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LEARNING OBJECTIVES

• Identify potential barriers to 
effective clinician-family 
communication

• Provide models of care to resolve 
conflicts or disagreements that 
might arise during discussions

• Demonstrate a person-centred
approach to conversations with 
patients’ families and friends



OVERVIEW

• Introductions

• ACP/SDM

• SPIKES Model

• Barriers

• Triggers

• Cases

• Resources

• Bibliography





Advance Care Planning

• Ongoing and dynamic conversations

• Identifies a Substitute Decision Maker (SDM)

• ACP allows capable patients to reflect on and 
express:

• Wishes, values and beliefs 
• What’s important to them
• What they value about life and their health 



Substitute Decision Makers
Court Appointed Guardian

Attorney for Personal Care

Representative appointed by the 
Consent and Capacity Board

Spouse or Partner

Parent or Child 
(Children’s Aid Society)

Parent with right of access 

Brother or Sister

Any other Relative

Public Guardian and Trustee

LEGALLY 

APPOINTED 

SDMs

AUTOMATIC FAMILY 

MEMBER SDMs

SDM of LAST RESORT7



ACP Conversation Guide 

1. What do you understand about your health or 
illness? 

-What have you been told?

2. Information Sharing: 

-What information is important for you to know?

3. What brings quality to your life? What do you 
value?

4. If critically ill or if EOL, what worries& fears come 
to mind?

5. What trade offs are you willing to make for the 
possibility of added time?

6. If you were near the end of your life, what would 
make this time meaningful? 

ACP Conversation Template:

© 2016 by Dr Nadia Incardona and Dr Jeff Myers. Advance Care Planning Conversation 
Template



How to get started

• Preparation – Yourself
• Be ready to invite and listen – are you willing, ready 

to listen?

• Allow for time, feedback

• Support emotions

• If you are not sure,  Seek Support from the Health 
Care Team

• Preparation – Patient
• Schedule a meeting with patient and encourage SDM 

to attend

• Permit patient time to prepare for the  meeting



Resource
Advance Care Planning 

Conversation Guide: Clinician 
Primer

• http://acpww.ca/wp-
content/uploads/2016/01/ACP-Conversation-
Guide-Clinician-Primer.pdf

• © 2016 by Dr. Nadia Incardona and Dr. Jeff Myers. ACP Conversation Guide -
Clinician Primer This work is licensed under the Creative Commons Attribution-
NonCommercial-ShareAlike 4.0 International License. To view a copy of this 
license, visit http://creativecommons.org/licenses/by-nc-sa/4.0/

http://acpww.ca/wp-content/uploads/2016/01/ACP-Conversation-Guide-Clinician-Primer.pdf
http://creativecommons.org/licenses/by-nc-sa/4.0/


Spikes Model
Baile et al., 2000

Welsch K, Gottschling S:, (2021) "Wishes and needs at the end of life: communication strategies, 
counseling, and administrative aspects". Dtsch Arztebl Int ; 118: 303–12.
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Conversation Tips:

3 W’s: Wish (or Hope), Worry, and 
Wonder

•“I wish that things were different.”

•“ I worry, as a person with (health 
issue), you could get sick quickly.”

•“I wonder if there are things you can 
do to prepare.”



Wish, Worry and Wonder 
Framework

To start the conversation:

• For example: “I wish we weren’t in this situation 
but I worry what might happen if your health 
worsens and I wonder if we can talk about it?”

• “I wish” things were different
• Allows for aligning with the patients hopes

• “I worry” things may worsen/get sick quickly
• Allows for being truthful while sensitive

• “I wonder” what we can do to prepare…
• Subtle way to a recommendation to talk. 

Guide for Clinicians - Speak Up 

Ontario,2020

https://www.speakupontario.ca/wp-content/uploads/2020/04/GOC-FECoMo-COVIDNeg.pdf


Discussing End-of-Life

• When starting to decline, end of treatment, 
comfort measures, re-address ACP

• If you can WAIT for that conversation
• Appropriate timing

• Review understanding of health situation
• Provide new medical information
• Introduce support  to patient and to families to 

avoid distress
• Collaborate with patient to develop a treatment 

plan 



Statements to avoid

•Are you palliative?

•Do you have a DNR form?

•Do you have your affairs in order?

•Have you thought of going to 
hospice instead of home?



Conversation tips:
• “Nothing more we can do”

• Instead: We will continue to keep you 
comfortable

• “Give up” (fighting the disease)
• Instead: Promotion of good quality of life.

• “Stop active treatment”
• Instead: Refocus your care, I’m still continuing 

to treat you but with a different goal 

• “DNR”
• Instead: Allow natural death (with symptom 

management)



Summary: ACP

• ACP is an on-going conversation that  allows 
capable patients to express their wishes, values 
and beliefs, what’s important to them, and what 
they value about life and their health. 



ADVANCE CARE PLANNING



BARRIERS

• No appropriate meeting location
• Fear of reactions of patient or SDM 

(avoidance)
• Lack of clarity in role of team members in 

meeting
• Misunderstanding of diagnosis
• Lack of training/confidence
• Time constraints/workload
• Language/Lack of Interpreter services



TRIGGERS

• Disease
progression/recurrence

• Non-response of treatment

• Side effects

• Miscommunication

• Needing to review EOL wishes

• Caregiver/Family burnout 
and/or stress



TRIGGERS
• Lack of 
interest/apathy/withdrawal

• Discharge planning
• Lack of community services
• Family dynamics
• Expressed fears and worries
• Physical decline of patient
• Recurrent hospital admissions



CASE 1
• Case – Mr. H

• Late 50’s still working, could be 
confrontational, thought he would get 
better if he tried hard

• Multimorbid – diabetes type 2, 
peripheral vascular disease with 
amputation, Congestive Heart 
Disease, Obesity

• ER visits, recurrent admissions, 
physically and functionally declining, 
interrupting his work life, becoming 
more irritable with family and 
workmates

• Wife fearful, caregiver burnout, 
voiced she is afraid she will find him 
dead in bed or in the driveway



• Frustration/anger over loss of 
independence, more days missing work, 
requires more assistance with activities of 
daily living

• Feels badly about stressing his wife and 
family out

• Limited understanding of his disease… 
just keep going day by day and see how it 
goes

• Discussion/understanding of CPP 
disability pension – help with paperwork 



• Series of conversations – multiple touch points in ER, hospital visits, 

connect to a Palliative Care physician who had office and home visits 
with wife and patient

• Supported palliative approach to care – support independence with 
increased services, support offered to caregiver, ie social worker, 
pastoral care, support groups, also offered support to adult children

• Support comfort, goal to limit ER/hospital visits, continued connection 
with palliative care physician and supports

• Discussion of legacy work…family wanted to work on this on their 
own

• Documentation in the EMR, palliative care binder/home care binder, 

SDM/POA, DNR

• Wife felt supported and had someone to share her concerns 



CASE 2

• Young 23 old female student attending 
community college, living independently

• Diagnosed with mets Melanoma

• Parents lived out of town

• Mom moved in patient’s apt during treatment. 
Patient received chemotherapy in her 
community.

• Mom became primary caregiver for patient

• Patient became less vocal during her treatments 
and appointments as Mom was present and 
actively participating during consultations with 
patient care.

• Patient gradually provided consent for HCP to 
call her mother to schedule appointments



• RN requests patient be seen for psychosocial support.

• SW only had telephone consultations with patient as she 
was receiving treatment in her community

• Patient had no quite space or private space available as 
her mother was either in the same room or in the next 
room. SW was challenged in engaging patient in an 
assessment as patient not able to fully disclose her 
emotions or her concerns.

• Unwillingness from Mom and patient to engage in ACP 
conversations

• Unfortunately, patient was brought to ED as she was in 
+++ Pain and weak….ED Dr suggested patient be 
transferred to their Palliative Care Unit.  Mother felt she 
had to quickly explain Palliative Care Unit and goals of 
care to her daughter…



CASE 3

• Mr. M

• 60 years old

• Severe lung disease COPD, on home 
oxygen, coronary heart disease, obesity, 
limited family support, lives by himself, 
history of anxiety and depression

• Has been admitted twice to ICU due to 
hypercapnic respiratory failure requiring 
intubation in the last year

• Has been referred to a lung specialist for 
transplant assessment

• Has quit smoking 5 months ago and has 
asked to see a dietician to lose weight for 
the possible pending transplant



• Multiple discussions about his knowledge of his disease, 

what information does he want to know, how does he see 

his life going forward in the privacy of his home

• What is his understanding of the possible lung 

transplant… where would he be on the list… what does 

his family physician say…his specialists…

• Discussion of his wishes, POA, what other supports to 

have in the home…. does he want to be intubated 

again…. has he had this discussion with his POA

• Still in process of having these discussions with him…I 

have reached out to his physician to get his thoughts and 

what he has discussed with the client



CASE 4

• Mr. C

• Diagnosis of cancer 10 years ago after two 
years of mis diagnosis (this from the family)

• Has had chemo and radiation treatments 10 
years ago

• In 2020 told his cancer is back and it has 
metastases and is offered palliative chemo

• He starts treatment…has to take a break due 
to side effects…started chemo again late 
2020

• Told chemo not working and referred to 
palliative care physician

• Much discussion with family about palliative 
approach…second opinion from another 
oncologist…



• Client and wife agree to palliative approach…no more 

chemo as it is causing him a lot of health issues and 

stated he understands it is not helping or controlling the 

disease.

• Wants to be at home and die at home…DNR family 

preparing for his death… support given by home care staff 

and social work and palliative care physician

• -Wife called 911…has client taken to hospital as she feels 

he had an “episode”

• Arives at hospital emergency… emergency physician has 

discussion with the wife. Understands client is a DNR and 

palliative approach…client admitted…client unresponsive. 

Wife told he is dying… three days later he is more 

alert…wife upset that he is not being “treated” … 

demanding to see the palliative physician… 

• Palliative physician comes to see client…agrees he is 

more alert but still dying…wife wants treatment.



• COVID protocols also affecting family to visit…this is frustrating to wife… wife very upset 
and angry…

• Client in hospital 4 days …wife upset he is not being treated … feels he is just being 
ignored… client not able to make decisions so his wife is making his decisions as she is 
POA/SDM

• Discussion with palliative physician again… agreed that the children can visit one at a 
time…

• Social worker visited family daily... discussing his diagnosis has not changed… he is still 
dying… any treatment will not change this…wife says she understands this… revisited 
our previous discussions…with client and what he wanted…comfort measures provided

• Wife wants to take him home after 4 days in hospital as she wants his children to be 
able to visit

• Client goes home and dies at home 3 days later…

• Wife angry feels her husband did not get the treatment he required…feels team dropped 
the ball

• Where do you go from here… 



RESOURCES

ACP Clinician’s Guide

http://acpww.ca/wp-content/uploads/2016/01/ACP-Conversation-Guide-Clinician-Primer.pdf

Canadian Virtual Hospice

https://livingmyculture.ca/culture/

Ministry of Attorney General

Power of Attorney - Ministry of the Attorney General (gov.on.ca)

Pallium Canada

www.pallium.ca

Speak-up Ontario

www.advancecareplanning.ca

http://acpww.ca/wp-content/uploads/2016/01/ACP-Conversation-Guide-Clinician-Primer.pdf
https://livingmyculture.ca/culture/
https://www.attorneygeneral.jus.gov.on.ca/english/family/pgt/poa.php
http://www.pallium.ca/
http://www.advancecareplanning.ca/


• https://livingmyculture.ca/culture/

https://livingmyculture.ca/culture/
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