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What do Americans Need?
• The voice of the patient and family should
guide care as people face serious illness and
approach death.
• Health care institutions should engage
patients and their families in determining a
course of care and should not provide care
that is not needed or not wanted.
*Aspen Health Strategy Group
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• Public and private insurance benefits should
reflect the social and coordination needs people
have as they experience serious illness and
approach death.
• The health professions workforce should have the
skills to provide patient guided care as a team for
patients with serious illness and approaching
death.
• Community resources should be supported and
engaged to make planning for the end of life a
normal part of life.
*Aspen Health Strategy Group

To begin, we must…
Admit and recognize that patient/family
outcomes are not as good as they might
be…that we might do better.
Face the Brutal Facts – Jim Collins
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Our Purpose is to bring health and wellbeing to our patients and communities.
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For the Patient
• “The discussion, not the list (written plan),
was what matters most…it was that simple –
and that complicated.”
• The statement made about Gundersen’s
advance care planning work by Atul Gawande,
MD, in “Letting Go” The New Yorker, August 2,
2010

“We all die. A fundamental
question is, are we willing to give
people a say in how they live?
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What does not work:
• Simply getting patients to fill out statutory
documents like living wills would not help.
• Simply telling health professionals that they
should talk to patients or they should
document patient plans would not work.
• Stressing these two processes would not
improve the system.

Four Key Components of
Implementing Advance Care
Planning Systems
•
•
•
•

Community engagement
Professional education and skills training
A system that honors wishes
Continuous quality improvement
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Advanced Disease Coordination
Attributes

NOT focused on limitation of treatment, but is
focused on:
• Helping patient and family understand chronic
illness
• Helping guide subsequent care from an
informed vantage point
• Accompanying and supporting patient, family
and staff through subsequent journey

Stages of Advance Care Planning Over the Life Time of Adults
First Steps

ACP: Create POAHC and consider when a
serious neurological injury would change goals
of treatment.

Healthy adults between ages 55 and 65.

Next Steps (DS-ACP)

ACP: Determine what goals
of treatment should be
followed if complications
result in “bad” outcomes.

Adults with progressive,
life-limiting illness, suffering
frequent complications

Last Steps

ACP: Establish a specific plan of
care expressed in medical
orders using the POLST
paradigm.

Adults whom it would not be
a surprise if they died in the
next 12 months.
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http://www.lean.org/Workshops
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No one’s ego is more important than
the well-being of the patient or staff
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GE Nine Box System

What you tolerate you support
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“You cannot give what you do not have....if they
don’t feel cared for...they can’t care...to
embrace...you have to have been embraced. To
respect you have to have been
respected....don’t be stunned by your staff’s lack
of care, connection , or respect if they have not,
through their eyes, been cared for...connected
with...and respected.”
- Maureen Biganano

Holding accountable is looking
backward, being responsible for their
success is looking forward.
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The more special and protected we
treat our executives, the less special
and more afraid the staff feel.
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Advance Care Planning Implementation
Futurescan 2015
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