
Advance Care Planning



Getting to Know You

Presenter Notes
Presentation Notes
Put group members into small breakout rooms to give them a chance to introduce themselves in a smaller setting? 

Just an option, as every group will be unique

Goal is always 'connection before content'



Overview

Presenter Notes
Presentation Notes
Intro to topics

Please do evaluation at the end to help us make improvements to this presentation

Breaks as needed (10 mins)

Foundation for ACP is about knowing your rights and having health care wishes honoured (difference between temporary substitute decision maker and substitute decision maker)

We will have as many conversations as possible, rather than just presentation, to learn more from others' voices



What Does a Safe 
Space Mean for You?

Presenter Notes
Presentation Notes
Invite participants to list things that make them feel safe in group settings (ground rules)

Respect, don't interrupt, honour the stories and don't share outside this circle

Let someone know if you are having painful emotions, especially if you need to step away (so we can make sure you are alright)

You have the right to participate, you have the right to pass

Does everyone know how to use camera/mic/chat buttons?



What Words Come to 
Mind When You Think of 
ACP?

Presenter Notes
Presentation Notes
Start with an exercise:
Annotate

Any words about this in Traditional language?




What is ACP?

• way to be prepared for the 
unexpected.

• prepare for your future health care
• thinking about what matters to you 

(your values, goals, traditional 
practices and health care wishes)

• sharing it with your family, loved 
ones and health care providers

• deciding who will speak for you if 
you can't speak for yourself; called a 
substitute decision-maker (SDM)

Presenter Notes
Presentation Notes
(official definition directly from FNHA)
Advanced Care Planning is the process that helps you prepare for your future health care at any age of your life. It’s about thinking about what matters to you (your values, goals, traditional practices and health care wishes) and sharing it with your family, loved ones and health care providers. It's also about deciding who will speak for you if you can't speak for yourself; called a substitute decision-maker.



From: Advance Care Planning in Canada: A pan-Canadian Framework, 2020

Presenter Notes
Presentation Notes
ACP is not funeral planning, but an important part of life planning

ACP is about conversations that involve your deepest beliefs and values, and allows loved ones to understand how to honour your health care wishes in the best possible way

Many legal terms in life planning:
Health care = substitute decision maker
Money = power of attorney (if the person becomes unable to manage money)
Estate = executor (this person manages the estate and 'carries out the will')


https://www.advancecareplanning.ca/resource/advance-care-planning-framework/


Presenter Notes
Presentation Notes
Also have the right to say if you are uncomfortable with any care you are receiving

You have the right to ask for Aboriginal Liason, Cultural support, spiritual person



Health Care Decision Making

Presenter Notes
Presentation Notes
All heath care should be shared decision making
 
You are the expert in your beliefs, doctors are the experts in health care



Sharing Stories

Presenter Notes
Presentation Notes
This beautiful video shows the importance of ACP

Honour Your Journey     Advance Care Planning (fnha.ca/acp) This video is 9 minutes and 50 seconds long.  

Or can use Lakehead’s video : The Time is Now (ACP)
https://www.youtube.com/watch?v=XjSTxb-lHIg

After: how did this video make you feel?

Does anyone have a story about ACP that they would like to share?



ACP is Like Preparing Your Basket

Presenter Notes
Presentation Notes
WHAT: ACP is preparing your basket for a time when you may be unable to speak for yourself.  

Identify health care wishes (values, goals, location, preferences). Time of self-reflection

It also means thinking about who you would want to speak for you if you were unable to speak for yourself

You can choose someone to be a 'substitute decision maker' 



Presenter Notes
Presentation Notes
WHO is ACP for ? for all adults (age 19 years+) who want to have their voices heard in the event that they can't make health care decisions 

start conversations with loved ones, unexpected journeys can and do happen and these can be temporary or permanent (confusion from medication, unconscious after an accident, illness journey, and transition to Spirit world)

ACP is a way to honour your heart, mind, body, and spirit in  moments of life where dignity and grace are most important (what you want and don't want, and all the details in between)



Presenter Notes
Presentation Notes
PAUSE-   (ask group) How can ACP be a gift?

Helps the person making decisions on your behalf to
feel comfortable that they have done as you would have wanted

Reduce distress, guilt, and conflict for family and friends who are faced with making decisions at an already difficult time

Feel support from other family and community members

Prevent unwanted medical intervention

Ensure you receive culturally safe care 

Gives those involved in your care a sense of peace that they have done the right thing in honouring your wishes- regret can last for a lifetime



Time For a Break



Presenter Notes
Presentation Notes
BACKGROUND 

These are the five steps to advance care planning:
1. Thinking about your personal values/ what matters to you
2. Learning about your health conditions and options for care
3. Deciding about who you would like to speak for you in the event that you can’t speak for yourself 
4. Talking with those close to you about your wishes (will provide some tips) 
5. Record- How to communicate your wishes so that everyone- family, friends, community and health care providers-  is on the same page about what you want.




Presenter Notes
Presentation Notes
THINK– Reflecting on what is important to you can guide what you may want in the event you are unable to speak for yourself. 

BREAK OUT ROOM: 15 MINUTES- select a spokesperson? Whiteboard?

Reflect on your values: what honours your heart, mind, body, and spirit?

What is a 'good day' for you, what brings you joy, what does your circle need to know about giving you the BEST wholistic care?

What could you not live without? (Tradition, ceremony, rituals)

If your condition meant you had to leave community, who would you want by your side?



Presenter Notes
Presentation Notes
Learning about your health care is a fundamental right and knowledge is a way of honouring your body

Knowing about  conditions,  treatment options, expected benefits, possible risks and what might happen with or without treatment, can give some people a sense of peace

Everyone is unique in what they want to know (nothing to everything) and who they want involved (just the doctor or extended family) 

Knowing more about your condition might help guide your treatment decisions (what is your goal? What are you willing to go through?)

In some cases, strong treatments, or one that would cause harm, will not be offered. Medical Assistance in Dying (MAID) is not addressed in ACP and is a separate process

You can bring a support person, or ask for the Indigenous Patient Navigator if you want further support with asking questions/taking notes




Presenter Notes
Presentation Notes
Com.mit.tee of Person: adult needs assistance with financial and legal affairs because they are incapable (usually a friend or relative applies to the court to help with these matters)  “committee of estate” under the Patients Property Act

If no family or friends who are willing and able to act as committee, the Public Guardian and Trustee (PGT) may be appointed instead

If you are able to appoint someone yourself for future legal and financial decisions, this is called "Enduring Power of Attorney"

TSDM at length in next slide

Rep 7: able to make routine financial, personal care, and some health care decisions
*Can not make decisions around life support or life- prolonging medical interventions

Rep 9: same as 7, but includes ability to refuse or accept life support or life- prolonging medical interventions (if big legal and financial decisions need to be made, you need an enduring power of attorney)

Some people make an advance directive about health care wishes directly to their health care provider.  This directive would be followed if you were unable to communicate your wishes in the moment, and nobody would be asked to make a decision for you



Presenter Notes
Presentation Notes
Temporary Substitute Decision Maker list:
Spouse (includes common law and doesn't matter how long you have lived together)
Adult Children (no order, like oldest to youngest)
Parents
Brothers or Sisters
Grandparents
Grandchildren
Anyone else related by birth or adoption
Close Friends
A person immediately related by marriage

This list still shocks me when I see it! There's lots of people on that list that I would not want making decisions for me.

BREAK OUT GROUP: 15 minutes  What qualities would you want in someone making your decisions?    ON RETURN DISCUSS-  (Examples- calm under pressure/ trust that they will honour my wishes/ not afraid to talk with the health care team and ask questions/ will be with me

Reminder: this person is ONLY called on if you can't speak for yourself, otherwise, you are always the expert in your own care!




Presenter Notes
Presentation Notes
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Presenter Notes
Presentation Notes
Must be age 19 or older

Be capable themselves and willing to act as your spokesperson 

Had contact with you in the past year, not be in any conflict with you

Can't be a health care employee or paid caregiver

TSDM or named SDM are only contacted if you cannot speak for yourself
They must talk with the person to the greatest extent possible, and comply with those wishes

If no conversation, the Decision Maker must do what is in the person’s best interest

If there is no family and nobody is named in a Representation Agreement, there is  COMMITTEE of PERSON ( Adult Guardianship ) that is named to manage that person’s affairs and to make medical decisions 




Presenter Notes
Presentation Notes
Who: Choose your person

Where: Conversations can occur anywhere: sitting around the fire, having coffee in the morning, on a walk, and in more complicated cases maybe with a lawyer

When: Anytime, but when you are healthy it is easier to think clearly when stress levels might be lower. Consider schedule and routine of you and your person so there is no rush during the conversation. These talks can be emotional, so our heart calls us to be direct, brave, and honest.

GROUP: How would you start a conversation? 
tell a story- maybe there is a movie/news that you can say “ Remember that movie- it got me thinking- if I were in that situation I wouldn’t want that…. I think it’s important that you understand what I would want- we should talk!”
“ I have been thinking about what I want in my healthcare and want you to know in case I can’t make decisions for myself….”
OR - “I need to know what you would want if you suddenly had an accident or became seriously ill and couldn’t speak for yourself….”



Presenter Notes
Presentation Notes
COMMUNICATE YOUR PLAN: There are options on how to record- : write it on paper/make a recording (video or audiotape) Remember to date and sign it

Make sure that your loved ones know what is in it and where it is kept

Greensleeves are popular- many people keep them on the fridge- that is the first place ambulance attendants will look- you can keep your medication list, list of important papers (like your ACP, and representation agreement if you have one) 

YCYC- page 36- has a spot where you can list  them- and say where they are kept

Bring it to the hospital or other appointments with health care professionals to be sure they are aware of your wishes. It is important that they know too! 

REMINDER: ACP is a journey, not one event. As seasons change, so do you. Revisit your plan from time to time (especially if you have a hospitalization, or any big life changes that might affect your chosen SDM). 
If you want to make a new ACP, follow the same steps as before and make sure you sign and date the new one, and destroy all copies of the old one! Share the new one with your chosen people



What Might Get in the Way?

Presenter Notes
Presentation Notes
Fear of being a burden and also fear of bringing death on by talking about it

Heavy emotions such as grief, shame, guilt

What can help?
Breakout rooms for 10 minutes so small groups can discuss



Presenter Notes
Presentation Notes
Take a few minutes to go to page 9 in Your Care, Your Choices booklet. Sharing in small groups after gives people the chance to learn from, and honour, one another

If you don't have the booklet consider:
What brings you joy and makes life meaningful

Important spiritual, cultural, or religious beliefs/practices or ceremonies

If very sick, what would worry you the most

What do family, friends, and healthcare team need to know about you to give you the best possible care




Presenter Notes
Presentation Notes
SUMMARY:
TODAY we reviewed  the who, what, where, when and why and how of ACP- 
Talked about the five steps involved

Learned from sharing our experiences & how to start these very important conversations about our most cherished values with loved ones and community members

Shared resources- Coming Full Circle. Your Care Your Choices- THIS SITE HOUSES THE SERIOUS ILLNESS CONVERSATION GUIDE AND A VIDEO ON HOW TO USE IT.

I hope you now understand how ACP involves your heart, mind, body, spirit, and your chosen circle. It is a way for your sacred journey of life, your dignity as a person, and your wishes for care is upheld in every circumstance, throughout the lifespan and even at transition to the Spirit World.
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Thank you!
Gayaxsixa (Hailhzaqvla)

Huy tseep q’u (Stz’uminus)

Haa’wa (Haida)

Gila’kasla (Kwakwaka’wakw)

Kleco Kleco (Nuu-Chah-Nulth)

Snachailya (Dakelh)

Mussi Cho (Kaska Dena) 

Tooyksim niin (Nisga’a)

Kukwstsétsemc
(Secwepemc)

Čɛčɛhaθɛč (Ayajuthem)

Sechanalyagh (Tsilhqot’in)

T’oyaxsim nisim (Gitxsan)

Kw’as ho:y (Halq’eméyem)

Huy ch q’u (Hul’qumi’num)

Kʷukʷstéyp (Nlaka’pamux)

HÍSW̱ḴE (Senćoŧen)

Presenter Notes
Presentation Notes
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