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There was already good evidence that ACP is 
effective in ensuring that patient-centered care is 

delivered (Detering et. al, 2010; Cancer Care 
Ontario, 2012; Brinkman-Stoppelenburg et. 

al, 2014). 

However, it was not well understood 
how to implement an ACP framework 
optimally at a large scale within a 
complex health care system.

In partnership with others, ACP 
CRIO sought to fill this gap in 

knowledge to identify the most 
effective strategies for promoting the 

use of ACP in Alberta, and to determine 
ACP’s impact on health resource utilization 

and outcomes. This report outlines our key 
findings and recommendations. 

About ACP CRIO
The Advance Care Planning Collaborative 
Research and Innovation Opportunities (ACP 
CRIO) program was a six-year knowledge 
translation research program funded by 
Alberta Innovates - Health Solutions 
(AIHS), starting in April 2013. 

We were a group of researchers and 
knowledge end-users working 
together on “Advance Care Planning 
and Goals of Care Alberta: A 
Population-Based Knowledge 
Translation Intervention Study.” 

ACP CRIO sought to answer the question 
of how to optimally implement the 
widespread uptake of a formalized advance 
care planning (ACP) framework, across a large 
population and throughout a complex, 
multi-sector health care system. 

Our Partners & Membership
Our team included stakeholders from ethics, law, government, health economics, the academic community, 
patients and health advocacy, health care professionals (HCPs), and health care administrators, across 
multiple sectors.
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Background
In 2014, Alberta became the first province in 

Canada to introduce a province-wide policy and 
procedure on advance care planning (ACP) and 

Goals of Care Designations (GCD).

ACP CRIO is a collaborative research program that 
studied the implementation of this policy to 

identify the most effective strategies for promoting 
the use of ACP in Alberta, and to determine ACP’s 

impact on health resource utilization and 
outcomes.

However, for a variety of reasons, we are 
sometimes unable to do so. 

In a complex health care system where many 
medical options are available, it can be hard to 
know how best to care for each person.

Making our wishes known in advance can help 
those who care about us make the right decisions 
in cases where we cannot speak for ourselves. 

ACP is associated with better quality of life for 
patients, better outcomes for families and 
caregivers, less invasive care at the end of life, 
and may shift costs within the health care system.

It benefits individuals at any stage of life, along 
with their families, alternate decision-makers, 
HCPs, health care systems, and governments.

Most importantly, ACP leads to greater patient 
satisfaction by providing care that accords with 
patient wishes and values; those who engage in 
ACP are more likely to receive care that aligns with 
their preferences. ACP is therefore fundamental to 
person-centered care.

What is ACP?
Advance care planning (ACP) is the process of
thinking about, talking about, and documenting
your health care wishes. 

ACP supports and encourages adults at any age 
or stage of health to understand and share their 
personal values,  goals, and preferences 
regarding future medical care. 

The goal of ACP is to help ensure that people 
receive medical care that is consistent with their 
values, goals, and preferences during serious and 
chronic illness (Sudore et al., 2017).

More broadly, ACP can include personal, 
financial, and estate planning. 

Why does ACP matter?
ACP can bring comfort and peace of mind to 
patients, their families, and anyone who may need 
to make health care decisions on their behalf.

Most of us hope to remain in control of our minds 
and bodies, able to communicate with loved ones 
and health care professionals (HCPs) until the
very end. 
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Two People’s Stories...

          I wasn’t in any condition to make any decisions 
for the first several days after this trauma. I was too 
panicked, too confused, too disoriented, too pained, 
too drowsy, and too heavily medicated to understand 
much after arriving at the hospital. 

My husband of two months ultimately had to weigh the 
pros and cons for numerous decisions in short order. 
Remember, it was an awful time for him too. He isn’t in 
the medical field; he was scared beyond 
comprehension for me, and now he had to make big 
decisions for me too without really understanding all 
the nuances of what was happening.

I was 24 years old, two months married, a first-time 
home-owner, and five months into my family practice 
residency training. I didn’t have a Personal Directive, or 
an advance care plan completed. I didn’t have a will 
made up yet. I wasn’t prepared for a life-changing 
event that day. 

My husband and I had had abstract conversations 
about the concept of quality of life. But we definitely 
hadn’t talked about concrete wishes we each had 
should the unthinkable happen and we wouldn’t be 
able to communicate or make decisions for ourselves.

Through hard work, persistence, support from family 
and friends, and my husband’s amazing caregiving, I 
fortunately recovered enough to complete my 
residency training and have been a practicing family 
physician since 2005.  I now teach future and 
practicing doctors about understanding the patient 
experience, honouring each patient’s individual story, 
and the power of effective shared decision-making with 
patients and families. 

But it is my own story that truly makes me so passionate 
about ACP. ACP isn’t only about death or end-of-life. 
It’s about making plans should there be ANY time 
(temporary or permanent) that you cannot make 
decisions or speak for yourself. 

ACP is about being prepared, not pessimistic. This 
might just be the best gift you 
could give your substitute 
decision-maker and really, 
yourself.

It is never too early to 
complete your advance care 
plan until it’s too late.”

After a very serious car accident, Amy learned the importance of
having an advance care plan in place.

“

“ After an afternoon of conducting tests, the ER doctor 
asked us if Mom had a Goals of Care Designation. We 
said yes. It was comfort-focused, and he told us about 
palliative care.

We rallied the troops and set up Mom’s living room for 
her palliative care. My brothers, father, and I met with 
Mom’s doctor and the facility director to dicuss her end 
of life wishes. She loved music, so we brought in a 
keyboard along with a hospital bed and favourite 
photos. Everyone arrived to spend her last days with 
her. We sang, cried, talked, ate, drank, and shared 
memories. Sometimes, there were up to 20 people in 
our living room!

We abided by her wishes, and soon Mom passed away 
with her six children and their spouses by her side. 

Losing a parent is hard, but with the knowledge that we 
were complying with her end of life wishes, it made it so 
much easier, not only for us, but also her healthcare 
providers. We are thankful that our story may help more 
people prepare for what is truly a celebration of life.” 

By having important end-of-life conversations early, Deb and her family 
were able to make her mother’s final days a celebration of life.

      Mom was the most beautiful, kind, loving person 
you could ever meet. One year, she was the most 
vibrant 74-year-old you could meet. The next, she was 
diganosed with dementia. 

First thing we did was complete an advance care plan 
and Goals of Care Designation. Being the eldest, and 
sharing executor status with my younger brother, the 
three of us sat around the kitchen table one evening with 
our parents and started the discussion. Three hours 
later, we had a plan in place for both Mom and Dad and 

learned a lot about them in the 
process. They wanted to be 
celebrated at their end of life.

Two years passed, and Mom 
required 24/7 care. We were 
able to secure a spot for her 
in a memory care residence. 

Eighteen months later, I got 
the call. Mom had been 
rushed to Emergency. 
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What is a GCD?
The province-wide policy outlines a novel 
framework of seven different ways to rapidly 
describe the general care intentions for  
patient, as well as specific interventions, transfer 
decisions, and locations of care.   

GCDs are arrived at through conversations 
between a patient’s HCP and the patient, or the 
patient‘s alternate decision-maker (when the 
patient lacks capacity for their own 
decision-making).

History of ACP in Alberta
In 2008, driven by safety concerns and a need to improve 
communication within and across health care teams, an ACP/GCD 
policy was launched across all sectors of Calgary Zone (then Calgary 
Health Region). Previously, there were different “levels of care” and 
“do not resuscitate” orders in use in different sectors of the health 
care system. Through a collaborative, multi-sector effort over three 
years, a single common framework to communicate patients’ goals 
of care was developed and implemented. Chart audits 
demonstrated increased documentation of orders reflecting 
patients‘ goals of care across all health care sectors (73.8% at 
baseline to 87.8% after eighteen months). Based on the success of 
the Calgary policy, Alberta Health Services (AHS) implemented the 
provincial ACP/GCD policy in 2014.

The policy and associated procedure 
guide all HCPs, patients, and their 
alternate decision-makers in Alberta 
regarding how to incorporate the values 
and preferences of patients into care 
plans. This is acheived by communicating 
together, determining the appropriate 
Goals of Care Designation order (GCD) 
that best serves the patient’s values and 
preferences, and documenting those 
conversations.

Determined through these conversations, GCDs 
incorporate the goals, values, and priorities of 
patients, harmonized with their specific 
clinicalcontext and what can be usefully done in 
service of those goals. The procedure states: 

“Goals of care conversations shall take place, 
where clinically indicated with the patient, as early 
as possible in a patient’s course of care and/or 
treatment. These discussions explore the patient’s 
wishes and goals for clinically indicated treatment 
framed within the therapeutic options that are 
appropriate for the patient’s clinical condition” 
(AHS, 2014b, p. 2).

(AHS, 2018)

Types of GCDs

There are three main 
approaches to care: 

R, M, and C. 

Within these 
approaches, there are 

sub-categories that 
further define and 

communicate GCDs to 
health care providers.

Medical Care (M) 

Medical tests and 
interventions are used to 
cure or manage an illness 
as well as possible, but do 
not use resuscitative or life 

support measures.

Resuscitative Care (R) 

The focus is to extend or 
preserve life using any 

medical or surgical means. 
This includes, if needed, 

resuscitation and admission 
to the intensive care unit.

Comfort Care (C) 

The focus of care is to 
provide comfort to ease a 

person’s symptoms without 
trying to control the 
underlying illness.
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What is a Green Sleeve?
A Green Sleeve is the designated plastic folder 
that contains any documentation related to a 
person’s ACP.

This folder can be 
thought of as a 
person’s “medical 
passport.” 

It holds all important 
ACP documentation 
and travels with the 
patient through the 
health care system.

Green Sleeves are the 
property of patients 
and should be 
brought to all hospital 
or health care visits. 

Any time a GCD is ordered, it is kept in the 
patient’s Green Sleeve. A patient’s Tracking 
Record should also be kept in the Green Sleeve.

When not in use, the Green Sleeve should be kept 
on or near one’s home refrigerator, as this is where 
health responders are trained to look for it in 
emergency situations.

What is a Tracking Record?
A Tracking Record is a form that sequentially 
documents the content of a patient’s ACP 
conversations and decisions.

Any member of a 
patient’s health care 
team can record 
conversations on the 
Tracking Record.

A patient’s Tracking 
Record can help make 
their HCPs aware of 
previous conversations, 
and can help them 
understand the rationale 
behind a current GCD 
order. 

It also gives HC s clues about where to pick up an 
ACP conversation if decisions need to be 
reviewed or confirmed.  

The original Tracking Record is kept in the 
patient’s Green Sleeve. If a patient moves to a new 
care setting, including home, a copy should 
remain with the most recent facility. 

What is a Personal Directive?
A Personal Directive PD  is a legal 
document in Alberta that allows a person to 
name an agent, list the areas in which the agent 
has decision-making authority, and provide 
specific instructions for the agent to follow when 
making decisions for that person about health 
and personal matters.

Personal Directives differ importantly from Wills 
and Enduring Powers of Attorney. A Will is a legal 
document that allows a person to direct how their 
property will be distributed after their death. An 
Enduring Power of Attorney allows a person to 
name someone to make financial decisions on their 
behalf. Personal Directives, by contrast, concern 
health and personal decisions. 

In Alberta, a Personal Directive is only enacted if a 
person loses the capacity to make their own health 
decisions. When enacted, an agent is the alternate 
decision-maker who can collaborate with the 
patient’s health care team and make health care 
decisions on the patient’s behalf if they are unable 
to do so. Other values and wishes can also be 
identified in a Personal Directive, which can help 
guide the decisions of agents.

A copy of a patient’s up-to-date Personal Directive 
should be kept in the patient’s Green Sleeve.

1. Think about your values and wishes.

2. Learn about your own health.

3. Choose someone you trust to make
health care decisions for you (an agent).

4. Communicate your wishes to loved
ones, your agent, and your health care team.

5. Document in a Personal Directive.

5 Steps to ACP

AHS has identified five steps to ACP:
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A Patient’s ACP Journey...
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?

This is Alicia.
Alicia has diabetes and high 

blood pressure. She is 
thinking about her future and 

advance care planning.

First, she 
goes to see her 

family doctor.
She learns about the likely course of her 

illness. They discuss her general goals and 
wishes and who could be her agent. Her 
doctor documents the conversation on 

Alicia’s Tracking Record.

Alicia leaves the doctor’s office 
with a Green Sleeve.

Alicia has a stroke. 

She loses the ability to speak and 
move the right side of her body.

Paramedics take the Green Sleeve 
from her fridge and rush her to the 

hospital.

Alicia is seriously ill.
At the hospital, Alicia can no longer communicate and is unlikely 

to return to her previous functioning. Her PD is enacted.

Her health care team review her Tracking Record and Personal 
Directive, and speak with her brother.

Alicia returns home.
 Alicia is permanently disabled, but with 
rehabilitation, she recovers enough to go 

home with homecare supports.

She regains capacity, but has difficulty 
communicating, and authorizes her brother to 

be her supported decision-maker. 

After a few years of deteriorating health, 
Alicia decides to prioritize staying at home 

through her final illness. Her GCD is changed 
from M1 to C1 to communicate her desire to 

live and die at home.

Next, she visits 
her lawyer.

Alicia decides to complete a PD 
with a lawyer, naming her brother 
as her agent, and documenting 

her care wishes.
Alicia tells her brother.
Alicia chooses her brother to be her 
agent and communicates with him 

about her wishes. 

Alicia gets a GCD. 

Alicia keeps her Green Sleeve on the 
fridge. She brings it with her to her family 
doctor and specialist appointments. Each time they 

discuss ACP, her doctors update her Tracking Record. 

At one visit, Alicia shares that she does not want 
attempts to restart her heart when she dies. Her doctor 
confirms her worry that with her current health issues, 
such attempts might leave her with brain damage and 

living in a state she personally does not value. Her 
doctor orders a GCD that best reflects her goals, 

wishes, and medical context (R2).

Green Sleeve

Tracking Record

Personal Directive

GCD Order
PD enacted
Other decision-

making documents

Informed by this conversation and 
her documents, her GCD is 

changed to M1.
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Objective 1:
Assess barriers, 
facilitators, and 

readiness to 
participate in ACP 
from public and 

HCP 
perspectives

Objective 2:
Assess tools for 

education and 
engagement, and 
evaluate how to 

best adapt to the 
local

 environment

Objective 3:
Assess indicators 

to monitor ACP 
uptake and guide 

continuous 
quality 

improvement

Objective 4:
Determine the

economic costs 
and

consequences
of ACP 

implementation

How to optimally implement 
widespread uptake of a 

formalized ACP framework across a
 large population and throughout a 

complex, multi-sector health care system?

ACP CRIO Objectives
ACP CRIO had four main research objectives, 
outlined below. Within each objective, there were 
various research activities.

This report highlights some of the key findings 
from these activities, and discusses 
potential implications and next steps for large-
scale ACP implementation within a complex, 
multi-sector health care system.

ACP CRIO Research Question & Objectives

Theoretical Background
ACP CRIO was a knowledge translation 
research project, meaning that it sought to both 
create new and apply existing knowledge through 
its research activities. To do this, it used the 
knowledge to action (KTA) process, developed 
by Graham et al. (2006).r

The research objectives of ACP CRIO can be 
directly mapped onto the KTA process (Appendix 
1).
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What We Did 
We incorporated four perspectives, or 
“lenses,” to gain a comprehensive under-
standing of ACP readiness in Alberta, and 
to identify what barriers and facilitators 
were present. 

Qualitative studies were conducted 
across four clinical contexts and five social 
contexts. Focus groups, semi-structured 
interviews, and “World Café” methods 
were used. 

To supplement this qualitative data, sur-
veys were also completed by over 600 
HCPs, Strategic Clinical Networks 
(SCNs), and lawyers across the province. 

Michie et al.’s (2011) “COM-B” model of 
behaviour was the primary framework 
used for analyzing these data. The 
COM-B model is described in greater 
detail below.  

Barriers,
Facilitators,

and Readiness
to Participate in 
ACP in Alberta

The COM-B model identifies three factors 
that are necessary for behaviour to occur: 
opportunity, capability, and motivation.

Opportunity refers to factors outside of 
the individual that make a behaviour possi-
ble. There are two types of opportunity: Phys-
ical opportunity, influenced by one’s environ-
ment; and social opportunity, influenced by the 
norms and practices of one’s culture.  

Capability refers to one’s physical and psycholog-
ical capacity to perform a behaviour. Physical capabili-
ty refers to one’s physical ability to carry out the behaviour,

 C
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MOTIVATION

  S
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 Physical

  Reflective

  A
ut

om
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ic
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  Physical

The COM-B Model

Objective 1:

C
A

PA
BILITY OPPORTUN

ITY

while psychological capability refers to one’s capacity to engage in the thought processes 
necessary to carry out the behaviour (e.g., comprehension, reasoning, having the necessary 
knowledge and skills, etc.). 

Motivation refers to what energizes and directs our behaviour. There are two types of moti-
vation: Reflective processes, such as planning and beliefs about the consequences of the 
behaviour, and automatic processes, which include emotions, habits, and impulses.
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The Nine Study Contexts

Seniors

Four Clinical Contexts 

Cancer

Kidney Failure

Heart Failure

The Four Lenses

Five Social Contexts

Community 
Organizations

Catholic Women’s 
League

Lawyers

South Asian 
People

People with 
Disabilities

Health Care
Professionals 

Patients, Family 
Members, and the

General Public 

Strategic 
Clinical Networks

Legal
Professionals 

65+
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What We Found... 
Across all qualitative and quantitative studies, opportunity was 

found to be the greatest barrier to ACP participation in Alberta. 

Capability was perceived to be less of a barrier, and motivation
was found to be mostly a facilitator, though some participants expressed 

emotional discomfort towards ACP.  

BARRIER: Lack of Patient, Family, Public Preparedness 
Many participants felt that lack of public awareness and lack of patient/family preparedness were significant barriers 
to ACP uptake and effective use.

84% of SCNs identified “Insufficient public engagement” as a barrier.

82% of HCPs identified “Lack of patient/family preparedness” as a barrier.

73% of lawyers said that “Lack of client preparedness” was often or sometimes a barrier.

“ After I got through that operation and got back home, I
realized that there [were] things people should’ve known if I 

hadn’t have made it through. You know?”

- Supportive Living Participant

“ Need to advertise, let people know to
normalize the activity.”

- Community Group Participant

OPPORTUNITY
BARRIER: Lack of Time & Competing Priorities  
Across study contexts, a common barrier to engaging in ACP was lack of time and 

competing priorities. Participants described being too busy with other tasks or life events 
to focus on ACP. 

 C
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54% of HCPs identified “Time & competing priorities” as a barrier to engaging in ACP.

82% of SCNs identified “Too many conflicting initiatives” as a barrier.

78% of SCNs identified “Lack of time for conversations” as a barrier.

“ I am so busy with making a living
in Canada that I have no time to think 

of anything else that might be 
important in my life.”

- South Asian Participant

“ Doctors [have] no time to discuss with
people. How does this happen within a 

half-hour allotment during a doctor visit?”

- Community Group Participant

“ Time hinders those
conversations, because we’re 
focusing on different aspects 

of nursing care.”

- Renal Nurse
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CAPABILITY

61% of SCNs identified “Lack of clinician mastery of ACP” as a barrier to ACP. 

26% of HCPs identified “Own conversation skills” as a barrier.

HCPs, SCNs, and lawyers all identified their own conversation skills or knowledge and 
mastery of ACP to be barriers to engaging in ACP. However, these barriers ranked lower 
than those associated with opportunity.
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BARRIER: Conversation & Process Skills  

BARRIER: Role Confusion & Social Influences  
Many participants also felt that there is unclarity regarding ACP role responsibilities. Public and HCPs alike were 
influenced by social factors. Some HCPs also identified lack of support from leadership to be an important barrier.

41% of HCPs identified “Unclear role responsibility” as a barrier.

82% of HCPs identified “Not feeling supported by leaders” as a barrier.

“ When anyone in the family is faced with a
difficult situation, everyone intuitively knows what 

their role is and what to do, and then right decisions 
are just made without us planning ahead.”

- South Asian Participant

“ Usually it’s the nurse who brings it up. Sometimes it’s
the physician. It depends on the situation, but it’s definitely 

not a conversation that we do on a regular basis.”

- Heart Function Doctor

“ It should be almost an automatic thing. They sit
people down and they start a process and they help 

people get through it.”

- Renal Patient Family Member

“ It’s just like anything else. Uh, do you have an
allergy? Are you on any medications? What are your 

goals... What do you want us to achieve here?”

- Cancer Doctor

BARRIER: Lack of Consistent Understanding of ACP  
Across contexts, there was no consistent understanding of ACP among participants. Some had never heard of ACP, 
while others equated it with completing a will or making their own funeral arrangements. Still others viewed ACP 
negatively, taking it to be an acknowledgement of a negative prognosis. Some HCPs also identified their own 
knowledge of, and training in, ACP to be barriers.

66% of Family Medicine residents cited not having ample exposure to ACP in medical
school as the top barrier to engaging in ACP. 

49% of lawyers stated that they did not know or were unsure of what a GCD is.

“ Yeah, we have done that... we have
our funeral arrangements all made.”

- Supportive Living Participant

“ As a lawyer, I am still very uncertain as
to how Goals of Care Designation orders 
work in relation to Personal Directives.”

- Lawyer

“ I think [ACP is] an accep-
tance that it is going to go bad.”

- Cancer Patient
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MIXED: Emotional Discomfort Surrounding ACP 
Surveys of HCPs, SCNs, and lawyers indicated that the potentially emotional impact of discussing ACP was not a 
barrier. However, the qualitative data indicate that although some participants are very open to ACP, there is still 
emotional discomfort surrounding ACP for others.

95% of lawyers said that they never or seldom find ACP discussions upsetting or uncomfortable.

50% of SCNs identified “Emotional discomfort initiating conversations” as  barrier.

15% of HCPs identified “Emotional impact” as  barrier to engaging in ACP.

MOTIVATION

95% of HCPs stated that they believe ACP benefits patients.

95% of lawyers stated that they believe ACP benefits clients.

92% of SCNs stated that they believe ACP will help achieve patient-centered care.

Participants agreed that ACP is a beneficial process. HCPs, SCNs, and lawyers 
overwhelmingly indicated that they believe ACP benefits patients. Patients and family 

members expressed belief that ACP helps make sure care wishes are known and followed.

FACILITATOR: Belief in Benefit of ACP 

 C
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MOTIVATION

  Reflective

  A
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ic

“ It meant that we were able to spend time being
with him... caring for him... the way that we knew he 

wanted and not worrying about what they were gonna 
do if something happened because they... knew that..”

- Supportive Living Family Member

“ I’m going to continue to bring it up at every single
meeting until we get this document because this is just 

really important for us to know.”

- Renal Doctor

“ Oh, fine. Yeah, I don’t mind
talking about it. I know I’m going to 

die. Sooner or later.”

- Heart Failure Patient

“ As the physician, it’s my responsibility.
It hate it - I absolutely hate it, especially if I 

don’t know the person.”

- Cancer Doctor

“ Dying - nobody wants to
talk about this.”

- Community Group Participant

while psychological capability refers to one’s capacity to engage in the thought processes 
necessary to carry out the behaviour (e.g., comprehension, reasoning, having the necessary 
knowledge and skills, etc.). 

Motivation refers to what energizes and directs our behaviour. There are two types of moti-
vation: Reflective processes, such as planning and beliefs about the consequences of the 
behaviour, and automatic processes, which include emotions, habits, and impulses.
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FACILITATOR: Belief in Benefit of ACP

However... Context is Everything.
Although similar barriers and facilitators were identified across the nine study contexts, 

we also encountered many context-specific factors. Key findings are presented here.

This group was found to be very diverse with respect to geog-
raphy, ethnicity, and religion. However, common among them 
was the notion that ACP is an unfamiliar concept (Biondo et al., 
2017). 

South Asian Participants  “ It is not a trend in our society
to discuss ACP, it is so alien to 

their minds.”

- South Asian Participant

Among legal professionals, time and com-
peting priorities, and emotional discomfort 
were not found to be barriers to engaging in 
ACP. 

Instead, the main issues for this group were 
not knowing what GCD orders are, and not 
fully understanding how they relate to Per-
sonal Directives (Ries et al., 2018).

Legal Professionals  

Clinical Contexts  

Among Catholic women, faith was found to 
be a cornerstone of 
their decision-mak-
ing, including 
decisions related 
to health.

“ My faith is, my belief is...
it is life, from conception to 

natural death... So, a hundred 
percent of my decisions are

 made by my faith.”

- Catholic Participant

Catholic Women  

Unlike the general public, those who self-identified as 
living with a physical disability actively planned and 
prepared for future illness or incapacity. 

All participants welcomed and were highly motivated to 
have ACP conversations, and nearly all had chosen an 
agent or alternate decision-maker.

The greatest barriers for this group were HCPs’ lack of awareness 
and sensitivity regarding the needs of people with disabilities, and barriers created by 
hospitals (e.g., needing to repeat requests for accommodation in medical encounters).

People with Disabilities  
“ Doctors don’t seem to understand, if I’m

hard of hearing, they need to speak to me. They 
don’t need to speak to my interpreter - they 

don’t need to speak to my wife. They need to 
speak to me. Same with the nurses, same with 

the reception people.”

- Participant with a Disabilituy

Both across and within clinical contexts, structure and 
delivery of ACP varied. 

“ We make sure that once a year the
patient comes in to see their 

nephrologist and that the goals of care 
are up to date... and if they’re not, just 
letting the nephrologist know, so then 

that nephrologist can have that 
conversation with the patient.” 

- Renal Nurse

While some HCPs expressed 
role confusion, others clearly 
understood their roles and 
responsibilities (Shaw et al., 
2018).

“ I really think that the
multidisciplinary team don’t 

know... there’s this huge role.”

- Supportive Living Nurse
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Objective Summary
Although participants overwhelmingly agreed that 
ACP is an important, beneficial process, they 
acknowledged that there are barriers that signifi-
cantly influence readiness to engage in it.

Three main barriers to engaging in ACP were identified, all of which 
are associated with opportunity on the COM-B model of behaviour.
These barriers are:

1. Lack of time for ACP conversations and competing priorities;

2. Lack of patient, family, and public preparedness for and awareness of ACP;

3. Role confusion among key ACP actors and lack of support from leadership.

Community Recommendations
ACP CRIO held two World Cafés, consisting of 67 participants from 46 community 

organizations across Alberta. More than 800 comments were synthesized into eight 
recommendations for increasing Albertans’ engagement in ACP (Biondo et al., 

2019). 

These recommendations may help to increase awareness of and participation in ACP 
among Albertans.

“ A lot of people are never really
prepared for stuff like that and I guess 
most people don’t like to think about 
it, but, you know, that’s a part of life, 

and we feel really good about it.”

- Supportive Living Family Member
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Tools for 
ACP Education

and 
Engagement

in Alberta

Objective 2:

What We Did 
For this objective, we had two main aims:

1. To address the opportunity and capa-
bility barriers identified in Objective 1,
we collaborated with three AHS teams
on a targeted team process improve-
ment project.

2. We also assessed the effectiveness of
some of the provincial resource materi-
als created by AHS to inform and guide
individuals through the ACP process
and how GCDs are determined.

For the team process improvement project, 
education and engagement were used to 
enhance HCP capability and improve 
ACP/GCD workflow processes in four clini-
cal teams.

Separate studies assessed the effective-
ness of the Conversations Matter guide-
book, two videos about ACP and GCDs, 
and HCP conversations with patients and 
family members.

ACP CRIO partnered with three AHS teams for the team process improvement project:

ACP CRIO’s role in the project was to measure and evaluate change. In addition to collecting 
data, we also conducted a process evaluation to assess the extent to which the project was 
implemented as intended and what factors, if any, may have affected implementation. 

Aim 1: Team Process Improvement Project Supporting Teams

AHS Improvement Way (AIW) is a locally-developed process used by AHS to guide 
improvement and change within health care teams. It provides “the principles, knowledge, and 

tools necessary to help make changes for the better.”

eSIM Team Function is a local simulation-based training program offered to staff and partners 
of AHS. Simulation experts use four concepts - educate, simulate, innovate, and motivate - to 

collaborate with various HCPs to develop and deliver training scenarios for participants.

ACP/GCD Calgary Zone Education provides information and training to HCPs in Alberta. For 
this project, each clinical setting participated in ACP/GCD best practices training and S  
I  C  P  SICP  education.
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The Project 
ACP is fundamentally a team pro-
cess. However, health care is com-
plex and it takes significant effort to 
create a seamless, cohe-sive, and 
adaptable process that runs 
smoothly within and across loca-tions 
of care.

We chose to study the context of heart failure, 
because caring for patients with heart failure 
involves multiple professionals and sectors of 
the health care system. Making sure 
patients’ wishes are known across all 
of these sectors requires high-quality 
ACP/GCD conversations and docu-
mentation. One team from each of 
four clinical settings participated: 
primary care, inpatient, outpatient, 
and homecare. 

ACP CRIO, along with AIW, eSIM, and 
AHS Calgary Zone Education, worked 

Target Goals:
Each clinical team set their own target goals. Goals ranged between a 10 and 
30% increase for       and      , and all teams set a 10% increase as their goal for         
    and      . 

1 2
3 4

AIW 
(Process Improvement)

- Examined current processes
- Helped teams develop

potential solutions

eSIM 
(Team Function)

- Simulated ACP/GCD
conversations through

scenarios

Acute Care
 Hospital Unit 

(Inpatient)

Heart
Failure

Home Care

Family 
Physician

Clinic
(Primary Care)

ACP/GCD Calgary 
Zone Education 

- Provided training on
ACP/GCD best practices and 

the SICP

ACP CRIO 
(Research & Evaluation)

- Collected data
- Measured and evaluated

change

Cardiac 
Function 

Clinic
(Outpatient)

with each of the four teams throughout the project. Each team participated in a process 
mapping session to better understand their current challenges and to identify specific strat-
egies for improvement in their local environments. 

Teams then created clinical scenarios to help 
simulate process improvements in having and 
documenting ACP conversations.

Patient Awareness of GCD2

  Competing Priorities as Barrier3

  Role Confusion as Barrier4

Tracking Record Use1

Acute Care 
Hospital 

Unit
 (%)

Cardiac 
Function 

Clinic 
(%)

Family 
Physician 

Clinic 
(%)

Heart Failure
Home Care

(%)

0 0 34 13

17 75 69 50

54 45 83 83

54 27 17 17

Baseline Measurements
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Target Goals:
Each clinical team set their own target goals. Goals ranged between a 10 and 
30% increase for       and      , and all teams set a 10% increase as their goal for         
      and      . 

The family practice team 
made changes to their IT 

system to cue HCPs to 
complete ACP/GCD 

documentation.

The cardiac function 
team introduced a new 
section to forms to cue 

HCPs to have ACP 
conversations.

All teams received training in ACP/GCD 
best practices. Three teams also chose 

to participate in simulated ACP 
conversations.

The acute care team turned on an 
automatic print-out of patients’ GCD 
orders any time changes were made.

How Did Teams Create Improvement? 
Clinical teams made two main changes to create improvement in ACP processes: 

1. Teams added triggers and prompts in their physical environments to stimulate
ACP/GCD processes
 
2. Teams made changes within their clinical systems to cue HCPs to have
ACP/GCD conversations and complete documentation

Each clinical team also participated in ACP/GCD education, and three out of four 
teams participated in simulation exercises. 

HCP and patient 
education boards were 
introduced in the acute 

care unit. 

Green Sleeves and patient 
resources were made 
easily available in the 

family practice and cardiac 
function clinics. 

In the home care setting, Green Sleeves 
were included in all new client 

packages.

The acute care team 
installed a screensaver to 

hospital computers, which 
outlined ACP/GCD 

processes and how to �nd 
resources.

Changes to the Physical Environment:
These are some examples of triggers and prompts used during the project.

Changes to Clinical Systems: Education and Simulation:
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What We Found... 
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3 4

Smaller, nurse-led teams that were already using the Tracking Record were found to 
produce the most improvement in ACP/GCD processes. The smaller size of these teams 

allowed all team members to participate in SICP training. 

In clinical settings with more complex inter-professional teams, large-scale change was 
harder to bring about. Only a small percentage of team members participated in simulated 
training during the intervention, and we did not achieve complete physician engagement. 

In the team that did not see a need for simulation, little change was observed.

Across the four clinical contexts, 50% of target goals were 
met overall      , though 

team-specific results were mixed.
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What We Did
For this objective, we had two main aims:

1. To address the opportunity and capa-
bility barriers identified in Objective 1, 
we collaborated with three AHS teams 
on a targeted team process improve-
ment project. 

2. We also assessed the effectiveness of 
some of the provincial resource materi-
als created by AHS to inform and guide 
individuals through the ACP process 
and how GCDs are determined.

For the team process improvement project, 
education and engagement were used to 
enhance HCP capability and improve 
ACP/GCD workflow processes in four clini-
cal teams.

Separate studies assessed the effective-
ness of the Conversations Matter guide-
book, two videos about ACP and GCDs, 
and HCP conversations with patients and 
family members.

Secondary Outcomes
To evaluate the effectiveness of the intervention, patient surveys and chart audits were 

conducted prior, during, and after the intervention. Data were analyzed using interrupted 
time series (ITS) analysis.

Lessons Learned:

1. Change is harder in certain contexts, particularly those in which Green
Sleeves and Tracking Records are not being used;

2. Facilitation is necessary with education, creating processes with defined
roles for each professional, and cuing of providers;

3. Physician engagement is critical to create change; and

4. Target goals of 10% improvement are more manageable and achievable

In acute care, rapid and sustain-
able change was seen in the use 
of Green Sleeves within patient 

charts.

This is important, because it 
increases the likelihood that 

patients will leave with a Green 
Sleeve on discharge.

HCPs across medical contexts 
also expressed benefits from 
participating in the project.

“ Conversations really occur at all levels and the
ownership falls on all of us to really identify those cues 
from our patients and to open up the conversations.”

- Acute Care HCP

“ When a patient said, ‘I
want everything,’ I never 
asked what they meant. I 

realize now I should have.”

- Heart Failure HCP “ Certainly this project made me realize
how hard it is to get everyone on board 

with that [Tracking Record] goal.”

- Acute Care HCP
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SICP Implementation 
Building on the lessons learned from the team process improvement project, we have 
implemented the SICP in acute care settings. 

SICP addresses key issues of physician engagement and education. Implementation 
includes modifying workflow processes to create time and space for high-quality ACP and 
GCD conversations to occur in health 
care settings.

ACP CRIO partnered with 
the iCAN-ACP National Re-
search Team, funded by the 
Canadian Frailty Network.

The SICP, developed by Ari-
adne Labs, has a mission to 
“improve the lives of people 
with serious illness, by 
increasing meaningful con-
versations with their clini-
cians about their values and 
priorities.” 

After one year...

Bottom Line: 
SICP looks promising as an intervention that addresses major barriers 
of time and competing priorities, role clarity, and patient preparedness.

Tools

Education

Systems
Change

Measurement and Improvement (QI)

Reminder 
System

Conversation 
using the 

Guide

Documentation 
template 
in EMR

Patient & 
Family 

Resources

Patient 
Screening

Serious Illness 
Conversation Guide

Clinician Reference
Guide

Patient preparation 
materials

Family Comm.
Guide

Train Clinicians

2.5-hour clinician 
training sessions

84% of patients found the conversations worthwhile and report-
ed a significant increase in feeling heard and understood 
after the conversation.

115 conversations were reported (~2 conversations per week).

97% of conversations were documented in the Tracking Record.

“ [SICP] creates a very
deliberate closeness between 

the provider and patient.”

- HCP

“ It’s a nice feeling
knowing that the doctors are 
listening to patient requests. 

It’s nice to be heard.”

- Patient

14% of all admissions now have at least one Tracking Record entry.
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  A Closer Look at Resource Materials... 
ACP CRIO tested the usability, user-friendliness, and functionality of provincial AHS 

ACP resources with patients, family members, and HCPs. 

Conversations Matter Guidebook
What it is:
What we did:
What we found:

We surveyed 100 patients who had been given the guidebook upon admission to hospital.
Overall, patients were very accepting of the guidebook and found it to be helpful: 

- 88% of patients stated that they were not upset by the book at all
- 51% of patients agreed that the book was extremely helpful

Most patients were in favour of routinely distributing guidebooks to all patients 
upon admission:

- 65% of patients agreed that giving the book to everyone who comes into
the hospital is a great idea
- 21% of patients agreed that it would be okay to give the guidebook to

 everyone
Some patients suggested targeted distribution of the guidebook instead (e.g., 
distributing only (or especially) to older patients or those with serious illness).

A publication to educate and guide patients through the five steps of ACP

Bottom Line: The guidebook is acceptable and helpful to most patients, and 
is not upsetting to patients, regardless of age (    
201 ).

Senior-Friendly Resources for ACP Conversations
What it is:
What we did:

What we found:

Phase 1 - Conversation analysis of video-recorded patient-HCP ACP conversations in acute 
care and out-patient settings

New senior-friendly ACP resources for patients and HCPs

Bottom Line: Senior-friendly resources can help patients and HCPs be more
engaged in ACP conversations and better understand ACP and GCDs.

Phase 2 - Development of a “Personal Journal,” ACP/GCD information booklet adapted for seniors, tip 
sheet for HCPs and booklet on having better ACP conversations

Phase 3 - Feedback from patients, family members, and HCPs on using the new resources

• Patients showed greater understanding of ACP/GCD when they
had the new resource materials to follow along with during the
conversation

• After their appointments, 29 out of 31 patients and 17 out of 20
family members expressed appreciation for having the
resources during the appointment and for being permitted to
take them home afterwards

• HCPs gave very positive feedback on using the resources during
the appointments

• Patients were more engaged in the ACP process when it was treated as a conversa-
tion rather than as an interview or information session

“ After I had had that discussion... it
just struck me as to how effective it was 
to have that tool in front of me. I know 

that I was able to address those 
aspects of ACP much more effectively 

than I would have without that tool.”

  - HCP

conversations were reported (~2 conversations per week). 

of conversations were documented in the Tracking Record. 
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ACP and GCD Videos
What it is:

What we did:

What we found:

In a pre-post qualitative study with advanced cancer 
patients, the videos were found to be acceptable to 
patients as a useful and appropriate tool to initiate ACP 
conversations.

The video intervention did not produce a statistically 
significant increase in ACP/GCD engagement (p < 0.061).

Short videos to educate patients on the five steps of ACP 
and to describe GCDs

We then conducted a randomized control  trial ( ) with 217 
participants to deter e the efficacy of two ACP/GCD videos. 
We compared the number of participants who had had an ACP/
GCD conversation with their physician between:

1 Those who receive  no intervention (usual care); and
2 Those who watch  the ACP and GCD videos.

ACP CRIO developed a survey - Behaviours in Advance Care Planning 
and ACtions Survey (BACPACS) - to assess participants’ preferences 
around goals of care and readiness for participating in ACP (   

 201 ). The survey was conducted with each participant before the 
video intervention and three months after. 

At the three-month follow-up, 43% of participants in 
the video group reported having had an ACP/GCD 
conversation with an HCP, compared to 31% in the 
control group.
Bottom Line: The videos by themselves do not 
appear to prompt patients to have ACP/GCD conversa-
tions with HCPs. 

However, they may be helpful if used to prepare 
patients for these conversations, or if integrated into 
intentional, comprehensive conversations.

Objective Summary
AHS has many tools that patients and HCPs find acceptable, but the tools by them-

selves do not achieve completion of ACP activit es. Rather, it is how the tools are used 
by HCPs during clinical encounters that makes the difference.

To achieve meaningful changes in ACP behaviours, clinical teams need to intentionally 
implement processes for ACP/GCD conversations and documentation. Support for 

process implementation at the team level (e.g., through training, cuing, and process 
changes) is crucial.
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The framework used by ACP CRIO is 
comprised of two independent frame-
works. 

The IOM Quality Framework advocates 
that health care should be (1) safe (free 
from harm), (2) effective (using best 
available evidence), (3) patient-cen-
tered (focused on the patient), (4) timely 
(available when needed), (5) efficient 
(limits waste), and (6) equitable (equally available).  

The Donabedian Framework classifies healthcare quality information into three categories: 
(1) structure (the attributes of the settings in which care occurs), (2) process (what is actual-
ly done in giving and receiving care), and (3) outcome (the effects of care on the health
status of patients and populations).

The combined framework (IOM by Donabedian) provides a balanced panel of indicators 
and allows for the identification of redundancies and gaps in quality. It provides a matrix that 
can help clarify how well each quality domain is being covered.  

The Framework
DONABEDIAN FRAMEWORK

IO
M

 Q
U

A
LI

T
Y

 F
R

A
M

E
W

O
R

K STRUCTURE PROCESS OUTCOME

PATIENT-CENTERED

SAFE

EFFECTIVE

TIMELY

EFFICIENT

EQUITABLE

What We Did 
ACP initiatives like Alberta’s policy are 
being implemented across health care sys-
tems around the world. However, there is 
no consensus on how to assess and evalu-
ate ACP policy implementation.

To address this, ACP CRIO undertook five 
research initiatives: 
1. A systematic review to determine
what methods have been used by health
care systems to evaluate the implemen-
tation of ACP initiatives
2. A Delphi study to identify and develop
consensus-based performance indi-cators
to monitor and improve health system
performance in ACP and GCD
completion
3. Surveys of in-patients' perceived
engagement in ACP and GCD
communication
4. An administrative data analysis of GCD
orders in acute care
5. Frequent public polls about ACP
awareness and participation

Indicators 
to Monitor 

ACP Uptake
in Alberta 

Objective 3:
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What We Found 
Using a Delphi consensus-based approach, 
149 panelists from across Alberta evaluated 
and refined potential ACP/GCD indicators 
through a combination of face-to-face meet-
ings and online surveys. 

Over four rounds of study, panelists identi-
fied nine performance indicators that could 
be used to monitor the uptake of ACP and 
GCD policies and indicate where improve-
ment is necessary within the Alberta health 
care system.

The Indicators
PERFORMANCE INDICATOR DATA SOURCE

Percentage of charts with GCD order(s) in the Green Sleeve2

Percentage of patients with a GCD order anywhere in the health record3 Chart audit

Percentage of patients with a completed ACP/GCD Tracking Record4 Chart audit

Percentage of patients with a Personal Directive in the health record5 Chart audit

Percentage of patients and/or alternate decision-makers who have had an ACP conversation 
with HCP

6

Percentage of deceased patients who die having had an M1, M2, C1 or C2 GCD in the week 
prior to death, who received resuscitative or life-support interventions in advance of death7 Administrative data,

chart audit

Percentage of deceased long-term care and home care patients with a C2 GCD who were 
transferred to acute care and/or ICU8 Administrative data,

chart audit

Percentage of patients and family members/friends satisfied with ACP conversation Telephone survey

Percentage of HCPs who have completed the AHS ACP/GCD eLearning module1

STRUCTURE

SAFE

EFFECTIVE

PATIENT-CENTERED

TIMELY

EFFICIENT

EQUITABLE

2

PROCESS OUTCOME

2

1 53 6

6

4

4 7

9

7

8

9

Administrative data

Chart audit

Telephone survey

The indicators were operationalized into a 
measurable format, and mapped onto the 
IOM by Donabedian framework. 

The indicators cover 11 of the 18 framework 
domains; all three of the Donabedian 
domains and five out of the six IOM 
domains are covered (see below). 

Definitions of the indicators were standard-
ized and data sources were defined, 
tested, and substantiated for implementa-
tion.
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The results from the Delphi study were used to 
develop a Standards Manual in partnership with, 
and for use by, AHS and Covenant Health. 

The intention is for the nine performance indica-
tors to be measured by AHS and Covenant Health 
on a regular, ongoing basis, and be reported via 
their web-based dashboard. This will allow AHS 
and Covenant Health to monitor and improve their 
performance in the provincial rollout of ACP/GCD. 

Measurement of the indicators is conducted by 
AHS and Covenant Health using three data sourc-
es: (1) administrative data; (2) chart audits; and 
(3) telephone surveys. Frequency of data
collection, sample sizes, selection criteria,
measurement settings, and other methodological
details are determined by AHS and Covenant
Health.

Administrative data,
chart audit

Administrative data,
chart audit

Telephone survey

ACP/GCD Indicators: Standards Manual

Telephone survey

The Standards Manual is available online at www.acpcrio.org.  

In 2017, AHS and Covenant Health adopted the performance indicators 
developed by ACP CRIO and have begun using them to monitor 

ACP/GCD uptake in Alberta. Highlights from the 2018 report include:

ACUTE CARE DESIGNATED SUPPORTIVE LIVING LONG-TERM CARE 

CENTRAL ZONE

NORTH ZONE

EDMONTON ZONE

CALGARY ZONE
SOUTH ZONE

AHS OVERALL

86%

89% *
82%

98% **
80%

84% 97%

99%

95%

100%

100%

98%

86%
98%
96%
100%

100%

98%

% OF PATIENTS WITH GCD ORDER ANYWHERE IN THE CHART 

ACUTE CARE DESIGNATED SUPPORTIVE LIVING 

CENTRAL ZONE

NORTH ZONE

EDMONTON ZONE

CALGARY ZONE
SOUTH ZONE

AHS OVERALL

21%

11%

15%
7%

13%

12% 58%

62%

61%

62%

78%

66%

34%
84%
46%
88%

37%

67%

% OF PATIENTS WITH COMPLETED ACP TRACKING RECORD 

NOTES:

* Edmonton Zone
additional Integrated 
Quality Management 
Acute Care chart audit 
results were 85% 

** For Calgary Acute 
Care data, due to the 
high variation between 
electronic and print 
health care record 
practices, ACCEPT 
study data was used 
instead of the 
provincial AHS 
evaluation chart audit 
dataLONG-TERM CARE 
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The ACCEPT Study was a national study of 
sick, older hospitalized patients and their 
family members.

It sought to determine:
• The extent to which patients and family

members were engaged in ACP
• What barriers/facilitators they perceived
• How satisfied they were with communi-

cation and decision-making at the end
of life

• The agreement between their expressed preferences for care and
their medical orders

Three cycles of ACCEPT were conducted 
between 2011 and 2015, with a total of 448 
participants in Alberta (1447 nationally) 
(Heyland et al., 2013). 

In 2017, ACP CRIO used an adapted ver-
sion of the ACCEPT survey with 502 hospi-
talized patients in Alberta.

We measured patient engagement in ACP 
prior to hospitalization and in goals of care 
discussions occurring in the first few days 
of admission. 

We also measured patient satisfaction with 
HCP conversations and agreement 
between stated preferences for care and 
medical orders.

The survey addressed six of the nine per-
formance indicators developed by ACP 
CRIO.

We also surveyed patients’ knowledge of 
having a GCD.

The ACCEPT Study

What We Found

Have you:
1. Heard about ACP (55%)
2. Thought about medical interventions you would want (77%)
3. Made end of life (EOL) decisions for someone (66%)
4. Talked to family/friends (83%)
5. Talked to a HCP (73%)
6. Written down your wishes (54%)
7. Named a secondary decision-maker (SDM) (64%)

Before Hospitalization

Has an HCP asked you:
1. What is important to you (16%)
2. Talked to you about your prognosis (19%)
3. About your fears or concerns (23%)
4. About your treatment preferences (34%)
5. If you’ve had prior dicussions or written documents about ACP (19%) 
6. None of the above (33%)
7. Named a secondary decision-maker (SDM) (64%)

During Hospitalization

of patients are very satisfied or satisfied with these conversations when they happen

67%
82%

of patients rate these conversations to be very important or important to them
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Concerningly, we found that only 30% 
of patients who had a GCD were aware 
that they had one. This low rate of GCD 
awareness suggests room for improve-
ment in the quality of GCD processes 
and communication in Alberta. 

A multivariate analysis of this metric 
was conducted to determine which 
factors are associated with higher 
awareness, to suggest how GCD 
awareness can be improved.

Five out of 17 factors were inde-
pendently  associated with patients’ 
awareness of having a GCD order. 

These were:

Bottom Line: 
ACP CRIO ACCEPT findings indicate that there is still a need for 

improvement in ACP and GCD practices across the province. 

Overall, ACP CRIO found marginal improvement in ACCEPT metrics, compared to 
2011-15 findings. This lack of change is perhaps unsurprising, given the limited invest-

ment or targeting of ACP and GCD process improvements to date.

30% 31%

39%

93%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Yes No Unsure Have GCD Order

Do you have a GCD order? 
GCD Awareness in Alberta

1 Health center/zone

Mild/moderate frailty

No discussion of key 
element  of GCD in hospital

Being asked by an HCP about 
prior ACP conversations or 
documentation

Degree of importance of ACP 
conversations to the patient

2

3

4

5

This is an example of the infographics 
used to share results with health 

care administrators and HCPs to 
stimulate quality improvement 

efforts.
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With the introduction of AHS’ Calgary Zone 
ACP/GCD policy in 2008, Calgary Zone also 
implemented electronic GCD orders in 
acute care settings. These electronic orders 
provided a rich resource for ACP CRIO to 
monitor ACP/GCD policy uptake.

What We Found

Overall, the percentage of patient encounters with a GCD order increased from 54% in 2009 
to 81% in 2014, with most GCD orders being R1. The percentage of non-R1 orders also 
increased from 13.5% in 2009 to 15% in 2014. 

GCD use increased1

225,189
Patients

374,163
Clinical 

Encounters

525,284
GCD 

Orders

Changes to electronic “order sets” during 
this time account for the significant 
increase in GCD order completion. 

In 2012, physician order sets for obstetrical 
patients were introduced that included a 
pre-selected check box for an R1 GCD. The 
arrow pointing upwards on the graph indi-
cates when this field was introduced, and 
the arrow pointing downwards shows when 
the “default R1” order was removed. Similar 
findings were found in other surgical spe-
cialties that introduced default GCD orders.

This suggests that caution is needed in 
configuring electronic health care records, 
as desgin changes may increase the 
number of orders but may not indicate 
improved communication compliance with 
other policy elements.
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GCD Order Analysis
Between 2008 and 2014, 525,284 electronic 
GCD orders were analyzed. The objective 
was to identify emerging usage patterns 
and determinants of GCD orders among 
adults admitted to acute care settings in 
Calgary Zone.
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Bottom Line: 
Electronic GCD order use has increased over time and orders appear 
to be used appropriately. However, critical GCD decisions are made in 

the first 24 hours of clinical encounters, when conversations and 
decision-making abilities may be most limited.

We found that non-R1 GCD orders increased 
with age, from near 0% for patients below age 
45, to 84% for patients older than 90 years.

2 Age is a determinant of GCD
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4 Most GCD orders happen in the Emergency Department, within the first 
24 hours of a clinical encounter

We found that the majority of patients’ first GCD orders were made in the Emergency De-
partment (ED), and were made within the first 24 hours from admission; only 4% of all first 
orders were made after 24 hours. Nearly 90% of all non-R1 GCD orders were made in Medi-
cine and Emergency units. 
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3 GCDs are used appropriately

As patients approached death, we 
also found that R orders tended to be 
replaced by M, and then by C orders.
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The framework used by ACP CRIO is 
comprised of two independent frame-
works. 

The IOM Quality Framework advocates 
that health care should be (1) safe (free 
from harm), (2) effective (using best 
available evidence), (3) patient-cen-
tered (focused on the patient), (4) timely 
(available when needed), (5) efficient 
(limits waste), and (6) equitable (equally available).  

The Donabedian Framework classifies healthcare quality information into three categories: 
(1) structure (the attributes of the settings in which care occurs), (2) process (what is actual-
ly done in giving and receiving care), and (3) outcome (the effects of care on the health 
status of patients and populations). 

The combined framework (IOM by Donabedian) provides a balanced panel of indicators 
and allows for the identification of redundancies and gaps in quality. It provides a matrix that 
can help clarify how well each quality domain is being covered.  

Public Polls
ACP CRIO conducted three public telephone polls in 2013, 2015, and 2017 to 

survey Albertans’ general levels of awareness and participation in ACP.

* Note: In 2017, there was a statistically significant increase in having heard of ACP and GCD compared to
2015 and 2013, adjusted for age, gender, education, and self-health rating.

Have you ever heard of ACP?

[After reading definition of ACP] Based on this definition, have you heard of ACP?

Have you had a discussion with family or close friends about what health care treatment you want or do not want if you 
become very ill or injured and cannot speak for yourself?

Have you ever had a discussion with an HCP (e.g., doctor, nurse, social worker, other health care team member) about 
what health care treatment you want or do not want if you become very ill or injured and cannot speak for yourself?

[After reading definition of Personal Directive] Do you have a written Personal Directive?

Have you ever heard of Goals of Care Designations?

1

2

3

4

5

6

Poll questions included:

Objective Summary
It is through evaluation that the degree to which health care systems, HCPs, and the 

public are aware of and using ACP and GCD can be known.

Through the work of ACP CRIO, AHS, and Covenant Health, Alberta leads nationally 
in having provincial indicators for ACP/GCD uptake. Our multiple sources of data 
track awareness, communication, documentation, and other behaviours related to 

ACP/GCD.
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Economic 
Costs and

Consequences
of ACP Implementation

 in Alberta

Objective 4:

What We Did 
The wishes, preferences, and 
values that individuals express 
about their medical care can 
result in economic consequences 
when trading off expensive treat-
ments intended to extend the 
quantity of life against less inten-
sive treatments intended to 
improve the quality of life. 

A growing body of literature has 
suggested that this tradeoff 
results in cost savings to the 
health care system.

We explored the economic costs 
and consequences of ACP in 
Alberta through a phased 
approach conducting retrospec-
tive, prospective, and modelling 
studies to test the cost-shifting 
hypothesis. 

$

The Approach

We adopted a theory-guided approach to understanding the economic and social conse-
quences of ACP. Fried (2018), Howard (2018), and Sudore (2016) incorporate elements of 
the Health Belief Model, Theory of Planned Behaviour, Social Influence Theory, Theoretical 
Domains, and, especially, the Transtheoretical Model of Change. We used these and both the 
2012 Canadian ACP (National) Framework (      
2012) and the 2014 Alberta Conversations Matter Guide-book and Policy to inform our 
economic analyses. 

Drummond et al. (2005) define full economic evaluation as the comparative analysis of 
alter-native courses of action in terms of both costs (resource use) and consequences 
(outcomes, effects). 

e adopted 
partial economic 
analyses to review 
evidence from 
existing literature, 
retrospective, and 
prospective 
sources. 

NO YES 
NO

PARTIAL EVALUATION
• Cost-outcome description

ARE BOTH COSTS AND OUTCOMES OF ALTERNATIVES ASSESSED? 

PARTIAL EVALUATION
• Outcome description

PARTIAL EVALUATION
• Cost of illness
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Examines only outcomes Examines only costs

PARTIAL EVALUATION
• Cost analysis
• Cost-minimization analysis
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PARTIAL EVALUATION
• Efficacy (outcomes) analysis

FULL ECONOMIC EVALUATION
• Cost-consequences analysis
• Cost-effectiveness analysis
• Cost-utility analysis
• Cost-benefit analysis
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The Systematic Review
What We Did 
Economic impacts of ACP have been a 
controversial topic. Six published system-
atic reviews have examined whether par-
ticipation in ACP activities can reduce 
health care resource use. However, the 
methodological shortcomings of those 
reviews, including a lack of a systematic 
approach to assess methodological quali-
ty of the primary studies, might have com-
promised their findings.

ACP CRIO conducted a systematic review 
of primary economic evaluations on ACP 
to generate a complete understanding of 
how ACP activities affect health care 
resource use from all payer perspectives.

Research question:

What is the effect of participation in ACP 
activities on health care resource use, as 

measured in monetary values?

PICOS Criteria

Population: Adults

Intervention: Having conversations or
discussions; having completed ACP documentation 
(including medical orders such as DNR orders); or 
participating in a formal program that involves 
facilitation of ACP documentation/discussion

Comparison: No ACP activity

Outcomes: Costs of care for society,
institution, and/or payer, including patients and 
families

Study types: Observational (cross-sec-
tional, cohort, case control), experi-
mental (RCT) 

Study Locations

1 

1 

1 1 

1 

26 

1 

2 

This map displays 
the number of 

studies included in 
the systematic 
review, and the 

countries in which 
they took place
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Bottom Line: 
Statements reflecting a growing consensus that ACP is associated with 

cost savings are premature. Most studies do not comply with 
guidelines to conduct economic analyses, and no studies incorporate 
program costs and overhead. Finally, existing reviews do not properly 

take into account that ACP is a complex intervention resulting in 
largely non-comparable studies. 

What We Found 
We applied a systematic 
approach using a validated tool 
(Consensus on Health Econom-
ics Criteria Checklist) to assess 
the quality of the 34 included 
studies.

All of the included studies looked 
at the economic impacts of ACP 
activities from the health care 
system perspective, not from 
patients’ perspectives. 

The majority of economic evalua-
tions (n=27, 79.2%) described 
the economic consequences of 
ACP activities without including 
the cost of implementing those 
activities. We did not find any 
cost-effectiveness or cost-benefit 
studies on the topic.

COST & 
CONSEQUENCES

CONSEQUENCE 

QUASI-
EXPERIMENTAL

RETROSPECTIVE 
OBSERVATIONAL

PROSPECTIVE 
OBSERVATIONAL

RCT

2 studies

STUDY DESIGN

11 studies

1 study 7 studies

4 studies

4 studies 4 studies

Health care resource use 
due to participating in 
ACP activities was report-
edly reduced in 13 stud-
ies, increased in three 
studies, and did not 
change significantly in 18 
studies. 

To inform policy-makers 
about ACP, which is a 
multifaceted process, 
methodologically robust 
studies are needed that 
capture costs of the pro-
gram. 

Effect of ACP Intervention on Health Care Costs

0

2

4

6

8

10

12

14

16

18

20

No significant change in costs Decreased costs

N
um

be
r o

f s
tu

di
es

Increased costs

34



What We Did 
We conducted a retrospective evaluation 
of health care resource utilization and 
costs before and after the 2008 ACP/GCD 
policy implementation in Calgary Zone of 
AHS. 

The period 2004-2014 constitutes a 
four-year before and six-year after ACP/G-
CD policy implementation (Calgary Zone) 
with control (remainder of Alberta). 

We conducted a retrospective linkage of 
the following administrative datasets: hos-
pitalizations, ambulatory datasets, physi-
cian billings, outpatient medications, nurs-
ing home care, laboratory, and home care 

Before and After Analysis of System-Wide 
ACP Policy in Alberta (2004-2014) 

to assess for any differences in the 
resource utilization and costs associated 
with policy implementation.

What We Found
The data suggest that the signal to noise 
ratio is too weak to identify the impact of 
introducing an ACP policy in 2008 in Cal-
gary. 

During this time, health care services in 
Alberta underwent a massive restructuring 
that saw all health regions throughout the 
province amalgamated under the new um-
brella of AHS, with likely too many chang-
es occurring simultaneously to observe 
any ACP policy effect. 

Bottom Line: 
System-wide implementation of ACP policy is a complex process and took place 

in a jurisdiction undergoing significant health reform. Substantial time and 
investment  is required for policies to become fully implemented and effective. 

Economic Analysis Alongside ACCEPT Study

What We Did 
During the 2017 ACCEPT Study (Objective 
3), ACP CRIO also examined the economic 
impacts of patient engagement in ACP.

Two chart audits were conducted  one at 
the time of the ACCEPT survey, and one at 
discharge/death, or three months after 
study enrolment (whichever came first). 
The first audit looked at ACP documenta-
tion and the presence of GCD orders and 
PDs. The second audit focused on the 
number of documented ACP conversa-
tions that occurred during hospital admis-
sion and changes  GCD orders during 
that time.  

Administrative health records outlining 
diagnoses, co-morbidities, and health ser-

 
 

vices utilization were also collected from-
participants for one year before and six 
months after study enrolment to measure 
the economic impact of patient engage-
ment in ACP. 

What We Found
Participants who had engaged in ACP 
more extensively (i.e., those who thought 
about taking part in ACP, talked to HCPs 
about their future medical choices, and 
had a PD) had higher rates of C GCD 
orders.

During the six-month follow-up, partici-
pants who held C GCDs at the time of dis-
charge had lower rates of readmission 
compared to those with other types of 
GCD orders (p-value=0.038). 
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Statements reflecting a growing consensus that ACP is associated with 
cost savings are premature. Most studies do not comply with 

guidelines to conduct economic analyses, and no studies incorporate 
program costs and overhead. Finally, existing reviews do not properly 

take into account that ACP is a complex intervention resulting in 
largely non-comparable studies. 

We explored the economic costs and consequences of watching ACP/GCD videos com-
pared with usual care (no videos), in the randomized controlled trial setting in Objective 2. 

Watching videos was a low cost intervention because the videos were already created by 
AHS. In the study, patients were shown the videos by research assistants; however, there 
would be an additional cost associated with HCP and clinic time if the videos were shown 
routinely in clinical practice. 

In terms of consequences, because we did not find significant differences in patients’ ACP 
behaviours after watching the videos, it is also unlikely that there would be much change in 
health care resource utilization or cost savings associated with video use.

Economic Analysis Alongside RCT

The impact of the videos on personal costs, however, are less clear. While pre-contempla-
tive behaviours have not been found to result in health care system consequences, a 
potential for personal costs is possible - whether out-of-pocket, travel, or caregiving - and 
will be studied at a future date.

Exploratory Analysis of Self-Reported 
ACP/GCD Awareness and Preferences 

Survey data from both the ACCEPT Study and the 
team process improvement project (Objective 2) 
described hierarchical behaviours related to 
thinking about, learning about, communicating, 
and documenting ACP decisions.

We combined six questions into a simple 
arithmetic index which describes ACP 
engagement on a scale of 0 to 6. Maximum 
discrimination was achieved with the introduction 
of two cutpoints: low (0-1); moderate (2-3); and 
high (4-6). The primary outcome was 
readmission-free survival.

These figures show a trend that patients with a 
high degree of ACP engagement are less likely to 
be readmitted to hospital than patients with a low 
or medium level of engagement, but this does not 
reach statistical significance. 

Bottom Line: 
An exploratory analysis provided some explanatory power supporting our 

theoretical framework. Future studies, based on our theoretical framework, are 
needed to explore the consequences of  ACP engagement and GCD in other 

contexts, such as long-term care, on health system utilization.   

Readmission-free survival by count of 
“Yes” for 6 ACP Questions

(team process improvement project data)

Readmission-free survival by count of 
“Yes” for 6 ACP Questions

(ACCEPT data)
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Costs Associated with 
Communicating ACP by Medical 

and Legal Professionals
What We Did 
To date, most analyses focus on the con-
sequences of ACP, that is, their effect on 
utilization of unnecessary and expensive 
health care resources. No individual stud-
ies to date examine the programmatic 
costs of ACP. Administration, overhead, 
and education costs comprise fixed costs 
of establishing a program, and conversa-
tions are posited to comprise a significant 
proportion of variable costs.

We assume that ACP is not a one-time 
conversation, but rather a series of conver-
sations. We know from Objective 1 that 
time for these conversations is a signifi-
cant barrier for HCPs and other profes-
sionals. This analysis provides insight into 
these conversations by looking at with 

. 

whom they happen, how long they take, 
and how often they occur. 

We conducted an economic analysis of 
ACP discussions across three clinical set-
tings (cancer, heart, and kidney disease) 
and 18 sites in Alberta. 

We administered a Health Services 
Inventory (HSI) three times for a total of 
three months. This tool is designed to 
measure health care costs and service 
use, including cost of ACP discussions 
from the societal perspective. 

Data collection took place in 2015-2016. A 
total of 218 patients/family caregiver par-
ticipants completed the HSI, the same par-
ticipants from the RCT. 

What We Found

The number of ACP 
conversations fluctuated 
across the three months 

examined.

HCPs had the majority of ACP conversations.

Spiritual service providers, although engaging 
in fewer conversations, had more consistent 

conversations over the three months.
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What We Did 
During the 2017 ACCEPT Study (Objective 
3), ACP CRIO also examined the economic 
impacts of patient engagement in ACP.

Two chart audits were conducted; one at 
the time of the ACCEPT survey, and one at 
discharge/death, or three months after 
study enrolment (whichever came first). 
The first audit looked at ACP documenta-
tion and the presence of GCD orders and 
PDs. The second audit focused on the 
number of documented ACP conversa-
tions that occurred during hospital admis-
sion and changes of GCD orders during 
that time.  

Administrative health records outlining 
diagnoses, co-morbidities, and health ser-

vices utilization were also collected from-
participants for one year before and six 
months after study enrolment to measure 
the economic impact of patient engage-
ment in ACP. 

What We Found
Participants who had engaged in ACP 
more extensively (i.e., those who thought 
about taking part in ACP, talked to HCPs 
about their future medical choices, and 
had a PD) had higher rates of C GCD 
orders.

During the six-month follow-up, partici-
pants who held C GCDs at the time of dis-
charge had lower rates of readmission 
compared to those with other types of 
GCD orders (p-value=0.038). 
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Bottom Line: 
Communication comprises a significant portion of program costs. 

Descriptive analysis will help policy-makers, administrators, HCPs, and 
legal professionals to understand the role each has within a broader 

ACP perspective. 

Additional research is required to examine the costs of ACP at different 
milestones, in different health states and times of life. 

ACP conversations take time. Compensating professionals to engage in these conversations 
represents a substantial segment of ACP program cost. 

Patients, and their families and friends, also incur costs travelling to, and making 
time for, appointments. Understanding the nature and personal costs of these 

discussions is important  for estimating the true costs of ACP interventions.

MONTH 1
AVERAGE TIME OF 
ACP DISCUSSIONS 
PER PERSON

TOTAL TIME OF 
ACP DISCUSSIONS

16.5 minutes

727 minutes 960 minutes

34.8 minutes 16.5 minutes

526 minutes

MONTH 2 MONTH 3

MONTH 1
ACP DISCUSSIONS THAT 
TOOK PLACE OUTSIDE 
O  PATI T ’ OM

35 (80%) 18 (69.2%) 29 (90.6%)
MONTH 2 MONTH 3

PATIENTS WHO WERE 
ACCOMPANIED BY A 
FAMILY MEMBER 
OR FRIEND

20 (45%) 14 (53%) 15 (47%)
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It is the combination of individual and professional behaviours, influenced by one’s clinical 
context, that determines one’s GCD order. The GCD order may, in turn, influence overall 

health resource utilization. Our hypothesis is that if we invest in changing individual and/or 
professional behaviours, we can bring about change in health resource utilization. 

Health 
Resource 
Utilization

(Consequence)

Individual 
Behaviours

Professional
Behaviours

Clinical Context

GCD 
Order

CostCost

Our Hypothesis

Objective Summary
The wishes, preferences, and values that individuals express about their medical 

care may result in economic consequences when trading off expensive treatments 
intended to extend the quantity of life against less intensive treatments intended to 

improve the quality of life.

A growing body of literature suggests that this trade-off results in cost savings to 
the health care system. However, the majority of economic evaluations describe the 
economic consequences of ACP activities without including the cost of implement-
ing those activities. We cannot make the health care system more efficient without 
truly understanding both the costs and consequences of sustained investment in 

quality ACP and GCD practice. 
39



Summary
and 

Next Steps 
for ACP in Alberta

Moving Forward 

The driving question for ACP CRIO was to ask:

In this chapter, we synthesize our key findings 
and propose ways for Alberta to move ahead 
to achieve that goal of widespread uptake. 

We offer these as considerations for other 
complex systems and jurisdictions that are 
undertaking ACP implementation.

Four Key Findings from ACP CRIO 

How to optimally implement 
widespread uptake of a 

formalized ACP framework across a
 large population and throughout a 

complex, multi-sector health care system?

$

Objective 1:
Although ACP is 

widely believed to be 
a necessary and 

beneficial process, 
opportunity 

is the greatest barrier 
to participation.

There is
individual and 

contextual 
diversity in how

Albertans view ACP. 

These differences 
influence readiness 

to engage in it.

Objective 2:
As a province, we 
have the tools to
facilitate ACP, but 

tools, by themselves, 
do not achieve 

completion of ACP 
activities.

Rather, it is how 
workflow 

processes are
structured and

 implemented to 
enable the use of 

tools during clinical 
encounters that 

makes the difference.

Objective 3:
Collaboratively, we 

have developed 
comprehensive 
indicators and

measures
  that have been 

adopted by AHS and 
Covenant Health. 

These will evaluate 
ongoing ACP uptake 

in Alberta.

Objective 4:
We cannot make the 
health care system 

more efficient 
without truly 

understanding both 
the costs and

consequences
of sustained 
investment in 

quality ACP and
GCD practice.
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Public Legal Healthcare

Education

•  Education for HCPs (e.g., the steps of ACP, how to 
interpret GCD orders, how to use PDs and Green 
Sleeves, etc.)

•  ACP education at undergraduate, post-graduate, and 
continuing professional development levels for HCPs

•  Targets for ACP e-module completion by AHS employees

•  Education and resources for legal professionals about 
legal components of ACP, guidelines for practice, health 
care practices, and how PDs are used/interpreted in 
health care settings

•  Joint education for health care and legal professionals
•  ACP education at law school, bar admission, continuing 

professional development, and joint “estate practice” bodies

•  Public education 
about ACP (e.g., 
professional or 
peer-led group 
workshops

Public Legal Healthcare
•  Collaboratively draft and publish precedents of 

PDs and support proactive resources that align 
with realities of implementation in health settings 

•  Include Law Society Practice Advisors in educa-
tion and practice change activities

•  Resources for facilitated 
ACP conversations and PD 
completion (e.g., with 
skilled HCPs, online)

•  At the leadership level, prioritize ACP 
activities to help clinical teams create time 
and space for ACP conversations

PublicLegal & Healthcare
•  HCP and legal professionals to set standards and 

expectations for ACP practice
•  Campaigns to encourage HCP and legal professionals to 

complete their own ACP as a precursor to helping others
•  Establish legal practice principles and pass resolutions to 

endorse principles and tools

•  Public campaign to weave ACP activities into everyday life and highlight 
positive feelings associated with learning about and participating in ACP 
(e.g., ACP as “peace of mind,” as a “gift for family and loved ones)

•  Proclaim National ACP Day (April 16th) in a provincial legislative assembly 
and municipal councils, as part of a recurrent annual ACP marketing 
campaign

Persuasion

Healthcare

Intervention Functions 

What Needs to Be Done? 
Changing behaviour is a complex process. Michie’s COM-B model (used as 
a foundation of ACP CRIO) is part of a larger behaviour change framework 
(the Behaviour Change Wheel) that contains nine intervention functions 
and seven policy categories. This framework helps to select those 
interventions and policy measures which may best address the identified 
barriers and bring about behavioural change in ACP.  

Informed by our work in ACP CRIO, the following potential strategies may 
improve ACP uptake in Alberta.
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Restrictions

•  Implement discharge process rules that include ensuring that all patients leave with their Green Sleeve
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Coercion
 

Based on our current knowledge from ACP CRIO, we do not have evidence about how coercion would 
influence ACP in Alberta.

Public Healthcare
•  Provide ACP guidebooks and videos/posters in strategic 

locations (e.g., provincial registries, public libraries, in HR 
packages upon starting a new job or retiring, financial 
planning institutions, senior living facilities, in “Healthy 
Parents, Healthy Children” resources)

•  Ensure resources are in accessible formats, e.g., for people 
living with disabilities

•  Use Electronic Health Record screening to identify individuals who 
are likely in need of ACP

•  Implement cues and prompts for HCPs to have ACP conversations 
and complete documentation

•  Stock Green Sleeves in visible locations in all clinical settings

Environmental Restructuring

Public Legal
•  Normalize ACP through 

media depictions of ACP 
activities (e.g., families 
having conversations, 
naming an agent)

Modelling

•  Reinforce practice principles at Canadian Bar Association (and 
STEP, Estate Planning group) meetings through presentations 
and case studies

•  Enlist champions from Bench and Bar to present to public, 
professional association, Surrogate Court meetings, and 
participate in media

Healthcare
•  Provide opportunities for 

HCPs to observe skilled 
colleagues in having ACP 
conversations

Public Legal Healthcare
•  Train peer 

volunteers to 
facilitate group 
ACP workshops

•  Provide ACP training courses at Legal 
Education Society of Alberta and 
Canadian Bar Association conferences 
and events 

•  Train HCPs in SICP to improve quality of conversations 
and workflow process

•  Provide targeted training for process improvement 
(e.g., use of Green Sleeves in acute care)

Training

Public Healthcare
•  Cost reduction 

in insurance 
plans for 
Albertans who 
have engaged 
in ACP

•  Set family practice panel and specialty clinic targets for ACP, and provide finan-
cial/personnel resources to help meet/reward these targets (e.g., providing group 
learning opportunities for patients, ensuring chronic disease nurses and other 
primary care personnel can share in facilitating ACP, supplying billing fee code 
information to physicians)

•  Incentivize physicians to attend training by providing free, accredited continuing 
professional development courses

•  Reward acute care and residential care units that improve ACP performance metrics

Incentivisation

•  Encourage 
lawyers to include 
ACP training in 
annual continuing 
education plans 
by providing free 
courses

Legal

X
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How Can Alberta Do It? 
Recognizing that ACP is a novel social process, we propose measures in the seven policy 
categories of the Behaviour Change Wheel. These may “move the needle” on ACP participation. In 
sharing these potential strategies, we encourage all stakeholders to further explore their feasibility, 
cost-effectiveness, and likely impact on ACP in Alberta.  

Policy Categories

•  Funding and in-kind support from Alberta Government Ministries (e.g., Office of the Public Guardian & Trustee (OPGT), 
Alberta Justice and Solicitor General) legal community and others to support a multi-sectoral approach to ACP (called 
“ACP Alberta”), to develop and execute education, resources, facilitation programs, website, and public communication plan

•  Promoting knowledge of physician billing codes for ACP work
•  Subsidies to cover legal fees related to ACP for those with �nancial hardship
•  Reduction in taxes, fees, and premiums for those who complete ACP

Fiscal Measures

Guidelines

Alberta already leads in being the only Canadian province with a province-wide health system ACP/GCD policy and procedure (since 2014), 
supported by public and HCP websites and a suite of resources. 

•  As the policy is iteratively revised, it could help to resolve some practice issues, such as lack of role clarity and process confusion
•  The legal profession, and other professions that supply services related to ACP, could establish practice principles and guidelines on ACP
•  Utilize the 2019 Pan-Canadian ACP Framework and Canadian community of practice network to support provincial change

Environmental / Social Planning

Alberta has a unique opportunity to capitalize on the introduction of a new provincial electronic health record system to improve uptake of 
ACP. Beginning in late 2019, “Connect Care” will be implemented throughout Alberta.

•  Use Connect Care to restructure the environment to favour ACP engagement (e.g., HCPs may receive electronic prompts regarding 
patients who may benefit from ACP conversations, patients will be able to upload PDs and other ACP supporting documents to the 
Patient Portal)

•  Establish a multi-sectoral and cross-Ministry approach that bundles ACP messages and activities with those related to �nancial, estate, and 
personal planning

•  Coordinate e�orts of sectors involved in ACP to provide congruent advice and practices; establish joint education, programming, and communi-
cation systems

•  Integrate ACP into social and �nancial supports provided by government
•  Extend education, ACP resources, and navigation assistance to the community (e.g., through public libraries)
•  Integrate ACP into employment initiation and bene�ts information
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Bottom Line:  
Our governmental, legal, and health care systems have taken the first steps to improve how 
individuals can communicate their values to receive care consistent with those values and their 
clinical context. 

ACP is a new activity for many people, and requires generational and cultural shift in how we think 
about and plan for health, personal, and financial matters. Truly integrating ACP into Albertans’ lives 
will require collaborative effort and investment across multiple sectors. 

•  Implement discharge process rules that include ensuring that all patients leave with their Green Sleeve

Communication / Marketing

•  Create a communication strategy and conduct a province-wide public awareness campaign to support several intervention 
functions, including education, persuasion, and modelling

•  Convey the positive impacts of participating in ACP, what supports are available, and how to do it

Legislation
A strength of ACP in Alberta is that the Personal Directives Act (which governs who can make a PD, how it must be written, 
and what information must be included) is in alignment with ACP/GCD policy. 

•  Continue to ensure that legislation supports Albertans in ACP and remains aligned with provincial health care policy

There is diversity in how ACP is de�ned and practiced within each province and territory, and issues in the portability of documents. This could be 
addressed through legislative amendment in Canada.

Service Provision
•  Add ACP resources/promotional materials to health, legal, governmental, and other agencies’ service delivery (e.g., at provincial registry 

offices, during employee onboarding/retirement)
•  Enhance quantity and quality of ACP provided by HCPs, particularly family physicians and outpatient care providers, through service 

implementation efforts by AHS, Covenant Health, and contracted service providers
•  Implement model of coordinated ACP e�orts of social workers, lawyers, senior support workers, HCPs, OPGT, and others to assist individuals in 

completing ACP
•  Scale and spread public and joint education sessions sta�ed and supported by legal and HCPs

•  Encourage licensing bodies and professional associations (e.g., College of Physicians and Surgeons of Alberta, College and Association of 
Registered Nurses of Alberta, Canadian Bar Association, FP Canada, Chartered Professionals in Human Resources of Alberta) to establish 
minimum standards and/or continuing competencies around ACP

•  Encourage organizations (e.g., AHS, Covenant Health, Alberta Health) to establish accountability for setting targets and monitoring 
progress in achieving ACP/GCD outcomes, including developing measures to assess equitable access to ACP

•  Implement mandatory ACP education in relevant post-secondary education programs (e.g., social work, nursing, medicine)

Regulation
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Three Key 
Priorities for Action 

from ACP CRIO

Support infrastructure that
promotes collaborative action

on ACP across medical, legal, 
business, government and community 

sectors (e.g., ACP Alberta)

Support implementation of
quality ACP practice in all

clinical settings (e.g., implement the 
Serious Illness Care Program and digital 

solutions for the real-time flow of ACP 
information across time and space).

Increase ACP engagement 
through a province-wide public 

action strategy
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Glossary
Advance Care Planning (ACP) - The process of thinking about, talking about, and documenting one’s 
health care wishes. ACP supports and encourages adults at any age or stage of health to understand 
and share their personal values, goals, and preferences regarding future medial care. The goal of ACP 
is to help ensure that people receive medical care that is consistent with their values, goals, and 
prefenerences during serious and chronic illness (Sudore et. al, 2017).

AHS Improvement Way (AIW) - A locally developed program used by Alberta Health Services to guide 
improvement and change within health care teams. AIW provides “the principles, knowledge, and tools 
necessary to help make change for the better” (AHS, n.d.). 

Capability - According to the COM-B model, refers to one’s physical and psychological capacity to 
perform a behaviour. 

COM-B Model - A framework for understanding beahviour; identifies opportunity, capability, and 
motivation as the three factors necessary to generate behaviour (Michie et. al, 2011).

Enduring Power of Attorney - A legal document in Alberta that gives someone else the right to “act on 
your behalf with respect to your financial affiars while you are still alive” (Centre for Public Legal 
Education Alberta, 2019). 

eSIM Team Function - A local simulation-based training program offered to staff and partners of Alberta 
Health Serivces. Simulation experts use four concepts - educate, simulate, innovate, and motivate - to 
collaborate with various health care providers to develop and deliver training scenarios for participants.

Goals of Care Designation Order (GCD) - A medical order used to describe and communicate the 
general aim or focus of a person’s care, including the preferred location of that care, as written by the 
most responsible health practitioner (or designate). 

Green Sleeve - The designated plastic folder that contains any documentation related to a person’s 
advance care planning.

Health Services Inventory (HSI) - a tool designed to measure health care costs and service use, 
including the cost of ACP discussions

Interrupted Time Series (ITS) - A quasi-experimental study design that can evaluate an intervention 
effect, using longitudinal data (Kontopantelis et. al, 2015). 

Knowledge to Action (KTA) Framework - A conceptual framework for describing the process of 
moving research knowledge into action. Developed in Canada by Graham et. al (2006), the KTA 
framework comprises two distinct but related components: (i) the Knowledge Creation funnel, 
surrounded by (ii) the Action Cycle, representing the activities needed for knowledge to be applied in 
practice. 

Knowledge Translation - The process of driving knowledge from research into action. It focuses on 
packaging and delivering knowledge to ensure that it is actively disseminated and effectively used in 
practice (Straus et. al, 2009).

Motivation - According to the COB-B model, refers to what energizes and directs behaviour.

Opportunity - According to the COM-B model, refers to factors outside of the individual that make a 
behaviour possible. 
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Personal Directive - A legal document in Alberta that allows a person to name an agent, list the areas 
in which the agent has decision-making authoity, and provide specific instructions for the agent to follow 
when making decisions for that person about health and personal matters. 

Serious Illness Care Program - A program developed by Ariadne Labs (a joint centre between 
Brigham and Women’s Hopital and the Harvard T.H. Chan School of Public Health) to facilitate more, 
better, and earlier conversations between clinicians and seriously ill patients by equipping non-palliative 
care clinicians with the skills and system-level support needed to engage in comprehensive goals of 
care conversations (Ariadne Labs, n.d.). 

Strategic Clinical NetworksTM (SCNs) - Groups of clinicians, patients, operational leaders, and other 
stakeholders, embedded within Alberta Health Services, working together to solve health challenges. 
SCNs bring together people who are passionate and knowledgeable about specific areas of health to 
address gaps in care, bring evidence into practice, and enable health system improvement. 

Tracking Record - A form that sequentially documents the content of a person’s ACP/GCD 
conversations and decisions.  

Will - A legal document that allows a person to direct how their property will be distributed after their 
death.
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Advance Care Planning (ACP) - The process of thinking about, talking about, and documenting one’s 
health care wishes. ACP supports and encourages adults at any age or stage of health to understand 
and share their personal values, goals, and preferences regarding future medial care. The goal of ACP 
is to help ensure that people receive medical care that is consistent with their values, goals, and 
prefenerences during serious and chronic illness (Sudore et. al, 2017).

AHS Improvement Way (AIW) - A locally developed program used by Alberta Health Services to guide 
improvement and change within health care teams. AIW provides “the principles, knowledge, and tools 
necessary to help make change for the better” (AHS, n.d.). 

Capability - According to the COM-B model, refers to one’s physical and psychological capacity to 
perform a behaviour. 

COM-B Model - A framework for understanding beahviour; identifies opportunity, capability, and 
motivation as the three factors necessary to generate behaviour (Michie et. al, 2011).

Enduring Power of Attorney - A legal document in Alberta that gives someone else the right to “act on 
your behalf with respect to your financial affiars while you are still alive” (Centre for Public Legal 
Education Alberta, 2019). 

eSIM Team Function - A local simulation-based training program offered to staff and partners of Alberta 
Health Serivces. Simulation experts use four concepts - educate, simulate, innovate, and motivate - to 
collaborate with various health care providers to develop and deliver training scenarios for participants.

Goals of Care Designation Order (GCD) - A medical order used to describe and communicate the 
general aim or focus of a person’s care, including the preferred location of that care, as written by the 
most responsible health practitioner (or designate). 

Green Sleeve - The designated plastic folder that contains any documentation related to a person’s 
advance care planning.

Health Services Inventory (HSI) - a tool designed to measure health care costs and service use, 
including the cost of ACP discussions

Interrupted Time Series (ITS) - A quasi-experimental study design that can evaluate an intervention 
effect, using longitudinal data (Kontopantelis et. al, 2015). 

Knowledge to Action (KTA) Framework - A conceptual framework for describing the process of 
moving research knowledge into action. Developed in Canada by Graham et. al (2006), the KTA 
framework comprises two distinct but related components: (i) the Knowledge Creation funnel, 
surrounded by (ii) the Action Cycle, representing the activities needed for knowledge to be applied in 
practice. 

Knowledge Translation - The process of driving knowledge from research into action. It focuses on 
packaging and delivering knowledge to ensure that it is actively disseminated and effectively used in 
practice (Straus et. al, 2009).

Motivation - According to the COB-B model, refers to what energizes and directs behaviour.

Opportunity - According to the COM-B model, refers to factors outside of the individual that make a 
behaviour possible. 

Appendix 1:
The KTA Process

The KTA Process

Objective 1

Objective 2

Objective 2

Objective 3

Objective 4

Knowledge Inquiry

Knowledge Synthesis

Knowledge 
Tools/

Products

Sustain 
Knowledge 

Use

Identify Problem

Identify, Review,
Select Knowledge

KNOWLEDGE CREATION

ACTION CYCLE
(Application of Knowledge)

Evaluate
Outcomes

Monitor 
Knowledge 

Use

Select, Tailor,
Implement

Interventions

Assess Barriers to 
Knowledge Use

Adapt Knowledge
to Local Context

The KTA process is divided into two main sections: knowledge creation, and action. Each 
section is then further divided into “ideal phases” (Graham et al., 2006, p. 18). 

In the diagram, the funnel represents knowledge creation: “As knowledge moves through the 
funnel, it becomes more distilled and refined, [...] sifted through filters at each phase so that, 

in the end, only the most valid and useful knowledge is left” (p. 18). 

The action cycle represents the use of the knowledge created through the funnel. It outlines 
various activities that may be needed to implement or apply knowledge in practice.

.
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