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    Components of Advance Planning 

ÅAdvance Care Planning/Goals of Care Designation  

     (Alberta Health Services) 

 

ÅPersonal Directive 

 

ÅEnduring Power of Attorney 

 





    Advance Care Planning ï Conversations Matter 

 A process whereby a capable adult: 

 

ÅThinks about and communicates values and wishes for 

medical care 

 

ÅAppoints someone to make healthcare decisions on 

their behalf 

 

ÅDocuments their plan 

 



    Guiding principles 
 

ÅAdult presumed to have capacity to make decisions until 

the contrary is determined 

ÅFocus on autonomy with least intrusive and least 

restrictive approach 

ÅDuty to consult adult 

ÅPerson and Family Centered Care 

ÅACP a health promotion activity  

ïPromotes social inclusion; reduces isolation 

 



    5 Steps to Advance Care Planning 

Think about your wishes and values 

Learn about your own health 

Choose someone to make decisions and speak on your       

    behalf 

Communicate your wishes and values about health care 

Document in a Personal Directive 

 



    Goals of Care 
Conversations 

 

Previous discussions, values, 
preferences 

Understand illness  

Prognosis 

Anticipated outcomes 

Appropriate treatment 
options 
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 Goals of Care Designations (GCDôs) 

 

ÅGCDôs provide more specific direction regarding: 

 specific health interventions 

transfer decisions 

locations of care 

ÅR1, R2, R3, M1, M2, C1, C2 

ÅMedical Order ï written by óMost Responsible Health 

Practitionerò 



    Goals of Care Conversations 
 

Occur between patients and health care providers inform which Goals 

of Care Designation (GCD) best reflects both the patients  wishes 

and values AND what is medically appropriate.  

 

 



 Goals of Care Conversations  

ÅPatient Understanding 

 

ÅClarifying values 

 

ÅRelating values and wishes to 

GCDs 

 



    Goals of Care: AHS Roleé 
 

ÅRecognizing the need for a Goal of Care Conversation 

ÅKnowing resources 

ÅDocumenting on the Tracking Record 

 

 



   Goals of Care Conversation óalertsô 

 

ÅCues/ñGolden momentsò 

ïñIôm tiredò/ñThis isnôt worth itò /ñIôm so sick of this 

 

ÅDeteriorating health  

ïDiagnosis/Disease trajectory (capacity issues expected?) 

 

ÅConfusion about GCD 

 

 

 



       Documentation 
Tracking Record for  

ACP/GCD Discussions 
Goals of Care Designation  

(GCD) Order Form 


