: 
BUT above all: people trust their health care providers. 

CLICK:�BUT only 14% had actually had conversations with health care providers.


Person-Centered Advance Care Planning

Early ACP
What If?

All adults, early and regularly

Serious lllness
Conversations

What now?

Individuals with advanced
iliness, complications,
frequent encounters

End-of-Life Planning

What matters most?

Individuals whom it would not be
a surprise if they died in the next
12 months
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ACP is not a one-size-fits-all nor a “one and done” conversation; 

CLICK One: �This diagram represents the common trajectory of chronic illness. About 80% of individuals will contract a chronic illness that will advance over time and involve a “dip” or an acute event
Dips are unpredictable and these events can result in death. 
People who survive the dips typically do not return to baseline health. 

Each stage of illness represents planning opportunities to address changing needs and goals as one’s health begins to decline. 
ACP can and should be individualized to the stage of health, and woven into the delivery of good healthcare.

CLICK TWO:
Early ACP or the “WHAT IF?– what if there was a sudden event-illness-accident” Conversation focuses on values and preferences and provides early planning, while we are feeling well instead of during an emergency.  
GOALS: ID health care agent, goals of care for the case of a permenant brain injury, clarification of ACP and AD

CLICK THREE:
Serious Illness conversations involves asking “WHAT NOW?” An individual’s plans/goals may change as the burden of their illness advances or becomes more stressful on pts/caregivers.  This conversation focuses on optimizing QOL for those living with serious illness. 

CLICK FOUR:
EOL Planning involves asking WHAT MATTERS MOST?” conversations shift the focus to EOL goals and preferences when a disease is terminal . All too often, initial ACP conversations happen at this stage. 

Our GOAL is for ACP to become a lifelong planning process that begins early and is an critical part of good healthcare. A staged approach helps individuals make informed decisions based on their state of health AND it helps healthcare providers learn to weave advance care planning conversation into routine care.

CLICK: This arrow points to early ACP- where the HCI is currently working
CLICK: This 2nd arrow points to the type of ACP HCI is proposing to support working with nursing homes


Conversations are Needed.:
A new workflow to support Advance Care Planning

. . Share
Think Discuss Document
Plans are
What matters Include your Advance available when &
to you? decision maker Directive where needed
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It's really about conversations more than the paperwork

HCI helps diverse organizations integrate person-centered ACP into the delivery of care so individuals: 
Have ongoing opportunities to think about and discuss their goals, values and preferences for medical care
Select and inform their health care agents
Document & share their plans with their loved ones and health care providers.  

And when this comprehensive, consistent approach to ACP is a part of care and services in many organizations across a community– that’s when we can achieve a cultural shift to normalize planning conversations.


»)
. aCrosse

Data collected in

St U d y 1995/1996 N=540

Decedents with ADs 459 (85%)

e Results of ACP program

created in 1991-1993

ADs found in the medical 437 (95.2%)

* ACP program focused on record where the person died
v’ Prevalence
v’ Availability

v’ Consistency
Treatment decisions found 98%

consistent with instructions

*Hammes BJ, Rooney BL. Death and end-of-life planning in one Midwestern community. Arch Intern Med. 1998;158:383-390.

Study 2**
Data collected in P value
2007/2008 N=400

360 (90%) .023
358 (99.4%) <.001
99.5% 0.13

**Hammes BJ, Rooney BL, Gundrum JD. A comparative, retrospective, observational study of the prevalence, availability, and utility of advance care planning in a county that

implemented an ACP microsystem. JAGS. 2010;58:1249-1255.
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The model we are using is the RC model- a model with a 20+ year history oringinating at Gunderson Health in LaCross WI. 

Respecting Choices conducted research in 1995/1996  and then again in 2007/2008 to assess the impact of this model.  

They saw an increase in the volume of Advance Directives for people who had died and an increase in the Advance Directives being available in the medical record where the person died.

Most importantly, (1 decade later) over 99% of the time, treatment decisions were consistent with the patient’s stated care wishes and instructions. 

Effective Advance Care Planning has the power to transform the way we provide and deliver care.  



Support: Honoring Choices® ldaho Tools/Infrastructure

Education Guides
HonoringChoicesldaho.org

Advance Directive

J HClI provides training for healthcare and community based-organizations:
- Develop sustainable ACP Program
- Train Facilitators
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HCI provides resources to partners and the general public
On the HCI website you can find education guides and the Honoring Choices Idaho Advance Directive

All of our partner organizations are encouraged to use the education guides and advance directive document.  The common branding and image on materials and tools make it clear to individuals that ACP is important and supported community-wide, as part of quality routine healthcare, and is not the individual bias of any one organization. 

HCI also works with health care and community-based organizations (again following the RC model):
	* Design training: How to design a sustainable ACP program to meet needs of specific site
	* Training of ACP facilitators to guide ACP conversations




ACP Facilitators: cuided, person-centered conversations
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A facilitated conversation includes

Assessing individual planning readiness
Providing information about the role of a health care agent
Exploring influence of experiences, goals and values 
Assisting with completion of an AD
Facilitating follow-up actions (e.g. develop questions for provider)
Confirming Ads are stored in medical records



A Facilitated Conversation:
Helps people with three decisions

#1. Choose #2. Explore values
a health and beliefs
care agent Important to you

#3. Explore your
goals for
medical care
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Broadly, ACP facilitators help individuals with three decisions. 
How to select a well prepared health care agent
Help people reflect on lessons learned from past experiences and the influence of goals &  values, and spiritual & cultural beliefs. 
The third thing to facilitators help people consider are goals for medical care -- if they experienced a sudden illness or an accident that leaves them unable to know who they are or who they are with — one in which doctors have done everything they can and believe it is unlikely they will recover the ability to know who they are or who they are with.  What kind of care would be acceptable to you?


Honoring Choices® Idaho Conversations Data
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HCI tracks data submitted by facilitators guiding ACP conversations to help us know if we are making a difference. 

Half include a health care agent
Over half result in an ACP document
Nearly 80 percent of completed ACP documents have been entered into the EMR. 

(think back to the graph I showed earlier about the stages of planning- HCI’s early work has been on early ACP where the focus has been strongly placed on ACP conversations and education, not document completion)


Our goal is to have data more similar to LaCross, WI. But three years in, we are pleased with the work so far. This is a change in workflow and culture. Our partners are diverse with diverse constituents/patients/residents. 




Terminology Review

Review of Common Terms

Advance Care Planning (ACP)

1 The process of planning for future medical decisions

To be effective, this includes:

* Reflection on goals, values and beliefs
* Understanding of possible future decisions
» Discussion with identified health care agents

Advance Directive (AD)

2 A written, legal document
Who: Durable Power of Attorney for Health Care
Identify a health care agent (person you would want to communicate your
health care decisions if you are unable to communicate for yourself)

What: Living Will
|dentify your goals, values and preferences for future health care decisions
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When working with new partners, it is important that we ensure we are speaking the same language. 

Let’s review some common terms often seen in type of planning.   

Advance Care Planning is an ongoing shared decision-making process between individuals, their families, caregivers, and/or health care providers. As I discussed, different types of advance care planning may be appropriate at different stages of life and illness, but should include the following three components: education, a structured approach to thinking about the choices that individuals face and a method of communicating those choices.

An Advance Directive allows one to write down their goals, values and preferences for future health care decisions and who they want to communicate their health care decisions if they are unable to communicate for themselves.
TWO PARTS: Who and What


Terminology ReVIeW: coninue

POST Physicians Order for

**Federal guidelines: POST is NOT an Advance Directive**
Scope of Treatment
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Additional ACP terms include POST and DRN. 

The POST involves physician orders for scope of treatment of life-sustaining measures including CPR, artificial nutrition, use of antibiotics and intubation.  These community forms are often used in ambulance transportation services to and from acute care settings. 

POST related documents are not a substitute for a properly prepared Advance Directive.  

And as I understand Debby discussed last month, federal guidelines indicate that a POST is not an Adv Directive. 

Both POSTs and ADs play important roles in helping ensure person-centered care. 

DNR- also a medical order, code status for within a health care setting indicating that the person does not want any resuscitation measures taken.


Honoring Choicese. Idaho has an Opportunity:

Work with Long Term Care/ Skilled Nursing Facilities
to help integrate evidence-based practices
In advance care planning
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Our intent is to submit the application for the use of CMP funds to the Bureau next week

We look forward to having the 
Opportunity to work with partners from other parts of Idaho 
Opportunity to reach a population of people not well reached by the current scope of HCI

I hope to have more information to share with you in coming months. 


Thank you | please let me know if you have questions.
Lynsey Winters Juel: Irjuel@honoringchoicesidaho.org
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