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Introduction 
 
 

“While more than 9 in 10 Americans think it’s important to talk about their own and their loved ones’ 
wishes for end-of-life care, less than 3 in 10 have actually held these sorts of discussions.” 

-The Conversation Project survey, Sept 18, 2013 

 

The Engaging in Advance Care Planning Talks (ENACT) Group Visit Intervention is a new Group Visit 
model where the group dynamic provides a supportive environment that encourages individuals to 
express preferences about future medical care. The discussion provides a safe and supportive space that 
normalizes advance care planning. Patients learn from their peers and knowledgeable healthcare 
providers. For the healthcare system, ENACT Group Visits integrate advance care planning discussions in 
an efficient and cost-effective manner into clinical settings. ENACT Group Visits promote a patient 
experience of quality and individualized care within team-based care models like the Patient-Centered 
Medical Home. This Group Visit intervention may improve patient satisfaction, quality of care and 
decreased healthcare utilization. 

This manual outlines the Engaging in Advance Care Planning Talks (ENACT) Group Visit Intervention. It 
gives a suggested structure, format, and advance care planning content to cover. It also gives 
information on staffing suggestions, how to bill, and how to incorporate trainees such as students or 
residents. The Appendix includes “Ready to Adapt” handouts like check-in sheets, evaluations and 
suggested advance care planning materials. Again, these are SUGGESTIONS. This information should be 
adapted to fit your clinic and organization’s needs. 

The ENACT Group Visits are a dynamic and patient-centered way to engage patients in advance care 
planning discussions. Although a curriculum and outline of topics should be used, each group visit is 
strongly directed by the patients themselves. Visits are influenced by the questions, stories and 
perspectives that patients share. The facilitators’ goals are to develop rapport among patients so that 
each individual feels comfortable. Patients will be in different stages of readiness to engage in the 
advance care planning process. Some participants may have several questions and well-formed 
opinions, while others may be just absorbing information. Be prepared for anything!  

Most of all ENJOY! I welcome any feedback on this model or this manual. Please do not hesitate to 
contact me. 

 
Hillary Lum, MD, PhD 
 
Hillary.Lum@ucdenver.edu  
 
Funding provided by the National Institutes on Aging (K76AG054782), National Palliative Care Research 

Center, and The Colorado Health Foundation 

mailto:Hillary.Lum@ucdenver.edu
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Chapter 1. Overview 
 
ADVANCE CARE PLANNING 
Advance care planning (ACP) is a process that supports adults at any age or stage of health in 
understanding and sharing their personal values, life 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. For many people, this process may also 
include choosing and preparing another trusted person or persons to make medical decisions in the 
event the person can no longer make his or her own decisions. (Sudore et al, Jour Pain Symp Mgmt, 
2017) 
 
OBJECTIVE of the ENACT Group Visit Intervention 
ENACT Group Visits aim to: 1) engage patients in an interactive discussion of key ACP concepts, 2) 
support patient-initiated ACP goal setting, actions, and outcomes, and 3) increase documentation of ACP 
within the healthcare system. This documentation could include medical durable power of attorney, 
living will, or Medical Orders for Scope of Treatment forms, depending on patient readiness.    
 
TARGET PATIENT POPULATION 
Good candidates for ENACT Group Visits include patients who are able and interested in participating in 
group discussions regarding ACP. Our published experience included patients who were primary care 
patients, 65 years or older, and did not have significant cognitive, hearing, or mental health 
impairments. Patients who have previously engaged in ACP were included since ACP is a process and 
changes in health status or preferences can prompt updating or revision of ACP. We encouraged 
partnered/spousal pairs to participate together if both were primary care patients. We also invited 
patients to bring a potential surrogate decision maker who they wanted to observe the ACP discussion. 
 
INTERVENTION MATERIALS AND EQUIPMENT 

Depending on the specific ACP educational resources available or chosen, we suggest the following 
materials and equipment to enhance the patient’s experience: 

Table 1. List of Suggested Materials and Equipment 
• ACP forms (See Appendix F) • Name Tags • Laptop & Projector 
• Participant Folders                   

(See Appendix D) 
• Pens • Audio Speaker for Video(s) 

• Facilitation Guide (See Ch. 4) • Water; Mints • White Erase Board and Marker 
 
FACILITATION TEAM 
ENACT Group Visits should be co-facilitated by a team representing at least two different disciplines (i.e. 
medicine, social work, care manager). To bill as a group medical visit, at least one facilitator needs to be 
able to bill (i.e., MD, PA, advance practice nurse).  Other staff includes a medical assistant, clinic 
scheduler and as available, a program assistant, peer volunteers, and trainees (i.e. students, residents).  
Specific team member roles and duties are described in Chapter 2nd and outlines can be found in 
Appendix A.  
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Figure 1. Overview of Staffing 

 

FACILITATOR SKILLS 

The facilitators’ roles are to engage patients in an interactive group discussion about ACP that leads to 
behavior change and goal setting related to ACP. ENACT Group Visits are based on existing group visit 
models, ACP behavior change models, and the Collaborative Learning Theory.  Collaborative Learning 
Theory emphasizes that: 1) learning is a social experience; 2) learners are diverse in experiences and 
learning styles; and 3) learning includes individual experiences alongside factual knowledge (i.e. medical 
expertise). The facilitation focuses on ACP as a health behavior and goal setting. Facilitators encourage 
personal stories related to ACP, use diverse ACP patient resources, and prompt patients to ask and 
answer questions of each other. The facilitators’ roles are described in detail in Chapter 4, and Appendix 
D includes Facilitation Tools. 

Figure 2. Application of Collaborative Learning Theory to ENACT Group Visit Intervention 
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Chapter 2. Group Medical Visit 
 

 

What is a Group Medical Visit? 
A Group Medical Visit or Shared Medical Appointment is an innovative model of care to achieve patient 
care goals, provide face-to-face education, and address issues related to patient access. Group Medical 
Visits are an office visit where a group of patients meet together to discuss and manage common 
medical issues like diabetes, hypertension, risk of falls, or other chronic conditions. Participation in a 
group visit is voluntary. Visits are longer than a typical individual office visit, often 1-1.5 hours. The 
group visits are conducted by interprofessional healthcare team members that work in a coordinated 
fashion to provide different expertise and encouragement to improve patient self-efficacy.1 

A clinical practice may develop a Group Medical Visit to address access to medical care, specific 
educational needs, and/or to emphasize behavioral or lifestyle changes through enhanced self-
management skills.  Groups can be adapted to maximize impact based on the focus area(s) and available 
staffing/resources.2 

 

 

Key Features of Group Medical Visits:  

• Patients meet as a group 
• Interdisciplinary approach 
• Incorporates education, counseling, and group discussion 
• Provides increased patient contact with healthcare team members  
• Group sizes are often 10-12, varying by meeting space and topic 
• Billable as regular office visits 
• May be time and cost-efficient for practices  

                                                           
1 Berger-Fiffy J. (2012). The “nuts and bolts” of implementing shared medical appointments: The Harvard Vanguard 
Medical Associates Experience. Journal of Ambulatory Care Management, 35(3), 247-256.  
2 Women’s Health Associates. (2012). Putting Group Visits Into Practice: A practical overview to preparation, 
implementation, an maintenance of group visits at Massachusetts General Hospital. Boston, MA: Eisenstat, S., 
Siegel, A.L., Carlson, K., & Ulman, K. 
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What is the Engaging in Advance Care Planning Talks Group Visit 
Intervention? 
In 2013, we developed and implemented a group medical visit model focused on ACP. The Engaging in 
Advance Care Planning Talks (ENACT) Group Visit Intervention is a 2-session group visit model that 
increases ACP discussions and documentation among older primary care patients, as published: 

• Lum HD, Jones J, Matlock DD, Glasgow RE, Lobo I, Levy CR, Schwartz RS, Sudore RL, Kutner JS. 
Advance care planning (ACP) meets group medical visits: Feasibility of promoting ACP conversations. 
Ann of Fam Med. 2016 Mar;14(2):125-32. PMID: 26951587 

• Lum HD, Sudore RL, Matlock DD, Juarez-Colunga E, Jones J, Nowels M, Schwartz RS, Kutner JS, Levy 
CR. A Group Visit Initiative Improves Advance Care Planning Documentation among Primary Care 
Older Adults. Jour Am Board Fam Med, accepted February 14, 2017.  

 
Table 2. Overview of the ENACT Group Visit Structure and Approach 

The program follows a basic outline that addresses sharing experiences related to ACP, 
considering values related to serious illness, choosing a surrogate decision-maker(s), flexibility in 
decision making, and having conversations with decision-makers and healthcare providers, as described 
in detail in Chapter 4.  

 
The remainder of this chapter details logistical and planning aspects including Staffing, Clinic 

Preparations, Documentation and Billing, and commonly asked questions as you begin planning for an 
ACP group visit. 

Overview 
Sessions: Two groups, 1 month apart, 2 hours each. 
Patients: Goal of 8 to 12 adults 
Practice Setting: Able to coordinate group medical visit processes as a clinical team 
Location: Clinic conference room 
Optional resources: Patient hand-outs; video projector; white erase board; water 
Facilitator Considerations 
Represent two different disciplines (i.e. physician and social worker) 
One needs to be able to bill for the medical visit (i.e. MD, PA, APN) 
Ability to facilitate a group and engage patients in behavior change 
Knowledgeable in ACP 
Group Visit Session Format (2 hours each) 
Arrival, check-in, medical update (30 min) 
Introductions and rapport building (20 min) 
ACP discussion using group facilitation skills, a communication guide, decision aids (60 min) 
Individual goal-setting (10 min) 
Optional: Workshop time to complete advance directives 
Optional: Individual clinical visits (10 min) 
Documentation and Billing 
Document individual evaluation and management (typically medical E&M code 99213)  
Update record with surrogate decision maker(s), care preferences, advance directives, medical orders 

for scope of treatment, code status preference 
Communicate ACP preferences with primary care provider 
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Figure 3. Overview of ENACT Group Visit Session Discussion Topics 

 

Session 1
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ACP stories
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1 month Session 2 
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goals
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healthcare choices, based on their 
questions or concerns

• Participants discuss talking about ACP 
with healthcare providers

• Participants set goals for personal 
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• Participants ask and answer 
questions related to ACP

• Participants discuss aspects of 
advance directives, such as having 
them available and  accessible

• Participants have opportunity to 
update ACP preferences (i.e. 
healthcare decision maker, future 
medical preferences in the electronic 
record, via group visit practitioner
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Staffing 
Based on our ENACT Group Visit model, we outline the following staffing needs: 
 
 
Facilitators 
Facilitator 1: A medical provider (MD, PA, APN) who is able to bill, and initiates and guides the 
discussion. This provider should be available for individual clinical visits with patients after the group 
discussion. This facilitator is able to offer technical advice regarding end-of-life decisions and 
procedures, such as CPR and life-sustaining treatment. This provider can speak from a medical 
perspective and encourage patients in their ACP goal setting, including following up with their individual 
medical providers.  
Facilitator 2: A second discipline such as a social worker, nurse, or care manager with experience in 
advance care planning. This provider can lead discussion, promote rapport building and patient comfort 
throughout the discussion, and help patients to keep on-task during the discussion. This facilitator can 
also counsel regarding individual ACP goal setting and documentation. 

Medical Assistant 
The medical assistant (MA) checks in participants in the waiting room and takes vitals before escorting 
participants to the conference area.  A dedicated MA’s participation is essential to the successful flow of 
ENACT. The MA may assist with distributing and collecting Check-In forms and other patient-specific 
documentation that may be used to assist the provider with documentation. Ensure that the MA’s 
schedule is blocked out for the entirety of the group as they will need to be available for any issues or 
needs that may arise (e.g., printing After Visit Summaries, copying ACP documents, blood pressure re-
check, immunizations to be given, lab draws, etc.)  

Clinic Scheduler 
The clinic scheduler assists the facilitators in scheduling patients into the group medical visit time slots 
and appropriately fielding calls and questions at the clinic regarding the group visits. High functioning 
clinics will involve the clinic schedulers in working with clinical providers to seamlessly refer and 
schedule patients into group medical visits. 

 
 
Program Assistant 
The program assistant (PA) assists with patient recruitment and preparation of patient materials (i.e. 
folders, name tags, etc) for the group visits. The PA may send recruitment letters, place outreach 
telephone calls to gauge patient interest, and coordinate referrals with providers. On the day of the 
group visits, the PA helps with conference room preparation and distributing patient folders. Clinics that 
do not have program assistant support are encouraged to brainstorm sharing tasks among facilitators, 
medical assistants, clinic schedulers, and perhaps clinic volunteers.  
 
Peer Partners (Volunteers) 
It can be helpful to train volunteers as “peer partners” to participate in discussions alongside patients. 
Peer partners should be individuals who have personal experience with ACP. It can be helpful to have a 

Required 

Recommended 
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peer partner begin the discussion by sharing their own experiences with ACP. These individuals provide 
the perspective of having completed the steps the participants are just beginning.  
 
 
 
Students and other Trainees 
Trainees such as 3rd year medical students and others can participate as engaged observers. Each 
provider must notify the trainee coordinator to organize this and make sure the students are scheduled 
to attend. The goal is to teach them about advance care planning and group visits. Their role can be to 
participate in the group discussion.  Depending on the provider and the participants, you can allow the 
students to see a participant individually if needed, as appropriately supervised by the relevant clinical 
staff (i.e. a blood pressure re-check, discussion about mood etc.).   
 
Resident/Fellow 
Typically, medical residents and fellows are not given ACGME credit for participating in group visits.  Still 
residents or fellows can be excellent learners for this setting. They are able to view ENACT Group visits 
as a new model of health care delivery. Their role is to participate in the group discussion and to see 
participants individually if needed.  They can also help with documentation. 
 
At the University of Colorado, internal medicine residents on their geriatric medicine residency 
participated in the group visit, primarily as observers. We have evaluated their experience. 
 
Using Group Visits To Teach Residents About Advance Care Planning. Dukes J, Brungardt A, Lum HD.  
J Palliat Med. 2017 Nov;20(11):1187-1188. doi: 10.1089/jpm.2017.0306. Epub 2017 Aug 9.  
 
See Appendix E/page 74 for a sample evaluation of trainees. Consistent trainees could be taught to 
facilitate and document the group visits. 

 
  

As Available 
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Clinic Preparation 
Choosing a Location  

Choose a location that is easy for participants to access and comfortable enough to sit in for up to two 
hours (e.g., well ventilated, climate-controlled, spacious, etc.).  The group space needs to be private to 
assure confidentiality. The group room should be easily accessible from the main clinic lobby and private 
exam rooms. Be sure to have appropriate equipment available to display video or slideshow 
presentations. Consider possible parking and traffic issues that may cause hesitation to attend.    

Overhead Costs 

Group Visit models typically take initial planning and resources to establish the program. This includes 
buying the materials, training the interdisciplinary staff, developing scheduling templates, and 
developing recruitment processes. This manual is only an outline and all recommendations should be 
adapted to your clinical practice and institution. 
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Table 3. List of Suggested Documents  
Document Name Purpose Location in this Manual 
Check-In Form Administered by Medical 

Assistants; assists with 
provider documentation 

Appendix D 

Patient EMR Snapshots Overview of patients  
Participant Folders which include:  Organizes documents for 

participants  
Appendix D 

Agenda Separate Session A and 
Session B Agendas to prep 
facilitation  

Appendix D 

MDPOA Advance Directive example 
with opportunity for 
completion if desired  

Appendix F 

Facilitator’s Business Cards Contact information for 
possible follow-up 
questions/concerns 

 

MedRec update form Opportunity for EHR updates 
before optional medical visits 

 

ACP Goals Worksheet Worksheet to guide goal 
setting during facilitation 

Appendix D 

Visual Aid on White Board or 
Poster 

 

Orients participants to 
content of the discussion 

Appendix D  

The Conversation Project  
Starter Kit  
 

External Resource Appendix F 

PREPAREforyourcare.org 
pamphlet  

External Resource  Appendix F 

After Visit Summaries Conclude billed session  
 

For clinical demonstration projects or quality improvement initiatives, we have also included examples 
of patient, trainee, and electronic health record surveys or data collection tools (Appendix E).  
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Documentation and Billing for Group Visits 
There is no special coding mechanism for group visits. Individual documentation and billing is submitted 
for each patient according to regular Evaluation and Management service guidelines. Coding should be 
based on what is completed during the group visit and the optional additional individual patient visit. 
Coding cannot be based on time. Please discuss specific billing issues with your practice and institution 
resources. 

Medical visit components: 

• Vitals are taken by the medical assistant and reviewed by the provider at check-in. 
• A Check In form can be used to ask about Review of Systems and other clinical questions 

typically asked by the MAs at the time of check in. The forms can be collected, documented by 
MAs, and returned to the provider for review. 

• The Check In form can ask “Do you have any medical concerns you wish to discuss at this visit?” 
and “Would you like to see the physician for an individual visit after today’s group session?” 

• Medication lists can be handed to patients for review, and any updates documented by MA 
A sample Check-In template has been provided (Appendix D) to assist with collecting medical updates 
and identifying which patients desire or need an individual visit. 

Documentation tips: 

• Create smartphrases or templates to assist with documentation 
• Take notes of individual patients’ contributions/statements during the group visit for the HPI. 
• In general, if a patient is NOT seen individually, a provider can only bill a level I-III (typically level 

III if multiple medical conditions are reviewed/addressed during the group portion). 
If a participant is seen individually, depending on what portions of the physical exam are completed and 
what interventions are made, a provider can bill higher (typically level IV).  

After Visit Summaries should be printed by the MA and distributed to patients at the end of the visit. 
Consider pre-populating the After Visit Summary with instructions.  

Table 4. Components of Office and Other Outpatient Services, Established Patient 
Level 2 Level 3 Level 4 
Must document 2 of 3 key factors among history, examination, and medical decision making 
CC, Brief 1-3 elements; status of 
1-2 chronic conditions 

CC, Extended 4-8 elements; 
status of 3 chronic conditions 

CC, Extended 4-8 elements; 
status of 3 chronic conditions 

ROS – problem pertinent ROS – Extended 2-9 ROS – Complete 10+ 
PFSH – none PFSH – Pertinent 1-2 PFSH – 1-2 
(Exam – limited, related) (Exam – extended, related) (Exam – comprehensive) 
Medical Decision Complexity is always to be considered when selecting a level of service. Must 
include 2 of 3 (number of diagnosis or management options, amount or complexity of data, risk of 
complications) 
Straight Forward Low Moderate 
Minimal - 1 diagnosis/mgmt 
option; Minimal risk 

Limited - 2 diagnosis/mgmt 
options; Low risk 

Multiple - 3 diagnosis/mgmt 
options; Moderate risk 
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Commonly Asked Questions   
Who do I invite to participate in ENACT Group Visits? 
 

We encourage inviting any patients who can effectively participate in a group discussion, that is they do 
not have severe memory or behavioral health conditions. Our pilot included primary care patients, age 
≥65 years.  
How do I invite patients to participate in the group visits? 
 

Please Chapter 3 which discusses recruitment in detail. In our pilot, we invited patients through c l i n i c -
b a s e d  flyers advertising the program, encouraged PCPs to refer patients, and had permission from 
PCPs to send invitation letters in a population health approach. All patients were mailed a letter and 
then received a telephone follow up call by the Program Assistant to provide more information, set 
expectations and answer questions. 
 

What is the structure and format of the ENACT Group Visits? 
 

This is a series of two group visits, each 2 hours long, one month apart. The facilitating physician 
documents the patient’s participation in the electronic medical record to share with other physicians. 
Follow-up is by the patient’s primary care physicians. 
 

Participants check-in as they would for any visit at the clinic. Typically, a dedicated medical assistant is 
assigned to the group visit for the entire half-day of clinic. Vitals are measured, the medication list is 
reviewed, and the medical assistant takes the participant to a conference room for the group visit.  
A normal evaluation and management (E&M) note is started. After 30-minutes allotted for the check-in 
process, the next 75-90 minutes of the visit is for small group discussion of ACP. Participants can be 
seen individually if they desire. Individual visits can be for medication titration, lab review, or even a 
separate complaint such as abdominal pain, though management of chronic conditions is deferred to the 
PCP. This process may vary depending on your particular clinic’s staffing. Documentation should be 
according to your practice setting and institution’s format. 
 
What is the difference between Session A and Session B? 

The first session (Session A) focuses on defining what advance care planning is, emphasizing personal 
values, and choosing and talking to surrogate decision makers. The session finishes with opportunity to 
write down and discuss goals to work towards between Session A and Session B. The second session 
(Session B) focuses on reviewing ACP goals or questions from Session A, discussing flexibility in decisions, 
and consideration of future medical care. This could include Physician Orders for Scope of Treatment.  

How should the program be funded? 
 

There likely will be some overhead to initiate the program related to training and developing materials. 
This curriculum is only an outline and must be formatted for your particular institution. Group medical 
visits are billable according to standard Evaluation and Management Outpatient Visits. 
 
Additional things you may want to consider as you prepare for an ENACT Group Visit: 
- Choose a location that is easy for participants to access and comfortable for them to sit in for an hour 
and a half to two hours (e.g. well ventilated, climate controlled, spacious). 
- Develop a referral and recruitment process that is team-based and sustainable. 
- Ensure that exam rooms are easily accessible from the group room. 
- Short videos can be effective for encouraging discussion if appropriate equipment is available 



19 
 

Chapter 3. Recruitment  
Recruitment for the ENACT Group Visits are key to the success and sustainability of the groups. To 
maximize attendance, ideal invitations are personal and emphasize the group as a part of the practice’s 
standard of care. For example, a provider could introduce the ENACT Group Visit, encourage 
participation, and ask the clinic scheduler/program assistant to follow up with more information. With 
too few participants, developing group rapport and an interactive discussion can be more difficult. With 
too many participants, each participant may not have the opportunity to share or ask questions because 
of time constraints or hesitancy. In our experience, the ideal group size ranges from 8-12 patients and 
will depend on the size of the meeting space. 

This chapter contains a suggested checklist and process chart to guide recruitment to ENACT Group 
Visits. Individual outreach to patients to invite them is key. Because the term advance care planning may 
have high levels of emotional attachment or misconceptions, strong communication skills including 
motivational interviewing skills are helpful. 

Recruitment Timeline & Checklist  
To be completed by Program Assistant unless otherwise noted. 

Table 5. Timeline for Recruitment   

In Advance  Outreach to Providers 
Publicity 
Referrals 

Four Weeks Prior Mail Recruitment Letter* 
Three Weeks Prior Follow-up Invitation Call or Phone Screening* 

Scheduling 
Two Weeks Prior Confirmation Letters*  
One Week Prior Reminder Letters* 

Confirm Participant List   

 

*All templates for recruitment materials can be found in Appendix C. 

 

 

 

 

 

 

 



20 
 

Recruitment Process  
The most important aspect of recruitment is to involve motivated team members and develop 
sustainable processes that fit your practice setting. 

 

Table 6. Overview of Recruitment Process   
Outreach to Providers 
 
In Advance 
 
Supporting Materials: 

• Provider Info Sheet (Appendix C) 

• Contact providers via email, appropriate provider 
meetings, and/or individual outreach 
 

• Identify clinic champions who can assist with 
referrals by reminding providers to refer patients 
or by directly entering referrals into the electronic 
health record 

Publicity 
 
In Advance  
 
Supporting Materials: 

• Recruitment Letter (Appendix C) 
 
 

• Display informational posters in clinic(s) areas 
 

• Attach color flyers to the Recruitment Letter and 
place at participating clinic checkout desks for 
clinic champions (i.e. motivated providers, SW, 
RNs) to be able to distribute to interested patients 

 

Referrals *3 
 
In Advance  
 
Supporting Materials: 

• Scheduler Role (Appendix A) 
• Phone Screening Script  

         (Appendix C) 
• EPIC referral (Appendix C) 

• Gather referrals from providers, through EPIC:  
 
PI then receives referrals (Name, Address, Phone 
#(s), Provider Name and Clinic Name) via EPIC and 
provides the contact information to the Program 
Assistant.  
 

• Self-referral: Program Assistant will receive direct 
calls from interested patients. Use Phone 
Screening Script 

 
Recruitment Letter 
 
Four Weeks Prior  
 
Supporting Materials: 

• Recruitment Letter 
 

 Mail potential participants a letter of recruitment 
along with any supportive articles.  
 

                                                           
3 Description of UCHealth provider-based workflow  
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Follow-Up Call 
 
Three Weeks Prior  
 
Supporting Materials: 

• Phone Screen Script  

 After sending the letter, call patients to describe 
the program, answer any questions, and see if 
they are interested 

 Determine eligibility 
 If a patient invites his/her spouse/partner/friend 

to attend, consider checking with the new 
referral’s PCP 

 Track name, PCP, clinic, age, gender, and (if 
needed) reason for not participating 

 
Scheduling 
 
Three Weeks Prior  
 
Supporting Materials:  

• Scheduler Role (Appendix A) 
 

• Contact Clinic Scheduler to inform them of eligible 
participants and allow them to schedule the 
participants for both sessions of the Group Visit 

 

Reminder Letters 
 
Two Weeks Prior 
 
Supporting Materials: 

• Reminder Letter 
• The Conversation Project Starter 

Kit (Appendix F) 
 
 

• Mail Reminder letter along with a copy of the 
Conversation Project Starter Kit for patients to 
review ahead of time. 

Communicate Participant List  
 
One Week Prior 
 
 
 

• Send list of agreed participants to the Principal 
Investigator 

• Principal Investigator will confirm patient eligibility 
within the EHR 
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Chapter 4. Facilitation 
The facilitators aim to support an interactive discussion among group members to promote 

opportunities for patients to learn from the experiences and perspectives of others. To support the 
facilitators’ role in leading the group discussion on ACP, a Facilitators’ Communication Guide was 
developed (Table 7), similar to other guides for patient-provider communication related to serious 
illness. Rather than emphasizing advance directives, the model aims to help individuals identify and 
achieve individualized goals related to ACP, including suggestions for having conversations and choosing 
surrogate decision-makers. 

The following chapter provides several ways to organize and implement ENACT Group Visits.  
Group facilitation skills are an important provider skill for the success of ENACT and may require 
additional training such as behavioral management skills and facilitating group interactions.  As the 
group leader, your role is to equally inform the participants and guide their discussion as they learn from 
each other. It is important to define the goals for the group at the beginning with the participants.  

The management of different personality types, questions, and group cohesion are essential. If 
facts are discussed that are incorrect, feel comfortable in correcting them but do so kindly.  Pay 
attention if someone looks like they want to say something but they haven’t had the chance, they may 
want to just observe, or they may be shy about taking the chance to contribute. Likewise, if someone 
appears to be dominating the conversation it is your responsibility to politely redirect the conversation 
to another member and get their thoughts. The group structure should be tailored to the patients’ 
needs on a group by group basis.  Suggested facilitation is found in this chapter, while more detailed 
scripts can be found in Appendix D.   

Table 7. Examples of Facilitator Questions and Sample Prompts 
Session A 

Introduction: Participants share reasons 
for coming 

 

Today’s goals are to talk about what’s important to you 
for your future healthcare choices and advance care 
planning. As we start, can you introduce yourself and 
share why you chose to come today?  

Participants share personal ACP stories Has anyone started thinking about what is most important 
to you? Have you or someone close to you had 
experiences with serious illness or death? 

Participants discuss personal values Referring to the Conversation Starter Kit20: “Consider 
‘what matters to me is…’ and ‘what matters to me at the 
end of life is…’. What do these questions bring up for 
you?” 

What do you worry about your health in the future?  

Participants discuss role of surrogate 
decision makers (choosing and sharing 
wishes with decision makers) 

Who makes a good decision maker? Do you have a 
medical durable power of attorney? Have you talked with 
them? 

Participants set goals for personal ACP Based on today’s discussion, what is a goal you have 
between now and next session? [Suggest identifying a 
surrogate decision maker] 
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Session B 

Participants review individual ACP goals What was your goal regarding ACP or having a 
conversation and how did it go? 

Participants discuss flexibility in decision 
making 

Let’s watch videos from the PREPARE website26. This is 
about how much flexibility you want a decision-maker to 
have. Do you want them to have total flexibility, some 
flexibility, or no flexibility?  

Participants consider future healthcare 
choices (based on their 
questions/concerns) 

If you are very sick, have you thought about the kind of 
care you would or would not want to receive?26 How 
much are you willing to go through if it means you might 
have more time? 

Participants discuss talking about ACP 
with healthcare providers 

How much does your primary care provider know about 
what’s important to you? What questions do you need to 
ask them? 

Participants set goals for personal ACP What are your next steps regarding advance care 
planning? [Suggest talking with a healthcare provider] 

 

Facilitator Timeline 
This section outlines preparation activities required in advance of, during, and after the group visits.  
*To be completed by billing Provider unless otherwise noted.  

Table 8. Facilitator Timeline 

In Advance Support Recruitment Process and Coordination (i.e. 
room reservation, identifying ACP resources) 
 

One Week Before  Confirm Facilitation Team and Participant List  
Preview patient charts  
 

Day of Session A Utilize facilitation guide (See Appendix D for sample) 
 

Between Sessions  
Day of Session B Utilize facilitation guide (See Appendix D for sample) 

 
After Sessions For Quality Improvement: Debrief 
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Session At A Glance 
This session at a glance gives a big picture timeline for the day of the group visit.  

Table 8. ENACT Group Visit Session Timing At A Glance 
Timing  
(2 hours) 

Activity Materials Description 

30 min Check-in: 
Completed by 
Medical 
Assistant 

• Check-in sheet  
• Medication Lists 
• Pens, water, mints 

 

• Check-in 
• Discuss Copays 
• Patients review medication 

lists  
15 min Introductions • (Copy; original for 

patient) 
• Short Video 

• Welcome & Ground Rules 
• Introductions 
• Build Rapport 

60 min Discussion • Decision aids 
• Communication 

Guide 

• ACP discussion using group 
facilitation skills 
 

10 min Goal Setting • ACP Goal Setting 
Worksheet 

• Planning Next Steps 
between sessions and after 

 Optional: 
Workshop 
time in group 

• MDPOA or other 
ACP forms* 

• Review or Completion of 
AD forms 

5 min Closing • After Visit Summary 
• Optional: 

Evaluation* 

• Distribute After Visit 
Summaries 

• Complete routine clinic 
check-out 

• Coordinate individual visits 
(optional) 

(10 min) Optional: 
Clinic Visits  

 • Individual Medical Visit 

 

*Facilitation Materials found in Appendix D, MDPOA found in Appendix F and Evaluation forms found in 
Appendix E. 
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Session Facilitation Guide 
 

This section provides a more detailed outline of the session format. We have included examples of 
processes and ACP resources that we used. Sample “Ready to Adapt” facilitator scripts are available for 
immediate use from Appendix D. *Supporting Materials found in Appendix D unless otherwise noted 

 

Table 9. Detailed ENACT Group Visit 2-hour Session Description 
Check In 
 
30 min 
 
Supporting Materials: 

• Check In Sheet 
• Participants’ Clinical 

Snapshots from EMR 
• Participant Folders 

• In Waiting Room: Participants complete Check-in Sheet 
and give it to the Medical Assistant (MA). MA takes 
vitals and enters them into the electronic medical 
record (EMR).   

 
• In Conference Room: Pass out Participant Folders and 

Clinical Snapshots from EMR to patients for their 
review.  Snapshots can be collected at the end of the 
session if any changes are needed (i.e. medication 
updates) 

 
 

Introductions 
 
15 min 
 

  

• Initiate a sincere welcome and introduce all staff and 
team members.  Model introductions to continue 
around the room. 
 

• To kick off the conversation, you can choose to show a 
brief video that introduces the conversation or serves as 
an example. The video should be short (less than 5 
minutes). 

 
Discussion 
 
60 min 
 
Supporting Materials: 

• Visual Aid on White 
Board or Poster 

• The Conversation 
Project Starter Kit 
(Appendix F)  

• PREPAREforyourcare.org 
pamphlet (Appendix F) 
 
 
 

Facilitation around specific ACP topics, such as: 

• Personal ACP stories, experiences, challenges 
• Personal values and quality of life preferences 
• Role of surrogate decision makers (choosing and 

sharing wishes with decision makers) 
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Goal Setting 
 
10 min 
 
Supporting Materials 

• ACP Goals Worksheet  
• Review Snapshot 

Prompt thinking and sharing of next steps or ACP goals, such as: 

• Based on today’s discussion, what is a goal you have 
between now and next session? [Suggest identifying a 
surrogate decision maker] 

• What are your next steps regarding advance care 
planning? [Suggest talking with a healthcare provider] 

Closing 
 
5 min 
 
Supporting Materials: 

• After Visit Summary 

• Thank participants for coming 
• Distribute After Visit Summary 

Optional: Medical Visit  
 
10 min 
 

• In line with other billable medical visits, patients may 
be seen by the provider for an individual visit. This 
could be related to ACP or another medical issue. 

Optional: Evaluation 
 
5 min 
 
Supporting Materials 

• Evaluation Form 
(Appendix E) 

• If doing quality improvement, ask participants to fill out 
an evaluation form at the end of the session. 

Optional: Debrief 
 
15 min 
 

• As a team, debrief the communication, group dynamics 
and process aspects of the group visit. Include any 
trainees in the discussion. 
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Over the course of the visit, as you encourage questions, participants will hopefully offer 
personal stories, topics, and questions. Here are examples of the diversity of topics that came 
up in our visits. 

Table 10. Exemplar quotes of topics brought up by patients in the University of Colorado Hospital pilot ACP 
Group Visits 

Advance directives Advance directives are not something done once in your lifetime. … Your health 
changes. Your circumstances. You age. They don't have to be something that is 
done only once. 

Artificial nutrition 
and hydration 

The main thing is to keep people comfortable. Keep them out of pain. But 
without eating, without food, isn't there pain? If they don't feed you 
intravenously? 

Cardiopulmonary 
resuscitation 

On CPR, one of the things was busted ribs. … There were several other negative 
aspects of getting CPR. 

Dementia 
 

I have a new dilemma since my wife has dementia.  We both have signed Do Not 
Resuscitate. The question is should we also sign a Do Not Prolong Life statement? 
For instance, if she gets a urinary tract infection, should they give her antibiotics? 

Emergency care 
 

Let me ask you about the practicality of things. Let's say you have documents but 
you have an emergency at home and the ambulance comes and takes you to the 
nearest hospital. Well, they don't have that document. 

Hospice care 
  

I'm thinking of my mother, who told me in May - she said ‘I'm ready to go. I've 
done everything in my life I want to do.’ It chokes me up when I heard this. And 
she was 93. She wasn't in any pain…And she had hospice, which she had agreed 
to earlier. 
Can you explain Hospice to me? We have a friend that has cancer and he's 
getting that, and I just don't know that much about it. 

Life sustaining 
treatment 

Is there a significant number who have declared I do not want life support and 
then changed their mind at the last moment? 

Long term care I'll finish this sentence: What matters to me at the end of life is … I've had some 
experience. I just put down no Nursing Home. Because I had an experience of 
two months with assisted living and then I had two months in rehab. … And so I 
indicated in my own family, that it is really the last place I want to be. 

Organ donation As you approach our age, are there any organs that are still desirable? 
Palliative care  I think we tend to agree that at this stage we would basically go with palliative 

care…to make sure she is comfortable. 
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Chapter 5.  Advance Care Planning  
 
Advance care planning is a process that supports adults at any age or stage of health in understanding 
and sharing their personal values, life goals, and preferences regarding future medical care. The goal of 
advance care planning is to help ensure that people receive medical care that is consistent with their 
values, goals and preferences during serious and chronic illness. For many people, this process may also 
include choosing and preparing another trusted person or persons to make medical decisions in the 
event the person can no longer make his or her own decisions. 
 

Advance Directives 
An advance directive is a legal document that guides families and healthcare teams as to medical wishes 
of an individual should they not be able to speak for themselves.  In the State of Colorado the most 
common advance directives are: Medical Durable Power of Attorney form, Living Will, CPR Directive, 
and/or MOST form.   

Advance Directives are important records that all people should have because they:  

• Give you control over your medical choices, even when you are not able to speak for yourself 
• Keep everyone informed 
• Let you have your wishes known and followed 
• Make it simpler for your loved ones and chosen medical decision maker 

See example of a UCHealth patient education flyer in Appendix F.  

 

Frequently Asked Questions about ACP  
*Only providers or an attorney can give specific guidance on how to complete the forms.  

What is Advance Care Planning? 

 “Advance care planning is making decisions about the care you would want to receive if you 
become unable to speak for yourself. These are your decisions to make, regardless of what you choose 
for your care, and the decisions are based on your personal values, preferences, and discussions with 
your loved ones.”  -  National Hospice and Palliative Care Organization 

What is an Advance Directive? 

 An advance directive is a legal document that guides families and healthcare teams as to 
medical wishes of an individual should they not be able to speak for themselves.  In the State of 
Colorado the most common advance directives are: Medical Durable Power of Attorney form, Living 
Will, CPR Directive, and/or MOST form.  

I’m healthy, why do I need advance care planning? 

In Colorado, no one is approved automatically to make healthcare choices for another adult–not 
spouses, adult children, other family members, nor doctors.  Because of this, it is very important to 
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name a person who would speak for your beliefs based on your wishes.  This gives you control over your 
medical choices, even when you are not able to speak for yourself. 

What if I change my mind or need to update? 

 “Preparing and signing an advance directives does not take away your right to decide what you 
want, if you are able to do so, or to provide input to decisions about your care at any time.  You may 
change your mind at any time about anything you have written in an advance directive.” – CO Hospital 
Association    

What forms do I need?  

 The MDPOA form is the most recommended by providers for everyone over the age of 18 and is 
the easiest form to complete as it does not require a witness or notary.  All other forms should be 
discussed with your Provider to determine if they are appropriate or necessary for you as an individual 
and to ensure proper completion.   

What is a MDPOA form? 

 This stands for a Medical Durable Power of Attorney.  This form legally tells providers who you 
have chosen to make medical decisions on your behalf, should you become unable to speak for yourself 
and how to contact that person.  This can be updated at any time and does not require a witness or 
notary.   

What is a living will? 

 A living will contains guidelines for your family and healthcare team of more specific medical 
treatment you would want to receive should you be unable to make those wishes known.  This 
documents requires your signature and also a witness.  It does not go into effect until it has been 
determined you are unable to make your own decisions.  This document is best discussed with your 
provider.  

What is a MOST form? 

 MOST stands for Medical Orders for Scope of Treatment.  This form contains medical decisions 
about particular life sustaining treatments.  It is not an advance directive and does not appoint a 
healthcare agent.  This document is not for everyone and is best discussed with your provider and 
requires a provider’s signature.        

 *MOST is the Colorado Program for the Physician’s Order of Life Sustaining Treatment (POLST) which is 
the national system of portable medical orders.  

What happens if I don’t have a document on file? 

 In the State of Colorado, if there are no advance directives on file for you, there is no automatic 
surrogate decision maker.  Providers must determine individuals who are “interested parties” and the 
consensus of these individuals are taken into account.  This often causes undue stress, possible conflict, 
and may result in unwanted care.   
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What is a Healthcare Agent? 

 A healthcare agent is simply the person you have chosen to made medical decision on your 
behalf, should you become unable to speak for yourself.  This person may also be called your healthcare 
decision maker, surrogate or proxy.   

Who makes a good Healthcare Decision Maker? 

A healthcare agent (surrogate or proxy) is someone you designate to make medical decisions for you if, 
at some future time, you are unable to make decisions for yourself. Your agent can be a close relative or 
friend, but should be someone who knows you well and someone you trust. In most states, your agent 
can make decisions any time you lose the ability to make a medical decision, not just decisions about the 
end of life. 

Consider these questions when choosing a healthcare agent (and a backup agent): 

• Do they know you well and understand what is important to you? 
• Will this person be calm and rational in a crisis situation? 
• Is the person willing to speak on your behalf? 
• Are they willing to accept and learn about his/her role? 
• Can they follow your decisions even if they disagree? 
• Would they be able to act on your wishes and separate his/her own feelings from yours? 
• Do they live close or could they travel to be at your side if needed? 
• Are they someone you trust with your life? 
• Will they talk with you now about sensitive issues and listen to your wishes? 
• Will they be available long into the future? 
• Will they be able to handle conflicting opinions between family members, friends and medical 

personnel?  

Are there advance directives available in Spanish? 

In Colorado, Spanish forms are available online at http://coloradoadvancedirectives.com under 
the Links and Downloads tab.  Click on “Your Right to Make Healthcare Decisions, in Spanish”.  The 
advance care planning team can send you a self-addressed stamped envelope.  Please make a copy of 
your documents, send us the copy and keep your originals.  You can also bring copies of your documents 
to your next visit.  It is recommended you give copies to family members and friends who may be 
involved in your medical care.  Store original documents in a place that is easy to get to.  

Other languages or for other states? 

Easy-to-Read Advance Directives are available for multiple states and in multiple languages online at 
https://www.prepareforyourcare.org/advance-directive.  

Medical Treatment Options 
Depending on the participants’ questions, it may be appropriately to specifically discuss particular 
choices. We recommend having copies of the Colorado Medical Orders for Scope of Treatment as a 
resource, and have provided a copy in Appendix F.  

http://coloradoadvancedirectives.com/
https://www.prepareforyourcare.org/advance-directive
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Chapter 6. Optional – Quality Improvement   
There are clear opportunities to conduct quality improvement projects and research through the 
implementation of the ENACT Group Visits. We are sharing our  

Suggested Outcomes of ENACT Group Visits  
To determine the effectiveness of the intervention and your implementation processes, we recommend 
assessing the following domains: 

Domain Description Data collection Example measure 
Reach How many people did you 

reach? How effective were 
your recruitment processes? 

Track your 
recruitment 
process 
 

• # of people who 
participated/# of people 
who were contacted 

Effectiveness Patient-reported Satisfaction 
with Group Visits 

See Post-Session 
Evaluation  

• Would recommend to 
another person 

Patient-reported Behavior 
Change 

See Pre-Session 
Evaluation 

• Readiness to engage in 
ACP                         

Patient-level ACP outcomes Patient report 
(Recommend as 
baseline and 3 or 
6 months) 

• Patient decides on a 
surrogate   

• Patient discusses values 
and care preferences 
with clinicians 

Electronic 
medical record 
(Recommend as 
baseline and 3 or 
6 months)  

• Medical record contains 
advance directive or 
documentation of 
patient refused 

• Medical record contains 
documentation of the 
surrogate 

• Documents values and 
care preferences (i.e. 
PCP note or other 
provider note) 

• Medical record contains 
physician treatment 
orders (e.g., POLST, 
code status) when it is 
clinically appropriate                                        

Check the electronic medical record for the following outcomes: 
• Advance Directive in Chart 
• Mention of Advance Directives in the Snapshot 
• Code Status 
• Physician notes mentioning Advance Care Planning or Code Status  

 
Document data at three time points: 1) prior to Session A, 2) about 2 weeks after Session B and 3) three 
months after Session B 
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Appendix A. Overview 
 

Medical Assistant Role 
A designated Medical Assistant (MA) will be responsible at each group visit for:  

• Escorting patients into clinic for check-in process, as would be done for traditional visit 

• Giving each participant a Check-in Sheet and medication list for review.  The MA will ensure that 

both portions are completed before the group begins 

• Measuring vital signs and recording on patients’ Check-in Sheets. 

• The Check-in Sheet will be kept by the MA as a reference for the Evaluation & Management 

(E&M) notes. The MA will provide the patients with a copy of their Check-In Sheet if they would 

like a copy of their vitals 

        Note: All reports should be handed out individually to protect private health information 

• Escorting participants to the ENACT group visit meeting room 

• Passing all completed Check-in Sheets to the provider for review before the group begins and 

informing the provider if there are any issues or concerns that should be addressed.  The 

provider will pass the forms back to the MA so they can begin E&M notes 

• Starting regular E&M notes 

        Note: To optimize clinic and ENACT visit flow, all E&M notes should be started after          

participants have been checked-in and taken to the group room 

• Coordinating the opportunities for desired individual visits before the group begins and getting 

participants into exam rooms after the group 

• Being available for the entirety of the ENACT visit to do blood pressure re-checks, lab draw, 

immunizations and any other supplemental tasks which might arise 

• Joining the ENACT Visit as an observer after the E&M notes have been started 

 

The Medical Assistant can print the following PATIENT documents, prior to ENACT Group Visit, if 

appropriate: 

Medication list; “SNAPSHOT” or “Face sheet” for patient’s to review healthcare directive information 

from the EMR; After Visit Summary 
This was part of the University of Colorado Hospital prototype and is provided as a sample for training. 
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Scheduler Role 
What is the ENACT Group Visit? 

If a patient asks…. 

• This is a new group visit here in the clinic. It is a safe place for people to talk about 
what’s important about their future medical care. The group will meet twice, one 
month apart, with one of our doctors and our social worker. The group is for 
people who want to talk through their experiences or have questions about 
advance care planning. 

• If you are interested, I can pass your name to the program assistant [name] and 
he/she can give you more information. 

 

Key facts: (to respond to questions) 

• Groups of 10-12 patients meet in the clinic conference room 
• Meets two times, one month apart 
• Run by [facilitators] 
• Patients can be seen by [Provider’s name] individually for specific medical issues 
• Normal co-pays apply 
 

Scheduling Clinic Work Flow 

1. For EHR-based referrals: 
a. Do not schedule. The Program Assistant will contact these patients and invite 

them to participate. 
b. After patient agrees, the Program Assistant will contact and ask lead clinic 

scheduler to schedule for both group visit dates. 
2. For patients who ask about the Visit: 

a. Give them a color flyer and letter of invitation (already stapled).  
b. See talking points above. 
c. Ask if they would like to be contacted by the Program Assistant.  

 
  

This was part of the University of Colorado Hospital prototype and is provided as a sample for training. 
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Appendix B. Group Medical Visits  
 

Example Documentation Templates 
In the University of Colorado Hospital pilot, I developed templates to assist with documentation. 

Session 1: Example Assessment and Plan: 

 
Additionally, I pull in Visit diagnoses with a brief plan. 

 

 

 

 

 

 

This was part of the University of Colorado Hospital prototype and is provided as an example. Billing 
and documentation practices should be discussed with appropriate advisors. 
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Session 2: Example Assessment and Plan: 

 

 

 

 

 

 

 

 

 

 

 
Example language for Billing for ACP:   

 

 

This was part of the University of Colorado Hospital prototype and is provided as an example. Billing 
and documentation practices should be discussed with appropriate advisors. 
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Appendix C. Recruitment 
 
Sample Recruitment Letter 
 
 
Dear Patient_name,         Date 
 
Many people say that making sure their loved ones are not burdened by tough medical 
decisions is extremely important, yet people often have not talked about their wishes with their 
loved ones. A quality improvement program at the *** has been designed to empower people 
to think and talk about their future medical care preferences during serious medical illnesses.  
The program is called “Engaging in Advance Care Planning Talks (ENACT) Group Visits”.   
 
The ENACT group visit program is for patients (age 18 and up) who are seen at any of the 
University of Colorado primary care clinics.  The program provides encouragement and 
support for thinking through issues related to advance care planning.  In these group visits, up 
to 12 people will meet together with a [clinical social worker and a University of Colorado 
primary care doctor] to discuss advance care planning and what is most important to them in 
the future regarding their wishes for medical care. You will be able to discuss your experiences, 
questions and concerns in an unhurried setting. 
 
The program involves two group visits about 1 month apart that meet at [location].  Each 
session will start at [time] and run about 2 hours. The group discussion is 1 hour; the other time 
is for medical issues and a chance to give feedback.  After the group session, you can meet with 
the group visit doctor for a brief 10-minute one-on-one clinic visit if you have a medical 
concern. Each participant will sign a privacy agreement to ask that group discussions remain 
confidential.  Your routine co-pay for clinic visits applies and covers the group visit and 
optional individual visit with the doctor. If you don’t normally have a co-pay for your clinic 
visits, there is not cost. 
 
The ENACT Group Visits are scheduled for [dates].   I will contact you soon to describe this 
program in more detail and ask about your interest in participating.   In the meantime, if you 
have any questions, please feel free to contact me at [contact information] 
 

Sincere regards, 

 

[program assistant name] 

ENACT Group Visit Program Assistant 
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ENACT Group Visit – Provider Information Sheet  
The ENACT Group Visits are open for referrals!  
Groups in [location] Clinic are scheduled to start in [month]!  

• Opportunity for your patients to learn and discuss advance care planning  
• Uses The Conversation Project Starter Kit, an advance care planning tool  

 
Group visit description:  
The Engaging in Advance Care Planning Talks (ENACT) Group Visit is a new group visit in 
[health system] primary care clinics. This Advance Care Planning Group Visit is modeled 
after the University of Colorado group medical visits. The groups are a safe place for 
people to talk about what’s important about their future medical care. Participants will 
be able to share their experiences and ask questions about advance care planning. This 
is a quality improvement project.  
 
Details for the Group Medical Visit  

• Series of two visits, one month apart  
• Groups of up to 12 patients; caregivers will also be invited  
• Facilitated by [names]  
• Meets in the [location] conference room  
• Patients can be seen individually if needed (you will be cc’d on the visit note)  
• NOT FREE, patient pays normal co-pays.  

 
Please refer patients:  

• 65 years or older [or tailored to your population] 
• English speaking, able to participate in a group setting  
• Regardless of whether an advance directive is on file  

 
Recruitment process:  

• Place referral in EPIC (search: ACP; Group, Advance, Care, Planning)  
• All patients will be contacted by [program assistant] to be provided with more 

information  
• Patients may self-refer based on clinic posters/flyers/contacting call center. 

(Scheduler will send you a note indicating they are interested. If you think they 
are appropriate, please reply: Ok to schedule. [Program assistant] will then 
contact.)                               

Contact [names/numbers], with any questions. 
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Phone Script to Invite Referred Patients to ENACT Group Visits 
 

Hello my name is __________________. I’m a program assistant calling from 
[location] to speak with _______________.  (Ask them how they’d like to be 
addresses, e.g., “Mr. Jones” or “John” etc.)  The purpose of this phone call is to 
follow up about the letter you should have received recently about a new 
program called “Engaging in Advance Care Planning Talks Group Visits”. 

Did you receive the letter? 
0 = NO          1 = 
YES 

NO:   Would you like to hear about it?  [If not, thank them and hang up.] 

[If yes]This program is for people aged 18 or older who are cared for at a 
University Hospital outpatient clinic. It is designed to improve understanding of 
Advance Care Planning and to help people talk about their wishes regarding 
their medical care if they became seriously ill. This group is for anyone who’s 
interested in trying to have a conversation about these issues with family or 
friends and would welcome the support of being in a group with others who 
want to try it as well. 

 

YES: Great! As stated in the letter, the program involves two visits that will each 
last about 2 hours.  The visits will take place about 1 month apart at [clinic].  
Each group will have up to 12 participants and will be facilitated by a physician, 
[name], and a [name and occupation].  Following each group visit there will be 
time for an individual medical visit with a doctor or [occupation] if you would 
like. Please allow additional time if you want a one-on-one visit. 

Do you have any questions for me? 
0 = NO          1 = 
YES 
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If he/she has already completed an Advance Directive in 
their chart: 

0 = NO          1 = 
YES 

NO:  Reinforce the importance of their clinic knowing their end-of-life wishes.  
Acknowledge that the Advance Directive paperwork can be confusing and that 
we’ll be reviewing all of them. 

 

YES:  If you have already completed an Advance Directive, I encourage you to 
participate so others can learn from your experience.  You may also want to 
bring it in if you want to update it. 

Are you interested in participating? 
0 = NO          1 = 
YES 

NO:  Thank the person for their time and ask: “Do you mind telling me more 
about why you’re not interested at this time?” (RECORD REASONS) 
 

 

YES:  Wonderful: 

1) The routine co-pay for clinic visits will be required. You have [insurance 
types] – what is your normal co-pay? 
 

2) The first group visit will be held on [Date] and the second visit will be on 
[Date and Time]. I will send you a confirmation letter soon and a 
reminder letter about two weeks before the first visit. 
 

3) Thank them for their time 
 

 

 

 

 



41 
 

Electronic Record (EPIC) Referral for the Advance Care Planning Group Visit 
To facilitate referrals from providers, we developed an electronic referral that was 
routed to key staff (physician lead and program assistant) 

 

Searchable by: Advance, Directive, Conversation, Group, AD, ACP, care, planning 
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Appendix D. Facilitation  
 

This Appendix includes “Ready to Adapt” forms for the ENACT Group Visits. 

• Check-In Sheet 
• Agendas 
• ACP Goal Worksheet 
• Session A Facilitation Guide 
• Session B Facilitation Guide  

 

SUGGESTED INTERVENTION MATERIALS AND EQUIPMENT 

Depending on the specific ACP educational resources available or chosen, we suggest the following 
materials and equipment to enhance the patient’s experience: 

Table 1. List of Suggested Materials and Equipment 

• ACP forms (See Appendix F) • Name Tags • Laptop & Projector 
• Participant Folders                    • Pens • Audio Speaker for Video(s) 
• Facilitation Guide (See Ch. 4) • Water; Mints • White Erase Board and Marker 
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Check-in Sheet 
Name: _____________________  Date:___________________ 
VITALS - to be completed by Medical Assistant: 

Weight:  Temp:  BP: ____ /____ Pulse: ______ 
 

1. In general, would you say your health is:      Excellent / Very Good / Good / 
Fair / Poor 

                     
2. Have you gone to the hospital or an urgent care clinic since you last were last 

seen in clinic?    Yes  / No  
 
If yes, what was the reason?          
           

 
3. Do you have any of the following?: 

Fever or chills  Yes  / No  Nausea or vomiting  Yes  / No 

Shortness of breath Yes  / No  Rash or skin change  Yes  / No 

Chest pain  Yes  / No  Dizziness   Yes  / No 

4. Allergies Assessment  
     Have your allergies (medications, food, environmental) changed Yes  /  No 
     since your last visit?      
 

If yes, what is your new allergy and what was your reaction?   
_________________________________________________________________      
_________________________________________________________________ 

 
5. Have you recently stopped, started or changed a medication?    Yes  /  No 
 

 If so, what was the change?           
               

6. Pain Assessment     
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a) Do you have pain today?  Yes  /  No 
 

b) If Yes, please circle how much pain you are in: (0=no pain, 2=mild, 
4=moderate pain, 6=severe pain, 8=very severe pain, 10=worst possible) 

0     1      2      3      4      5      6      7      8      9      10 
c) How would you describe the pain? [ aching ][  stabbing ][  tender ][  numbing ]      

[  dull ][  crampy ][  throbbing ][  gnawing ][burning ][  deep ][  shooting ]      
     [  sharp ]  [  nagging ]  Other:  ____________________________________ 
d) Where is the pain?_____________________________________________ 

 
7. History: 

a) Do you currently smoke? Yes  /  No  If yes, are you ready to quit? Yes  /  No 

b) Are you a former smoker?   Yes  /  No   If so, when did you quit?  ________ 
 
8. Fall assessment:  

a) Have you fallen in the last 3 months?         Yes  /  No 

b) Do you have a fear of falling or find it difficult to walk?      Yes  /  No 

c) Do you currently use an assistive device (walker, cane, etc)?       Yes  /  No 
  
9. Depression Screen: 

a) Have you felt down, depressed or hopeless in the last 2 week?      Yes  /  No 

b) If yes, how many days have you had little interest in doing things? 
 

Few Days  More than half days  Almost all days 
 

c) If yes, have you had thoughts of hurting/killing yourself?         Yes /  No 
 

10.  Do you have any medical concerns you wish to discuss at this visit?   Yes  /  No 
              
           __   
 

11.  Would you like to see the physician for an individual visit after today’s group 
session?                                  Yes  /  No 
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Participant Folder Contents 
 

Left side (Session A)  

Order Document Color 
1 Session A agenda White 
2 Medical Durable Power of Attorney form White 

 
• Insert Facilitator’s Business Card 

 
• Bring copies of the Conversation Project Starter kits to distribute if needed (participants will 

have already received them in the reminder letter) 
 

• Optional for Quality Improvement: Bring Evaluation Forms to be distributed 

 

Right side (Session B) 

Order Document Color 
1 Session B agenda White 
2 Medical Record update form White 
3 Note paper White 

 

• Insert other Facilitator’s Business Card 

• Have the Five Wishes and all other Advance Directive Forms available 

 

• Optional for Quality Improvement: Bring Evaluation Forms to be distributed 
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SESSION A Agenda 
 

1:00 PM – 1:30 PM Check-in and Welcome 

1:30 PM – 1:45 PM Introductions and Video (4 minutes) 

1:45 PM – 2:45 PM Sharing Experiences about Advance Care Planning 
Discussions & The Conversation Project 

2:45 PM – 3:00 PM Closing and Completion of Evaluation Form 

3:00 PM – 4:00 PM Individual visits if needed 

 

Contents on this side of the folder: 
1. Advance Care Planning goals worksheet 

2. Medical Durable Power of Attorney for Healthcare Decisions Form  

3. Evaluation form 
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SESSION B Agenda 
 

1:00 PM – 1:30 PM Check-in and Welcome 

1:30 PM – 1:45 PM Introductions and Follow Up 

1:45 PM – 2:45 PM Group Discussion 

2:45 PM – 3:00 PM Closing and Evaluations 

3:00 PM – 4:00 PM Individual visits if needed 

 

Contents on this side of the folder: 
• Note paper 

 

  



48 
 

Teaching Aid During ENACT Group Visit 
 

White Board/Poster Visual Aid 

 

 

• The Advance Care Planning circle represents what the group visit should cover 
• Words outside the circle represent common tangents of conversation 
• Use this visual aid to help steer conversation to targeted ACP conversation  

 

 

 

 

 

 

 

 

 

 

 

Advance Care Planning  

Conversations 

Medical Power of Attorney 

Living Will  

 

Finances 

Where You Live 

After Death 
Arrangements 
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ACP Goals Worksheet 
 

1. If you are ready to take a next step:  

 

 

 

 

 

 

2. If you are ready to take a next step:  

WHEN will you do this? 
 
 
 
 

WHO will you do this with? 

HOW will you do this? 
 
 
 
 

WHERE will you do this?  

 
3. How likely are you to take this next step? 

Definitely will not Probably will not Not sure Probably will Definitely will 
 

 
 

Name:            Date:      

Please WRITE what your NEXT STEP will be.  
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ENACT Group Visit Intervention - Session A Facilitation Guide  
SET-UP/ Materials 
• Set up projector, laptop, audio 

speaker for video 
• Set up water and mints, pens, clock 

(if facilitators need to track time)  
• Set up name tags and folders for 

each participant 
• Lay out advance directive and other 

ACP forms on a “resource table” 
• Group Visit in Progress sign for door 
• White erase markers; tape 

 
Check in (participants are in waiting room) – [9 AM or 1 PM] 
Participants complete Check In Sheet and give to Medical Assistant (MA). MA enters 
vitals and required clinical screening questions into electronic medical record (EMR). 
MA organizes based on whether any patients want an individual visit, gives to provider 
to use at end of group session. 

 
Participants enter conference room:  
Pass out personalized Participant Folders  [VOLUNTEER] 
[Optional – Provider can pass out Clinical Snapshots to patients for their review. These 
can be collected at the end of the session if any changes are needed (i.e. medication 
updates)] 
 
Welcome – [9:30 or 1:30 PM, 5 minutes]     FACILITATOR 1 
Thank you for coming. I’m (FACILITATOR 1, provider), one of the providers in (Clinic 
name). Together with (FACILITATOR 2), we will be facilitating a group discussion in the 
next hour about advance care planning. You will see me taking notes because I will 
summarize this visit for your main medical provider. 
 
OPTIONAL for QI projects: We will be recording our conversation so that we can 
improve the overall structure of this visit as a quality improvement program. The 
recording will not impact your medical care or be shared in a way that identifies you. 
[start recording]  
 
Since this is also a medical visit, your regular co-pays and coverage will apply. After our 
group discussion, I am available to any of you for an individual medical visit if you want. 
 
Introduce PURPOSE of meeting – (can use white board as a visual aid) 
• The purpose of these two sessions is to have a group discussion, including your 

thoughts and questions, about advance care planning.  

Advance Care Planning 

-Conversations 
-Medical Power of 

Attorney 
-Living will 

  

White erase board: 

Finances 

Where you live 

After death 
arrangements 
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We want you to -  
1) Consider what’s important to you for your future medical care, and  
2) Empower you to have a conversation about your wishes with someone you 

want to be involved in your medical care, like a family member, trusted friend 
or your medical provider. During these visits we will refer to this as “The 
Conversation.” We feel these conversations are the most important part of 
advance care planning. 

3) Finally, we want to encourage you to complete the medical power of attorney 
paperwork. This is how you can formally choose someone to be your healthcare 
decision-maker if you are unable to make your own decisions. If you have 
already done these things, we encourage you to identify a next step appropriate 
for you. 

 
Your folder has our schedule for today.  We have also provided note paper if you wish 
to take notes.  We will start by introducing everyone in the group and begin to talk about 
what advance care planning is. Today, our focus will be on thinking about what matters 
most to each of us about future medical care and who we would like to be involved in 
our medical care when we are sick. By coming to this group, you all share a desire to try 
to have this conversation, and welcome the support of others who want to try it as well.  
OPTIONAL - At the end, we have an evaluation form for you to give us feedback. 
  
Ground Rules – [9:35 or 1:35 PM, 5 minutes] FACILITATOR 2 
We want this group discussion to feel relaxed and safe. Here are some ground rules to 
help us: 

• Privacy. Please do not share others’ personal stories. 
• Listen quietly and don’t interrupt. This is not a time to offer advice or solve 

problems. 
• Please turn off cell phones. 
• Bathrooms are located… 
• Please help yourself to water and mints… 

 
Introductions and Rapport Building –9:40 or 1:40 PM   FACILITATOR 2 
Let’s begin with introductions. We hope you feel at ease as you get to know each other 
and can chat as if you’re around your kitchen table.  

• [For Participants] Can you give us your first name and briefly share what you 
hope to gain from today’s group? [Start with a volunteer, go around in a circle] 

• [For staff, trainees, visitors] Would the folks sitting around the outside of the room 
introduce themselves?  

 
To introduce what we mean by “The Conversation”, we’re going to start with a short 
video about having the Conversation. [Show appropriate video (i.e. ABC News 4-
minute)] 
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Sharing Experiences about ACP discussions/Conversation  FACILITATOR 1 
We know that each of you have had different experiences thinking and talking about 
what matters to you if you are very sick or at the end of your life. The video is just one 
example. We’re interested in hearing diverse perspectives. 

• Any thoughts on the video? [specifically open ended to allow rapport to build] 
• Has anyone started thinking about what is most important to you, or have you 

had experiences with serious illness or death? [BIG question to hopefully start 
sharing of stories] 

• [If needed] We know this subject is difficult to talk about and that people 
generally have many questions. What questions would you like to have 
answered today? [Identifies expectations and needs] 

 
Introduction to ACP Resource (i.e Starter Kit)[10:00 or 2:00 PM, 30 minutes] 
FACILITATOR 1 
In this group, we want to give you a Tool to help you think about what’s important to 
you and share these thoughts with someone you trust. Let’s look at your handout 
[Starter Kit]. This handout is yours to take home and continue thinking about. Some of 
you may find it helpful to use this as a worksheet to help you think about different parts 
of the conversation. 
You can see the questions that we’ve already started talking about. “What matters to 
me is…” and “What matters to me at the end of life is…” 

• As you look at this page, are you surprised by any of the questions or by any of 
your responses?  [specifically open ended to provide an introduction and 
discussion around the starter kit, without being too in-depth] 

• What does this handout bring up for you? Would anyone be willing share how 
they answered some of the questions?  

 
This handout is a great tool to help you think about things you might want talk about. It’s 
important to share with someone you trust about how to make decisions in case you 
become too sick to make your own decisions. 
 
VOLUNTEER’s Story -> Decision Maker Discussion [10:05, 2:05 PM]
 [Volunteer/Peer]  
Now we want to invite VOLUNTEER to share a personal experience having the 
conversation. 

• Has anyone else had experiences making medical decisions about serious 
illness? This could be for yourself or someone close to you. 
 

Like VOLUNTEER’s story, it can be important to have someone who can speak for you.  
Everyone is different and the process of choosing a medical decision-maker or MDPOA 
is unique to each person’s circumstances.    
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• What makes a good spokesperson or decision maker? [Respects your wishes; 
asks doctors questions;  acts as your voice; is someone you trust] 

• Who would you want involved in your care? 
 
DISCUSSION of Planning to Talk  [10:25 or 2:25 PM]  FACILITATOR 2 
We want to show you another part of the Starter Kit. This helps you plan for talking with 
someone. These are suggestions for you to consider. Remember this conversation 
often happens over more than one discussion. 

• As you look at this, would anyone like to share what you’ve thought about 
regarding who you want to talk with? 

• What would a meaningful discussion with your spokesperson look like to you? 
What do you want to say or make sure they know? What have you said, if you’ve 
already started this conversation? [open-ended question to encourage defining a 
“quality ACP discussion”] 

• Has anyone here already chosen a decision maker?  
 
This person and possibly an alternate, if you have one, is your spokesperson. They are 
someone you trust to act on your behalf if you are unable to make health care decisions or 
communicate your wishes. Here in Colorado, this is called the Medical Durable Power of 
Attorney for Health Care or MDPOA. This is probably the most important document of all of the 
advance directives. 

 
Wrap up/MDPOA [10:40 or 2:40, 5 minutes] FACILITATOR 1 
Today we have discussed two main things: 
First, you’ve each shared some experiences regarding advance care planning and 
what’s important to you for your medical care.  
Second, we’ve discussed some suggestions for talking with someone you trust. 
 
Goal Setting 

• Based on today’s discussion, please consider a goal you would like to 
accomplish between now and next session. This next step could be anything 
that is important to you – this is your process.  
Optional – Use the “advance care planning goals worksheet”. (could be attached 
as last page of Conversation Starter kit).  

o Please write down your identified goal by answering question 1 on this 
worksheet.   

 
o If you are unsure of what you would like to set as a goal, please look 

at the options as possible next steps.  Let’s review these options 
together.  For those of you who have chosen someone you trust to be 
involved in your medical care, we recommend having the conversation 
with that person and completing the Medical Power of Attorney paperwork. 
We have included the Medical Power of Attorney paperwork in your folder 
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if you need one. If you complete it, please bring it back next session and 
we will copy it for your provider and medical record. 

 
• If you are not ready to take a next step, or you want more information, we 

recommend you visit the PREPARE website. It has easy to follow videos and a 
step-by-step guide. We have pamphlets that give you more information about the 
website. 

Now, we would like to go around the room and invite each of you to share your 
specific goal. I will share your goal with your primary care provider as well. 
 
Inviting someone to attend Session B [Optional]: 
If you have someone in mind whom you would want involved in your medical care in the 
future, we invite you to bring that person with you to the next group so that they may be 
part of this conversation. 
 
 
Resource needs: 
We know you may want help with other types of planning resources such as long term 
care or elder care attorneys. We have a starting point that you might find helpful or, you 
may opt to schedule an appointment with (clinic social worker/care manager).  

[OPTIONAL - Pass out “Let’s Talk” to anyone who wants it] 
 
Medical Visits – [10:45 or 2:45 PM]    FACILITATOR 1 
Since this group is also a medical visit, I am available to see anyone who wants to see 
me for a brief individual medical visit. From your check in forms, I will plan on seeing the 
following patients (X, Y, Z). Is there anyone else who would like to be seen? After this 
group session is done, please go out to the waiting room and our medical assistant will 
help coordinate the visits. 
 
Closing -  [10:50 or 2:50 PM, 10 minutes]  FACILITATOR 2 
Thank you all for sharing your thoughts. We hope it has been helpful to hear from others 
and discuss these issues in a safe group setting.  
 
OPTIONAL - The last thing we would like you to do is to please complete an 
evaluation form before you leave so that we can improve this program. VOLUNTEER 
or staff member may call you to do a brief telephone interview for more feedback. We 
appreciate your help with this. 
 
For next time: 
• Please take the Conversation Project handout home and work on your next step.  
• Bring your folder back to our next clinic visit will be on _date_. We will share how 

the conversation or your next step went.  
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• If you have specific questions about advance directives, please talk with (provider, 
clinical social worker, care manager) after the group. I am happy to discuss 
individually with you. If you have an advance directive at home, please bring it to 
the next session so we can make sure a copy is part of your medical record. 

• For those of you who will see (FACILITATOR 1, provider), you can wait in the 
waiting room and our medical assistant will coordinate these visits. 

 

Final activities prior to Group Dismissal: Distribute EPIC after visit summary, collect 
completed evaluation forms (if used). 
TEAM Debrief – (facilitators, any relevant clinic staff, any trainees, volunteers, visitors) 
After patients have left, debrief as a team to discuss group dynamic, ACP barriers and 
goals, needed follow up, tailored plans for next session. Note – group visit provider may 
not be able to participate if they are seeing individual patients. 

 
 
Recommended ACP Materials: 

• Participant folder: contents included –  
 
Advance directive and ACP handouts –  

• Conversation Starter Kit (2 page or 8 page version) 
• PREPAREforyourcare.org pamphlet 
• Advance care planning goals worksheet (can be included with ACP resource; 

attached to this Facilitation Guide) 
 
Other planning resources –  

• “Let’s Talk” 
 
Group Medical Visit materials: 

• Check In Sheet 
• ACP Goal Setting Worksheet 
• Evaluation Form 
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ENACT Group Visit Intervention - Session B Facilitation Guide 
 
SET-UP 

• Set up projector, laptop, audio speaker for video 
• Set up water and snacks, pens, clock (if facilitators need to track time)  
• Group Visit in Progress sign for door 
• Lay out advance directive and other ACP forms on a “resource table” 
• Supplies: White erase markers; tape, extra name tags 

 
Check in (participants are in waiting room) - [9 AM or 1 PM] 
Participants complete Check In Sheet and give to Medical Assistant (MA). MA enters 
vitals and required clinical screening questions into electronic medical record (EMR). 
MA organizes based on whether any patients want an individual visit, gives to provider 
to use at end of group session. 
 
Participants enter conference room: 
Welcome – [9:30 or 1:30 PM start, 5 minutes] FACILITATOR 1 
Thank you again for participating in this ENACT group medical visit. Your folder has our 
schedule for today.  
OPTIONAL for QI projects: We will be recording our conversation so that we can 
improve the overall structure of this visit as a quality improvement program. The 
recording will not impact your medical care or be shared in a way that identifies you. 
[start recording] 
 
Our plan is to hear how your conversations or next steps went and continue talking 
about advance care planning and what matters to you. We will also talk about some of 
the medical aspects of advance care planning, including talking with your primary care 
provider and updating your medical record.  
 
OPTIONAL - At the end, we have an evaluation form for you to give us feedback. 
OPTIONAL – There will also be an opportunity for an individual medical visit with me.  
 
The focus of this group is not on completing advance directives during the group, but if 
you would like to meet separately, I am available to you for an individual visit (or we can 
help schedule follow up with your PCP). 
Ground rules –  
Here are our ground rules for today to help this be a relaxed and supportive place. 

• Privacy. Please do not share others’ personal stories. 
• Listen quietly and please don’t interrupt. This is not a time to offer advice or solve 

problems. 
• Please turn off cell phones. 
• Bathrooms are located… 
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Introductions and Rapport Building – Goal: 9:35 or 1:35 PM [5 minutes]
 FACILITATOR 2 
Let’s do introductions again.  

• Can you give us your first name and tell us any thoughts, feelings or reflections 
you’ve had since the first group? [open-ended, rapport building] 

 
Sharing of Experiences/Conversations [25 minutes] FACILITATOR 2 
Our goal today is to share experiences having the conversation or taking a next step. 
Even if you didn’t do as much as you hoped, you still have a story to share. Just thinking 
about what is important to you is a success.  

• What was your goal (regarding ACP/having the Conversation) and how did it go? 
[Sharing about ACP discussions] 
 

• What did you learn from this experience that could help others take a next step? 
 

• Did anyone (else) choose someone to be involved in your care as a 
spokesperson or decision maker?  

o How did it go? What did you talk about? 
 

Follow up Discussion of Decision-Makers and Concept of Leeway: 
 FACILITATOR 1 

• We would also like to discuss flexibility or leeway in terms of medical decision-
making.  For instance, you might give your decision maker total flexibility to use 
their judgment for making a decision, some flexibility, or no flexibility, where you 
want them to follow your wishes exactly as you have stated.  We have four short 
videos for us to watch and discuss. 
[Show up to 4 leeway videos: 
https://www.prepareforyourcare.org/index.php?next&page=3-3_1 ] (Can pre-set 
to flexibility part of website) 
 

• What are your thoughts on flexibility or giving someone leeway to make 
decisions? 

 
Discussion of Common Medical Decisions: [10:05, 2:05 PM] 
 FACILITATOR 1 
The videos gave some examples of specific medical interventions that could come up. It 
also showed examples of strong feelings regarding certain interventions, such as a 
feeding tube in the case of dementia.  We’d like to spend some time discussing 
common medical decisions.  

https://www.prepareforyourcare.org/index.php?next&page=3-3_1


58 
 

• What are your questions or thoughts on what types of decisions might come up?  
[Might include thoughts on life support, ICU level care, CPR, hospice] 

Because there are so many potential medical decisions that can come up, it can be 
helpful to think about 3 categories of focus of medical care. 1 category is the desire to 
live as long as possible - no matter what the quality of life is. We would consider that “All 
Care Possible”. The 2nd category is to try to reverse illnesses if it is possible and being 
treated in the hospital, but wanting to avoid certain things such as the Intensive Care 
Unit where artificial life support is delivered. The 3rd category is comfort care, which is 
often delivered at home or in another appropriate setting, often with hospice. 

• What are your questions or thoughts about the kind of care you would OR would 
not want to receive? 

• Has anyone talked with their primary care provider about the type of medical care 
you would or wouldn’t want? What are things that can help with this? [Goal is to 
activate toward f/u with PCP] 

 Wrap up/Medical Record Update: [10:35 or 2:35 PM, 10 minutes] 
 FACILITATOR 1 
 
Goal Setting 

We would like to check in with everyone and encourage you to share another Advance 
Care Planning goal or next step that you hope to do.  Again, if you have not already 
appointed a Medical Durable Power of Attorney and/or have not talked to that person or 
your healthcare provider about your wishes for future medical care, we recommend 
following through with those actions steps. If you are still not ready to take any of those 
actions, or are still unsure of what type of medical care you might want, then we 
recommend PREPARE, a web-based, step-by-step guide, which will help you identify 
an appropriate next step for you, depending on your personal situation.  Let us know if 
you are interested in this resource. 

• Would anyone be willing to share a next step that they plan to take at this point? 

[Pass out Snapshot]  
Please take a look at your Snapshot (includes the ACP info currently in the EMR) 
and take out the Medical Record Update form in your folder. The Snapshot is 
information that is currently in your medical record. Is it accurate? Please fill out the 
Medical Record Update form, which helps me add information to your records. It is very 
important that we have a general contact person (someone you would want involved in 
your care). If you had chosen a Medical decision maker or have completed an Advance 
Directive, you can also provide that information.  
 

 [Collect Medical Record Update forms] 
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Closing:   10:45 or 2:45  FACILITATOR 1 
Thank you for participating in this group. We hope it has helped you to think 

about what’s important to you and talk about it with someone you trust. If you have more 
steps you would like to take in advance care planning, such as talking with your primary 
care provider, please be sure to schedule a follow up appointment for that purpose. 
Your primary care providers want to know your wishes.  I will summarize what you said 
in a medical note to your primary care provider and any other doctors that you ask me 
to. {If you completed an advance directive, we will make a copy to scan into your 
medical record. [Medical assistant help for scanning]} 

We recommend you keep the Conversation Project Starter Kit with any Advance 
Directives you have at home in the “orange” folder, where you can easily get to them. 
OPTIONAL 
• Please complete an evaluation form (the blue form) before you leave so that we 

can improve this program. 
• For those of you who will be seen for a separate medical visit, our medical assistant 

will coordinate these visits. We will use the clinic rooms for brief 10 minute visits. 
[Patients wait in the waiting room] 

• Everyone should stop by the front desk to get your After Visit Summary (or pass 
them out during the meeting if already printed by Medical Assistant) 

 
Final activities prior to Group Dismissal:  
Collect Medical Update Forms, distribute EPIC after visit summary, collect completed 
evaluation forms (if used). 
 
TEAM Debrief – (facilitators, any relevant clinic staff, any trainees, volunteers, visitors) 
After patients have left, debrief as a team to discuss group dynamic, ACP barriers and 
goals, needed follow up, tailored plans for next session. Note – group visit provider may 
not be able to participate if they are seeing individual patients. 
 
 
Group Medical Visit materials: 

• Check In Sheet 
• Medical Record Update Form (tailored to EMR advance care planning section) 
• Evaluation Form 
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Appendix E. Quality Improvement  
This section includes tools that we have used to evaluate and refine the ENACT Group Visits, 
including patient-reported outcomes. 

This section includes: 

• Fidelity and Adaptation Tools for ENACT Group Visits 
• ENACT Medical Visit Clinic Debriefing Tool 
• Baseline Assessment 
• Post-Session Evaluation 
• ACP Outcome Collection Tool 
• 6-month Patient Survey 
• 6-month Provider Survey 
• Trainee Evaluation Survey 
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Fidelity and Adaptation Tools for ENACT Group Visits 

As you are thinking about adapting the ENACT Group Visit to your clinic setting, you can 
consider the following intervention components. As the developers, we have identified Core 
Components that we think are essential. We feel that RED should not be changed; YELLOW 
can be modified with caution; and GREEN is ok to change. We have identified Peripheral 
Components that are optional, but we used them as add-ons to our pilot. 

Intervention Components Core vs Peripheral Rationale 
CONTENT   
Structure 
Sessions: Two groups, 1 month apart, 1.5-2 hrs 
Patients: goal of 8 to 12 adults 
Location: Clinic conference room 

Core/Yellow (Red, 
if not a group) 

Group dynamic/ 
Collaborative Learning 
Theory (CLT). 
2 sessions supports 
behavior change 

Learning tools  
Participant folders, note paper, pens; video 
projector; white erase board; water 

Core/Green Tools to meet needs of 
diverse learners (CLT) 

Use ACP resources appropriate for population 
and setting 

Core/Green Group dynamic/ CLT / ACP 
knowledge 

Appropriate advance directives are available Core/Green ACP as health behavior/ 
Education 

Facilitator Considerations 
Represent two different disciplines (i.e. MD, SW) 
Facilitator is able to bill, if medical visit (i.e. MD, 
PA, APN) 

Core/Yellow Group dynamic/ CLT 

Facilitation based on Collaborative Learning 
Theory – Focus on Group Dynamics 

Core/Red Group dynamic/ CLT 

Facilitation based on ACP as a health behavior – 
Focus on Goal Setting for ACP 

Core/Red ACP as health behavior 

Group Medical Visit Session Format (2 hrs each) 
Arrival, check-in, medical update (30 min) 
Introductions and rapport building (15 min) 
ACP discussion using group facilitation, a 

communication guide, ACP aids (60 min) 
Individual goal-setting (10 min) 
Closing (5 min) 
Optional: Workshop time to complete advance 

directives 
Optional: Individual clinical visits 

Core (if medical)/  
Peripheral if 
adapting to 
community setting 

 

Inclusion of family members/observers Peripheral ACP as health 
behavior/Education 

Participant follow up related to ACP after 
meetings (when, by whom) 

Peripheral ACP as health 
behavior/Education 

Use of peer volunteers to provide personal 
examples 

Peripheral Group dynamic/ CLT 
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CONTEXT   
Recruitment 
Publicity: Flyers, self-referrals 
Outreach: Letters, phone calls 
PCP Outreach: Referral from PCP via EMR 

Core/Green Sustainability in healthcare 
setting 

Setting 
Conducted in a primary care setting as group 
medical visit 

Core/Yellow Sustainability in healthcare 
setting 

Medical setting is able to coordinate group 
medical visit processes as a clinical team 

Core/Yellow Sustainability in healthcare 
setting 

Documentation and Billing 
Document individual evaluation and 

management (typically E&M code 99213)  
Update EMR with ACP preferences  
Communicate/integrate ACP preferences with 

primary care provider by visit 
documentation 

Core (if medical)/  
Peripheral if 
adapting to 
community setting 

Accessibility of ACP to 
healthcare system 

Presence of (medical) trainees Peripheral Sustainability in healthcare 
setting (training others) 

TRAINING AND EVALUATION   
Use tailored Facilitator guide for ACP discussions Core/Red Group 

dynamic/Collaborative 
Learning Theory 

Facilitator debriefing after sessions to reinforce 
content goals and group dynamic 

Core/Green Group 
dynamic/Collaborative 
Learning Theory 

Measure ACP outcomes, including healthcare 
decision maker; advance directives 

Core/Red Effectiveness 
measure/Sustainability in 
healthcare setting 

Measure patient-reported readiness for ACP; 
ACP discussions 

Peripheral Effectiveness 
measure/Sustainability in 
healthcare setting 
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ENACT Group Medical Visit Clinic Debriefing Tool 
Date:   Clinic:   Group #:  Session:  A  B 

Facilitators: 

Clinic staff: 

Debriefing facilitator/staff participants: 

 

Immediate reactions/feelings from group facilitators about how the group went? 

 

 

 

Any notable characteristics of the group session (how it may have deviated from 
plans)? 

 

 

What went well? 

 

 

 

How would you describe the group dynamic? Did everyone speak or did one or 
two dominate? 

 

 

 

What were barriers or limitations? 
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Unique aspects of the teaching and/or facilitation? 

 

 

 

Did this group session stimulate any new thoughts in any of us (people 
debriefing) about this model or about advance care planning in general? Will we 
make any changes to our plans? 

 

 

 

Do we feel that anyone in this group has cognitive impairment? 

 

 

 
 
Recommendations for future group visits: 

 

  



65 
 

Baseline Advance Care Planning Evaluation 
 

 

 

1. How knowledgeable are you about Advance Care Planning? 

 

Not at all A little bit Moderately Quite a bit Extremely 

 

               YES   NO 

 

2. I have talked with someone I trust to make healthcare decisions for me.  

 

3. I have named someone to make healthcare decisions for me.  

 

4. I have discussed these topics with someone on my healthcare  

    team (e.g., doctor, nurse, social worker).  

 

5. I have filled out an advance directive (e.g., living will) to guide  

    those I trust to make healthcare decisions for me.  

 

Name:            Date:      
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For questions 6-9, please choose the one answer that best describes your 
readiness. 

6. How ready are you to sign official papers naming a person or group of people 
to make medical decisions for you? 

 

I have 
already 
done it 

I am definitely 
planning to do it 
in the next 30 
days 

I am thinking 
about doing it 
in the next 6 
months 

I have thought 
about it, but 
am not ready 
to do it 

I have never 
thought 
about it.  

 

7. How ready are you to talk to your doctor about the kind of medical care you 
would want if you were very sick or near the end of life? 

 

I have 
already 
done it 

I am definitely 
planning to do it 
in the next 30 
days 

I am thinking 
about doing it 
in the next 6 
months 

I have thought 
about it, but 
am not ready 
to do it 

I have never 
thought 
about it.  

 

8. How ready are you to sign official papers putting your wishes in writing about 
the kind of medical care you would want if you were very sick or near the end of 
life? 

 

I have 
already 
done it 

I am definitely 
planning to do it 
in the next 30 
days 

I am thinking 
about doing it 
in the next 6 
months 

I have thought 
about it, but 
am not ready 
to do it 

I have never 
thought 
about it.  

 

9. How ready are you to talk to your doctor about the kind of medical care you 
would want if you were very sick or near the end of life. 
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I have 
already 
done it 

I am definitely 
planning to do it 
in the next 30 
days 

I am thinking 
about doing it 
in the next 6 
months 

I have thought 
about it, but 
am not ready 
to do it 

I have never 
thought 
about it.  

 

Study ID: ___________ 

 

Please answer these brief demographic questions. This information is 
confidential and will be kept private. 

8. Which of the following best describes your racial/ethnic 
background? 
 American Indian/Native American 

 Asian 

 Black or African American 

 White 

 Hispanic or Latino 

 Other (Please specify) __________________ 

 

9. What is the highest grade you completed in school? 
 Less than high school graduate 

 High school graduate or GED certificate 

 Some college 

 College graduate 

 Any postgraduate or professional 
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10. What is your current relationship status? 
 Married or with partner 

 Widowed 

 Divorced or separated 

 Single 

 

11. In the last 12 months, have you been a caregiver for another 
person to help them take care of themselves? 

 Yes   No        

 

 

Study ID#:______ 
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Session Evaluation 
 

 

 
 strongly 

disagree 
disagree neutral agree strongly 

agree 

1. The group visit setting is better 
for talking about advance care 
planning than a normal visit. 

1 2 3 4 5 

2. The group visit gave me useful 
information. 

1 2 3 4 5 

3. I felt comfortable talking about 
advance care planning with 
other people in the group. 

1 2 3 4 5 

4. Talking with other people about 
advance care planning was 
helpful. 

1 2 3 4 5 

5. I feel the group visit addressed 
my specific concerns. 

1 2 3 4 5 

6. I feel able to discuss advance 
care planning with my regular 
healthcare provider. 

1 2 3 4 5 

7. I would recommend these 
group visit sessions to a friend. 

1 2 3 4 5 

 

 

 

Name:  

Study ID Number:           Date:   
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ACP Outcomes (EMR Review) 
Referral # __________________________________ 
ACP Outcomes: First Review 
First review EMR ACP Review Date __________________________________ 
Health care decision maker listed? (free text box) Yes or No 
Code status documented? (Banner) Yes or No 
Code status (if documented): Full or DNR 
Media tab: First review 
Any Advance directive on file (include advance directive, CO MOST, DNR, etc.) Yes or No 
Directive type(s) on file (check all that apply): living will, MOST, CPR, MDPOA 
Is there an MDPOA on file? Yes or No 
Is there a MOST form on file? Yes or No 
Either MDPOA from media tab or healthcare decision maker listed in health care directive section? Yes 
or No 
Last PCP note: First review 
Is there an ACP discussion in the last PCP note prior to Session A? Yes or No 
ACP discussion note details: __________________________________________ 
In most recent PCP note, is there any discussion of values, wishes, or preferences for care? Yes or No 
Code status in note: Full, DNR, None 
Is there documentation of patient refusal of advance directives? Yes or No 
(Mark "no" if no mention of ACP) 
ACP OUTCOMES PRIOR TO SESSION A (BASELINE) 
Baseline EMR ACP Review Date __________________________________ 
Health care decision maker listed? (free text box) Yes or No 
Code status documented? (Banner) Yes or No 
Code status (if documented): Full DNR 
MEDIA TAB - Baseline 
Any Advance directive on file (include advance directive, CO MOST, DNR, etc.) Yes or No 
Directive type(s) on file (check all that apply): living will, MOST, CPR, MDPOA 
Is there an MDPOA on file? Yes or No 
Is there a MOST form on file? Yes or No 
Either MDPOA from media tab or healthcare decision maker listed in health care directive section? Yes 
or No 
Last PCP Note - Baseline 
Is there an ACP discussion in the last PCP note prior to Session A? Yes or No 
ACP discussion note details: __________________________________________ 
In most recent PCP note, is there any discussion of values, wishes, or preferences for care? Yes or No 
Code status in note: Full, DNR, None 
Is there documentation of patient refusal of advance directives? Yes or No 
(Mark "no" if no mention of ACP) 
THREE MONTH ACP OUTCOMES(allow 1-2 weeks after Session for processing) 
Date of 3 month EMR review: __________________________________ 
Healthcare decision maker named (free text box) Yes or No 
Code status documented? Yes or No 
Code status, if documented: Full, DNR 
MEDIA TAB - 3 month review(allow 1-2 weeks after Session for processing) 
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Any Advance directive on file (including advance directive, CO MOST, DNR, etc)? Yes or No 
Directive type(s) on file (check all that apply): living will, MOST, CPR, MDPOA 
Is there an MDPOA on file? Yes or No 
Is there a MOST form on file? Yes or No 
Either MDPOA from Media tab or healthcare decision maker from health care directive section? Yes or 
No 
SIX MONTH ACP OUTCOMES 
6 month ACP EMR review date: __________________________________ 
Healthcare decision maker named? (free text box) Yes or No 
Code status documented? (in banner) Yes or No 
Code status: Full, DNR 
MEDIA TAB - 6 month review 
Any advance directive on file (including advance directive, CO MOST, DNR, etc.)? Yes or No 
Directive type(s) on file (check all that apply): living will, MOST, CPR, MDPOA 
Is there an MDPOA on file? Yes or No 
Is the MDPOA form new compared to the study enrollment date? Yes or No 
Is there a MOST form on file? Yes or No 
Either MDPOA in Media tab or healthcare decision maker in the health care directives section? Yes or No 
Last PCP Note - 6 month review 
Is there an ACP discussion in the last PCP note? Yes or No 
ACP discussion notes: __________________________________________ 
In most recent PCP note, is there any discussion of values, wishes, or preferences for care? Yes or No 
Code status in note: Full, DNR, None 
Is there documentation of patient refusal of advance directives? Yes or No 
(Mark "no" if no mention of ACP) 
TWELVE MONTH ACP OUTCOMES 
12 month ACP EMR review date: __________________________________ 
Healthcare decision maker named? (free text box) Yes or No 
Code status documented? (on banner) Yes or No 
Code status: Full, DNR 
MEDIA TAB -12 month review 
Any Advance directive on file (including advance directive, CO MOST, DNR, etc.)? Yes or No 
Directive type(s) on file (check all that apply): Living will, MOST, CPR, MDPOA 
Is there an MDPOA on file? Yes or No 
Is there a MOST form on file? Yes or No 
Either MDPOA in Media tab or healthcare decision maker in health care directive section? Yes or No 
PCP Note - 12 month review 
Is there an ACP discussion in the last PCP note? Yes or No 
ACP discussion note details: __________________________________________ 
In most recent PCP note, is there any discussion of values, wishes, or preferences for care? Yes or No 
Code status in note: Full, DNR, None 
Is there documentation of patient refusal of advance directives? Yes or No 

(Mark "no" if no mention of ACP) 
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Six Month Follow-up Interview for Patients 
 

 
Thank you for agreeing to be in this study on advance care planning. This interview should take about 20 
minutes. Your responses will help us understand and improve this program. I will be recording this. Your 
responses will be confidential and we can stop at any point. 
 
I would like to start with some general questions. 
 
1. Please describe your experiences related to advance care planning since the study started? 

 Probe – “Tell me more about X” or “Please give an example of Y” 

2. Do you or did you have any goals related to ACP?   
• Probe - What were your goals?   

 

• Probe - Have you made progress on those goals?  What progress have you made? 
 

3. Have you discussed advance care planning with someone close to you? 
 

• Probe - Please describe that discussion.  
 

4. Have you discussed advance care planning with a health care provider?  
 

• Probe – tell me more about what you discussed.  
 

For participants in the ACP Group Visit Intervention arm: 

5. Thinking back to the group visits to discuss advance care planning six months later, tell me about 
your experience.  
• Probe – What did you think about the content? 
• Probe – what did you think about the format or structure of the group? 

 

6. What were the main advantages or disadvantages of the group? 
 

7. Are there other things you feel we need to know to be able to understand your experience with this 
program? 

Thank you for your help and feedback. 

Name/Study ID:            Date:    
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Primary Care Provider INTERVIEW GUIDE 
Thank you for agreeing to be in this study on advance care planning. This interview should take about 20 
minutes. Your responses will help us understand and improve this program. I will be recording this. Your 
responses will be confidential and we can stop at any point. 

Your patient(s) (will give Provider the patient(s) names) recently participated in a study on advance care 
planning that included receiving mailed information about advance care planning or participating in two 
group visit sessions on advance care planning. 

 

1. Have you discussed ACP with patients who have been involved in this study? 

• Probe – Tell me more about what you talked about. 

2. Do you think the study affected your patient’s ACP or discussions you had with them? 

• Probe – Can you give me an example. 

3. Did the study activities, either mailed ACP materials or the group visit sessions, affect your role or 

relationship with your patients related to ACP? 

• Probe – Was it easier or more difficult in any way? Please elaborate. 

•  

For Providers who had patients in the ENACT Group Visit study arm: 

Now, thinking about patients who participated in the group visits on ACP: 

4. What are your general impressions of the group visit sessions? 

• Probe – Can you give me an example of X… 

5. Thinking about the group visit documentation and communication you received from the group visit 

physician, was this information helpful or unhelp? 

• Probe – What was missing or needed? 

6. In your opinion, are there particular strengths or weaknesses about the group visits? 

7. Would you refer your patients to these sessions?  

• Probe - How could the clinic help these group to be sustainable? 

8. With proper training, would you be interested in facilitating group visits on ACP for your patients or 

practice?  

• Probe - What training would you need or want? 
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 ENACT Group Medical Visit – Trainee Evaluation 
 

 

Clinic location:   Seniors Clinic    IM Anschutz    IM Lowry    

Please take a few minutes to fill out the evaluation regarding Group Medical Visits. 

             Strongly 
Disagree 

Disagree Agree 
Strongly 

Agree 

1. This was an effective way to learn about advance 
care planning in a clinic setting. 

1 2 3 4 

2. The ENACT Group Medical Visits helped me 
remember the details of advance care planning. 

1 2 3 4 

3. I prefer to be in a regular ½ day clinic rather than 
an ENACT Group Medical Visit. 

1 2 3 4 

4. I felt I was a valuable part of the ENACT Group 
Medical Visits. 

1 2 3 4 

5. The structure of the ENACT Group Medical Visits 
was easy to follow. 

1 2 3 4 

6. I felt comfortable interacting with patients in a 
group setting. 

1 2 3 4 

7. Fitting the ENACT Group Medical Visits into my 
schedule was difficult. 

1 2 3 4 

 

Do you think ENACT Group Medical Visits were an effective way to learn about 
advance care planning?          

YES / NO     Please explain. 

 

           

 

Do you think usual care is a better way to learn about advance care planning than 
ENACT Group Medical Visits?    

     

YES / NO     Please explain. 

 

 

 

Name:           Date:  
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Appendix F. Advance Care Planning 
 

Here are collected resources that we have gathered. Please adapt to your clinical population’s needs. 
Some materials can be included in participants’ folders. Other materials can be available on a “Resource 
Table” 

List of ACP resources:  

Colorado MDPOA 
Colorado MOST 
The Conversation Project Starter Kit  
 
Advance directive and ACP handouts  

• www.theconversationproject.org  
• www.PREPAREforyourcare.org pamphlet 

 
Other planning resources, to support patients, not related to ACP  

• “Let’s Talk” 

 

 

Additional Resources 
Easy-to-Read Advance Directives: Provided through Prepare for Your Care with state-specific 
directives and available in multiple languages. Website: 
https://prepareforyourcare.org/advance-directive 

ACP Decisions: This is a nonprofit organization which focuses on video tools to promote 
advance care planning. Website: acpdecisions.org 

The Five Wishes: Provided through Aging with Dignity and is another means of beginning the 
process of identifying patient priorities. Website: agingwithdignity.org  

CDC: The CDC provides further information about organizations and resources for ACP 
implementation and education. Website: https://www.cdc.gov/aging/advancecareplanning/ 

National Institute on Aging:  Advance care planning – Tips from the  National Institute on 
Aging. Website: https://www.nia.nih.gov/health/publication/advance-care-planning 

http://theconversationproject.org/
http://www.prepareforyourcare.org/
https://prepareforyourcare.org/advance-directive
https://www.acpdecisions.org/
https://www.agingwithdignity.org/
https://www.cdc.gov/aging/advancecareplanning/
https://www.nia.nih.gov/health/publication/advance-care-planning
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What are Advance Directives? 

Advance Directives are directions given by the patient about his or her medical wishes.  Thinking about an 
advance directive is like planning about future medical care. This lets you talk about your values and goals and 
write them down.  

Advance Directives are important records that all people should have because they:  

• Give you control over your medical choices, even when you are not able to speak for yourself 
• Keep everyone informed 
• Let you have your wishes known and followed 
• Make it simpler for your loved ones and chosen medical decision maker 

Two main types of Advance Directives:  

1. Medical Power of Attorney:  
• Record signed by you naming someone to make medical choices on your behalf when you are not able to 

do this for yourself. 
• Important: In Colorado, no one is approved automatically to make healthcare choices for another adult–

not spouses, adult children, other family members, nor doctors. 
• Because of this, it is very important to name a person who would speak for your beliefs based on your 

wishes, not theirs.  
• What can they do? 

- Your Medical Power of Attorney can: 
 get copies of your medical records  
 talk with your doctors and other care providers 
 make choices needed for your medical care 

- This person is supposed to follow your wishes and beliefs. It’s important to talk to her or him 
about your: 

 life values  
 goals 
 choices for treatment 

The best choice is a person who knows you very well.  

2. Living Will:  
• Document filled out and signed by you stating what type of medical 

actions you would want if you have a serious or terminal illness. 
– Breathing machines?  
– Tubes to give food and water?  

Where do I get an advance directive? 
- The hospital or clinic can give you one.  
- Just ask your nurse for a copy of “Your Right to Make Healthcare Decisions” or “Five 

Wishes”.  
- Neither one needs a notary or a lawyer. The living will needs two witnesses (witnesses cannot be a 

healthcare team member). 
©2015, University of Colorado Hospital, Aurora                 October 2015              advance directive_Pall Care 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=x7tZUky4v5BswM&tbnid=E3KKPc1lUvsH0M:&ved=0CAUQjRw&url=http://www.covenanthospice.org/begintheconversation/&ei=v6xJUp_qN8LnrAGXmIHQDg&bvm=bv.53371865,d.aWM&psig=AFQjCNHlFU2pUMbFWm5hUJTkQ_89UtxNaQ&ust=1380646422016946
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they cannot. 

!
is booklet explains these rights and provides you with the form

s you 
need under Colorado law to docum

ent your choices for m
edical treatm

ent, 
including life support, and to appoint substitute decision m

akers. 

!
ese are im

portant personal healthcare decisions, and they deserve care-
ful thought. It’s a good idea to talk about them

 with your doctor or other 
healthcare providers, fam

ily, friends, and other advisors, such as spiritual, -
cian’s signature.

YO
UR RIGH

T TO
 INFO

RM
ED

 CO
NSENT 

Except in em
ergencies, you 

m
ust give consent to receive m

edical treatm
ent. Before giving your consent, 

you m
ust be m

ust be told what the treatm
ent is for, why and in what way it 

will be helpful, whether it has any risks or likely side e$ects, what results are 
expected or possible, and whether there are any alternatives. 

the answers. !
en you should think about the inform

ation and consider it 
carefully. If you can and want to, get a second opinion from

 another health-
care provider. Talk it over with fam

ily or friends—
and then m

ake your 
choice and tell your decision to your healthcare provider.

YO
UR RIGH

T TO
 ACCEPT M

EDICAL TREATM
ENT 

O
nce you have 

been fully inform
ed about a proposed treatm

ent, you have the right to ac-
cept. Som

etim
es a verbal “OK” is enough, or you m

ay be asked to sign a 
consent form

. !
is form

 can be com
plicated and detailed. If you are not 

sure what it all m
eans, ask for an explanation and be sure you understand 

before you sign.

YO
UR RIGH

T TO
 REFUSE M

EDICAL TREATM
ENT 

O
nce you have 

been fully inform
ed about a proposed treatm

ent, you have the right to re-

if you m
ight get sicker or even die as a result. 

YO
UR RIGH

T TO
 M

AKE YO
UR W

ISH
ES KNO

W
N 

If you have pre-
ferences about what m

edical treatm
ents you want to accept or refuse, you 

have the right to m
ake those wishes known. And you have the right to 

expect that your wishes will be honored, even if you get so sick you can’t 
com

m
unicate or m

ake decisions. In order to m
ake sure your wishes are 

Medical Durable Power of Attorney for Healthcare Decisions
I. Appointment of Agent and Alternates

I, _____________________________________________ , 
Declarant, hereby appoint:

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

as my Agent to make and communicate my healthcare deci-
sions when I cannot. !is gives my Agent the power to con-
sent to, or refuse, or stop any healthcare, treatment, service, 
or diagnostic procedure. My Agent also has the authority 
to talk with healthcare personnel, get information, and sign 
forms as necessary to carry out those decisions.

If the person named above is not available or is unable 
to continue as my Agent, then I appoint the following 

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

II. When Agent’s Powers Begin

By this document, I intend to create a Medical Durable 

medical professional has determined that I am unable to 
make my or express my own decisions, and for as long as I 
am unable to make or express my own decisions.

III. Instructions to Agent
My Agent shall make healthcare decisions as I direct below, 
or as I make known to him or her in some other way. If I 
have not expressed a choice about the decision or healthcare 

what he or she, in consultation with my healthcare provid-

Agent, to the extent possible, consult me on the decisions 
and make every e$ort to enable my understanding and #nd 
out my preferences.

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

My signature below indicates that I understand the purpose 
and e$ect of this document:

 _______________________________________________

Pursuant to Colorado Revised Statute 15–14.503–509



If you have advance directives from
 another state, they m

ay still be valid 
in Colorado. H

owever, it is recom
m

ended that you prepare new advance 
directives under Colorado law.

away your right to decide what you want, if you are able to do so, or to pro-

m
ind at any tim

e about anything you have written in an advance directive.

It’s very im
portant to review your advance directives every few years, to 

m
ake sure your choices are still valid and that other inform

ation, such as 
contact inform

ation, is up to date. 

Keep your advance directives in a place that is easy to get to—
not in a safe 

deposit box. Give copies of your directives to fam
ily m

em
bers and friends 

who m
ay be involved in your m

edical care. 

Take copies of your advance directives with you when you are checking in 
to a healthcare facility for any outpatient or inpatient procedure. M

ake sure 
your prim

ary physician and any healthcare professional providing treat-
m

ent have copies of your directives and know your wishes.

-
gency m

edical personnel. 

By providing Your Right to M
ake Health Care Decisions the Colorado H

os-
pital Association assum

es no legal liability for the enforceability or validity 
of the docum

ents in any individual situation. W
e regret we are unable to 

providers or an attorney can give you speci#c guidance.

F
EDERAL AND

 CO
LO

RAD
O

 STATE LAW
 both say that com

petent 
adults (those able to m

ake and express decisions) have the right to:

bene#ts, alternatives, and likely outcom
es of any recom

m
ended m

edical 
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1. Signature of the Appointed Agent

indicates that I have been informed of my appointment as a 
Healthcare Agent under Medical Durable Power of Attorney 

_______________________________________________ .

-
bilities of that appointment, and I have discussed with the 
Declarant his or her wishes and preferences for medical care 
in the event that he or she cannot speak for him- or herself. 

I understand that I am always to act in accordance with his 
or her wishes, not my own, and that I have full authority to 
speak with his or her healthcare providers, examine health-
care records, and sign documents in order to carry out those 
wishes. I also understand that my authority as a Healthcare 
Agent is only in e$ect when the Declarant is unable to make 
his or her own decisions and that it automatically expires at 
his or her death. 

If I am an alternate Agent, I understand that my responsibili-
ties and powers will only take e$ect if the primary Agent is 
unable or unwilling to serve.

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

2. Signature of Witnesses and Notary

by Colorado law for proper execution of a Medical Durable 

more acceptable in other states.

________________________________________________

in our presence, and we, in the presence of each other, and 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

Notary (optional)
State of  __________________________
County of  ________________________
SUBSCRIBED and sworn to before me by
____________________________________  , the Declarant, 
and  ____________________________________________
and  ____________________________________________
witnesses, as the voluntary act and deed of the Declarant this 
day of _________________________, 20____.
________________________________________________
Notary Public
My commission expires: ____________________________

Pursuant to Colorado Revised Statute 15–14.503–509

Addendum to Medical Durable Power of Attorney — recommended, not required



SEND ORIGINAL FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED 

Colorado Medical Orders 
for Scope of Treatment (MOST) 

• FIRST follow these orders, THEN contact Physician, Advanced Practice Nurse 

(APN), or Physician Assistant (PA) for further orders if indicated.  

• These Medical Orders are based on the person’s medical condition & wishes. 

• If Section A or B is not completed, full treatment for that section is implied.  

• May only be completed by, or on behalf of, a person 18 years of age or older. 

• Everyone shall be treated with dignity and respect. 

Legal Last Name 

Legal First Name/Middle Name 

Date of Birth Sex   

         

Hair Color Eye Color Race/Ethnicity 

 In preparing these orders, please inquire whether patient has executed a living will or other advance directive. 

If yes and available, review for consistency with these orders and update as needed. (See additional instructions on page 2.) 

A 

Check one 

box only 

CARDIOPULMONARY RESUSCITATION (CPR)                         ***Person has no pulse and is not breathing.*** 

����  Yes CPR: Attempt Resuscitation                 ����  No CPR: Do Not Attempt Resuscitation 

NOTE: Selecting ‘Yes CPR’ requires choosing “Full Treatment” in Section B. 

When not in cardiopulmonary arrest, follow orders in Section B. 

 

 

B 

Check one 
box only 

MEDICAL INTERVENTIONS                                                                               ***Person has pulse and/or is breathing.*** 

���� Full Treatment–primary goal to prolong life by all medically effective means:  
In addition to treatment described in Selective Treatment and Comfort-focused Treatment, use intubation, advanced airway 
interventions, mechanical ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Includes intensive care. 

���� Selective Treatment–goal to treat medical conditions while avoiding burdensome measures: 
In addition to treatment described in Comfort-focused Treatment below, use IV antibiotics and IV fluids as indicated. Do not 
intubate. May use noninvasive positive airway pressure. Transfer to hospital if indicated. Avoid intensive care.    

���� Comfort-focused Treatment–primary goal to maximize comfort: 
Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual treatment of airway 
obstruction. Do not use treatments listed in Full and Selective Treatment unless consistent with comfort goal. Do not transfer to 
hospital for life-sustaining treatment. Transfer only if comfort needs cannot be met in current location. 

 

Additional Orders: ________________________________________________________________________         

 

C 

Check one 
box only 

ARTIFICIALLY ADMINISTERED NUTRITION                                                      Always offer food & water by mouth if feasible. 

Any surrogate legal decision maker (Medical Durable Power of Attorney [MDPOA], Proxy-by-Statute, guardian, or other) 
must follow directions in the patient’s living will, if any. Not completing this section does not imply any one of the 
choices—further discussion is required. NOTE: Special rules for Proxy-by-Statute apply; see reverse side (“Completing the 
MOST form”) for details. 

□ Artificial nutrition by tube long term/permanent if indicated. 
□ Artificial nutrition by tube short term/temporary only. (May state term & goal in “Additional Orders”)  

□ No artificial nutrition by tube. 

Additional Orders: ________________________________________________________________________ 

D 

DISCUSSED WITH (check all that apply):                                                   

□ Patient                                                               
□ Agent under Medical Durable Power of Attorney 

□ Proxy-by-Statute (per C.R.S. 15-18.5-103(6)) 

□ Legal guardian 

□ Other:______________________________________ 

SIGNATURES OF PROVIDER AND PATIENT, AGENT, GUARDIAN, OR PROXY-BY-STATUTE AND DATE (MANDATORY) 

Significant thought has been given to these instructions. Preferences have been discussed and expressed to a healthcare professional. This 

document reflects those treatment preferences, which may also be documented in a Medical Durable Power OA, CPR Directive, living will, or other 

advance directive (attached if available). To the extent that previously completed advance directives do not conflict with these Medical Orders for 

Scope of Treatment, they shall remain in full force and effect. 

If signed by surrogate legal decision maker, preferences expressed must reflect patient’s wishes as best understood by surrogate. 

Patient/Legal Decision Maker Signature 

(Mandatory) 
Name (Print) Relationship/ Decision maker 

status (Write “self” if patient) 

Date Signed (Mandatory; Revokes 

all previous MOST forms) 

Physician / APN / PA Signature (Mandatory) Print Physician / APN / PA Name, Address, and Phone Number 

 

 

Date Signed 

(Mandatory) 

Colorado License #: 

 

 

HIPAA PERMITS DISCLOSURE OF THIS INFORMATION TO OTHER HEALTHCARE PROFESSIONALS AS NECESSARY 

Authority for this form and process is granted by C.R.S. 15-18.7: Directives Concerning Medical Orders for Scope of Treatment, enacted 2010. 



SEND ORIGINAL FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED 

ADDITIONAL INFORMATION: Please provide contact information below, in case follow up or more information needed. 
Patient Legal Last Name Patient Legal First Name Patient Middle Name (if any) Patient Date of Birth 

Primary Contact Person for the Patient Relationship and/or MDPOA, Proxy, Guardian Phone Number/email/Other contact information 

Healthcare Professional Preparing Form Preparer Title Phone Number/Email Date Prepared 

 

Patient Primary Diagnosis Hospice Program (if applicable) /Address Hospice Phone Number 

DIRECTIONS FOR HEALTH CARE PROFESSIONALS 
For more information, please refer to the “Getting the MOST Out of the Medical Orders for Scope of 

Treatment: Guidelines for Healthcare Professionals,” www.ColoradoMOST.com 
Completing the MOST form: 

• MOST form master may be downloaded from www.ColoradoMOST.com and photocopied onto Astrobrights® “Vulcan Green” or “Terra Green” 

60lb paper. This special paper is strongly encouraged but not required. Visit www.ColoradoMOST.com for a link to paper suppliers. 

• The form must be signed by a physician, advanced practice nurse, or physician assistant to be valid as medical orders. Physician assistants must 

include physician name and contact information. In the absence of a provider signature, however, the patient selections should be considered as 

valid, documented patient preferences for treatment. 

• Verbal orders are acceptable with follow-up signature by physician, advanced practice nurse, or physician assistant in accordance with facility 

policy, but not to exceed 30 days. 

• Completion of the MOST form is not mandatory. “A healthcare facility shall not require a person to have executed a MOST form as a condition of 

being admitted to, or receiving medical treatment from, the healthcare facility” per C.R.S. 15-18.7-108.   

• Patient preferences and medical indications shall guide the healthcare professional in completing the MOST form.  

• Patients with capacity should participate in the discussion and sign these orders; a healthcare agent, Proxy-by-Statute, or guardian may complete 

these orders on behalf of an incapacitated patient, making selections according to patient preferences, if known. 

• “Proxy-by-Statute” is a decision maker selected through a proxy process, per C.R.S. 15-18.5-103(6). Such a decision maker may not decline 

artificial nutrition or hydration (ANH) for an incapacitated patient without an attending physician and a second physician trained in neurology 

certifying that “the provision of ANH is merely prolonging the act of dying and is unlikely to result in the restoration of the patient to independent 

neurological functioning.” 

• Photocopy, fax, and electronic images of signed MOST forms are legal and valid. 

Following the Medical Orders: 

• Per C.R.S. 15-18.7-104: Emergency medical personnel, a healthcare provider, or healthcare facility shall comply with an adult’s properly 

executed MOST form that has been executed in this state or another state and is apparent and immediately available. The fact that the signing 

physician, advanced practice nurse, or physician assistant does not have admitting privileges in the facility where the adult is receiving care does 

not remove the duty to comply with these orders. Providers who comply with the orders are immune from civil and criminal prosecution in 

connection with any outcome of complying with the orders. 

• If a healthcare provider considers these orders medically inappropriate, she or he should discuss concerns with the patient or surrogate legal 

decision maker and revise orders only after obtaining the patient or surrogate consent. 

• If Section A or B is not completed, full treatment is implied for that section. 

• Comfort care is never optional. Among other comfort measures, oral fluids and nutrition must be offered if tolerated. 

• When “Comfort-focused Treatment” is checked in Section B, hospice or palliative care referral is strongly recommended. 

• If a healthcare provider or facility cannot comply with these orders due to policy or ethical/religious objections, the provider or facility must 

arrange to transfer the patient to another provider or facility and provide appropriate care until transfer. 

Reviewing the Medical Orders: 

• These medical orders should be reviewed 

o regularly by the person’s attending physician or facility staff with the patient and/or patient’s legal decision maker; 

o on admission to or discharge from any facility or on transfer between care settings or levels; 

o at any substantial change in the person’s health status or treatment preferences; and  

o when legal decision maker or contact information changes.  

• If substantive changes are made, please complete a new form and void the replaced one. 

• To void the form, draw a line across Sections A through C and write “VOID” in large letters. Sign and date. 

REVIEW OF THIS COLORADO MOST FORM 

Review Date Reviewer Location of Review Review Outcome 
   □ No Change   □ New Form Completed 

   □ No Change   □ New Form Completed 

   □ No Change   □ New Form Completed 

   □ No Change   □ New Form Completed 

HIPAA PERMITS DISCLOSURE OF THIS INFORMATION TO OTHER HEALTHCARE PROFESSIONALS AS NECESSARY 

Colorado Advance Directives Consortium, www.ColoradoMOST.com                                                                                                                2015 
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HOW TO USE THE STARTER KIT

This Starter Kit doesn’t answer every 
question, but it will help you get 
your thoughts together, and then 
have the conversation with your 
loved ones.

You can use it whether you are 
getting ready to tell someone else 
what you want, or you want to help 
someone else get ready to share 
their wishes.

Take your time. This kit is not meant 
to be completed in one sitting. It’s 
meant to be completed as you need 
it, throughout many conversations.

TABLE OF CONTENTS

Why talking matters . . . . . 2

Step 1: Get Ready . . . . . . . . 3

Step 2: Get Set . . . . . . . . . . . 4

Step 3: Go . . . . . . . . . . . . . . . 7

Step 4: Keep Going . . . . . . 10

The Conversation Project is dedicated to helping 
people talk about their wishes for end-of-life care.

We know that no guide and no single conversation  
can cover all the decisions that you and your family  
may face. What a conversation can do is provide a 
shared understanding of what matters most to you  
and your loved ones. This can make it easier to  
make decisions when the time comes.

NAME  

DATE 

This document does not seek to provide legal advice. ©2015 The Conversation Project. All rights reserved.
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Why talking matters
Sharing your wishes for end-of-life care can bring 
you closer to the people you love. It’s critically 
important. And you can do it. Consider the facts:

90% of people say that talking with 
their loved ones about end-of-life  
care is important.

27% have actually done so.

Source: The Conversation Project  
National Survey (2013)

60% of people say that making 
sure their family is not burdened 
by tough decisions is extremely 
important.

56% have not communicated their 
end-of life wishes.

Source: Survey of Californians by the 
California HealthCare Foundation (2012) 

80% of people say that if seriously 
ill, they would want to talk to their 
doctor about wishes for medical 
treatment toward the end of  
their life.

7% report having had this 
conversation with their doctor.

Source: Survey of Californians by the 
California HealthCare Foundation (2012)

82% of people say it’s important  
to put their wishes in writing.

23% have actually done it.

Source: Survey of Californians by the 
California HealthCare Foundation (2012)

www.theconversationproject.org  Institute for Healthcare Improvement www.ihi.org
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One conversation can make all the difference. 
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Step 1 Get Ready

REMEMBER:

  You don’t need to have the 
conversation just yet. It’s okay  
to just start thinking about it.

  You can start out by writing a 
letter—to yourself, a loved one,  
or a friend.

  You might consider having a 
practice conversation with  
a friend.

  Having the conversation may  
reveal that you and your loved 
ones disagree. That’s okay. It’s 
important to simply know this, 
and to continue talking about it 
now—not during a medical crisis.

  Having the conversation isn’t just 
a one-time thing. It’s the first in a 
series of conversations over time.

You will have many questions as you get ready  
for the conversation. Here are two to help you  
get started:

?

?

  What do you need to think about or do before you feel ready to 
have the conversation? 

  Do you have any particular concerns that you want to be sure to  
talk about? (For example, making sure finances are in order; or making  
sure a particular family member is taken care of.)
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?

Step 2 Get Set
What’s most important to you as you think about 
how you want to live at the end of your life? What 
do you value most? Thinking about this will help 
you get ready to have the conversation.

Now finish this sentence: What matters to me at the end of life is… 
(For example, being able to recognize my children; being in the hospital 
with excellent nursing care; being able to say goodbye to the ones I love.)

Sharing your “what matters to me” statement with your loved ones could be  
a big help down the road. It could help them communicate to your doctor 
what abilities are most important to you—what’s worth pursuing treatment 
for, and what isn’t.

WHERE I STAND SCALES

Use the scales below to figure out how you want your end-of-life care to be. 
Select the number that best represents your feelings on the given scenario. 

As a patient, I’d like to know...

  1  2 3   4 5  
 Only the basics 
about my condition 
and my treatment

All the details about 
my condition and 

my treatment

As doctors treat me, I would like...

  1  2 3   4 5  
My doctors to do what 
they think is best

To have a say in 
every decision
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?  Look at your answers.  
What kind of role do you want to have in the decision-making process?

?  Look at your answers.  
What do you notice about the kind of care you want to receive? 

If I had a terminal illness, I would prefer to...

  1  2 3   4 5  
Not know how quickly  
it is progressing

Know my doctors best 
estimation for how 

long I have to live

How long do you want to receive medical care?

  1  2 3   4 5  
Indefinitely, no matter 
how uncomfortable 
treatments are

Quality of life is 
more important to 

me than quantity

What are your concerns about treatment?

  1  2 3   4 5  
I’m worried that I won’t 
get enough care

I’m worried that I’ll get 
overly aggressive care

What are your preferences about where you want to be?

  1  2 3   4 5  
I wouldn’t mind spending my 
last days in a health care facility

I want to spend my 
last days at home
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How involved do you want your loved ones to be?

  1  2 3   4 5  
I want my loved ones to 
do exactly what I’ve said, 
even if it makes them a 
little uncomfortable

When it comes to your privacy...

  1  2 3   4 5  
When the time comes, 
I want to be alone

I want to be surrounded 
by my loved ones

When it comes to sharing information...

  1  2 3   4 5  
I don’t want my loved ones 
to know everything about 
my health

I am comfortable with 
those close to me knowing 

everything about my health

?  Look at your answers.  
What role do you want your loved ones to play? Do you think that your 
loved ones know what you want, or do you think they have no idea?

  What do you feel are the three most important things that you 
want your friends, family, and/or doctors to understand about 
your wishes and preferences for end-of-life care?

?

1. 

2. 

3.

I want my loved ones to do 
what brings them peace, 

even if it goes against  
what I’ve said
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 The next holiday
 Before my child goes to college
 Before my next trip
 Before I get sick again

 Before the baby arrives
  The next time I visit my parents/
adult children

 At the next family gathering 
 Other:  

 

?

Step 3 Go
When you’re ready to have the conversation,  
think about the basics.

MARK ALL THAT APPLY:

  WHAT do you want to be sure to say?  
If you wrote down your three most important things at the end of Step 2, 
you can use those here. 

?

 Mom
 Dad
 Child/Children
 Partner/Spouse
 Sister/Brother

  Faith leader (Minister,  
Priest, Rabbi, Imam, etc.)

 Friend
 Doctor
 Caregiver
 Other: 

?

 WHERE would you feel comfortable talking?

 At the kitchen table
 At a favorite restaurant
 In the car
 On a walk

 Sitting in a park
 At my place of worship
 Other: 

 

?

 WHEN would be a good time to talk?

 WHO do you want to talk to?
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Here are some ways you could break the ice: 

“I need your help with something.”

“ Remember how someone in the family died—was it a ‘good’ death or a ‘hard’ 
death? How will yours be different?”

“I was thinking about what happened to                          , and it made me realize…”

“ Even though I’m okay right now, I’m worried that                          , and I want to  
be prepared.”

“I need to think about the future. Will you help me?”

“ I just answered some questions about how I want the end of my life to be.  
I want you to see my answers. And I’m wondering what your answers would be.” 

What to talk about:

  When you think about the last phase of your life, what’s most important  
to you? How would you like this phase to be?  

  Do you have any particular concerns about your health? About the last 
phase of your life? 

 What affairs do you need to get in order, or talk to your loved ones about?  
 (Personal finances, property, relationships)

  Who do you want (or not want) to be involved in your care? Who would  
you like to make decisions on your behalf if you’re not able to? (This person 
is your health care proxy.)

  Would you prefer to be actively involved in decisions about your care?  
Or would you rather have your doctors do what they think is best?

  Are there any disagreements or family tensions that you’re concerned about?

  Are there important milestones you’d like to be there for, if possible?  
(The birth of your grandchild, your 80th birthday.)        

How to start
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  Where do you want (or not want) to receive care? (Home, nursing  
facility, hospital)

  Are there kinds of treatment you would want (or not want)?  
(Resuscitation if your heart stops, breathing machine, feeding tube) 

  When would it be okay to shift from a focus on curative care to a focus  
on comfort care alone?

 
This list doesn’t cover everything you may need to think about, but it’s a good 
place to start. Talk to your doctor or nurse if you’d like them to suggest more 
questions to talk about.

REMEMBER:

Now, just go for it! Each conversation will 
empower you and your loved ones. You are  
getting ready to help each other live and die  
in a way that you choose.

  Be patient. Some people may 
need a little more time to think.  

  You don’t have to steer the 
conversation; just let it happen. 

  Don’t judge. A “good” death 
means different things to 
different people. 

  Nothing is set in stone. You 
and your loved ones can 
always change your minds as 
circumstances change.

  Every attempt at the conversation  
is valuable. 

   This is the first of many 
conversations—you don’t have  
to cover everyone or everything 
right now.
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Step 4 Keep Going
Congratulations! Now that you have had the 
conversation, here are some legal and medical 
documents you should know about. Use them to 
record your wishes so they can be honored when 
the time comes.

   Advance Care Planning (ACP)
  The process of planning for your 

future care—exactly what you  
have been working on here.

  Advance Directive (AD)
   A document that describes  

your wishes.

  Health Care Proxy (HCP)
  Identifies your health care  

agent (often called a “proxy”), 
the person you trust to act on 
your behalf if you are unable to 
make health care decisions or 
communicate your wishes. In  
some states, this is called the 
Durable Power of Attorney for 
Health Care. This is probably 
the most important document. 
Make sure you have many 
conversations with your proxy.

  Living Will
  Specifies which medical treatments 

you want or don’t want at the end 
of your life, or if you are no longer 
able to make decisions on your 
own (e.g., in a coma).

You can find more information 
about these documents from the 
link in the “Keep Going” section  
of the website Starter Kit at:  
www.theconversationproject.org.

Remember, this was the first  
of many conversations. You can  
use the questions on the 
following page to collect your 
thoughts about how your first 
talk went, and then look back 
to them when you prepare for 
future conversations. 



 Is there something you need to clarify that you feel was 
misunderstood or misinterpreted?

 Who do you want to talk to next time? Are there people who should 
hear things at the same time (like siblings who tend to disagree)?

 How did this conversation make you feel? What do you want to 
remember? What do you want your loved ones to remember?

What do you want to make sure to ask or talk about next time?

?

?

?

?

We hope you will share this Starter Kit with others.
You have helped us get one conversation closer to our goal: that 
everyone’s end-of-life wishes are expressed and respected. Please 
send us your feedback or request additional information at 
conversationproject@ihi.org.

mailto: conversationproject@ihi.org


A program to help you make medical 
decisions for yourself and others

Step 4 Tell Others About 
Your Medical Wishes

This will help you get the medical 
care you want.

How to say it:

To your decision maker and 
doctors: 
“This is what is most important in my 
life and for my medical care…” 

To your doctor and family and 
friends: 
“I chose this person to be my 
decision maker and I want to give 
them (TOTAL, SOME, or NO) 
flexibility to make decisions for me.”

Your doctors can help you put 
your medical wishes on an 
advance directive form. 

Write down 
questions  
ahead of time.
Bring someone 
with you.
Tell doctors at the start of the 
visit if you have questions.

How to say it:
If your doctor recommends 
something, ask about the:
• Benefits – the good things that 

could happen
• Risks – the bad things that could 

happen
• Options for different kinds of 

treatment
• What your life will be like after 

treatment

Make sure you understand: 
“What I’m hearing you say is…”  
“Is this right?”

Step 5 Ask Doctors the 
Right Questions

Action 
PlanYour Action Plan

By 
I will
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Choose a medical 
decision maker. 

Decide what matters 
most in life.

Choose flexibility for 
your decision maker.

Tell others about your 
medical wishes.

Ask doctors the right 
questions.

Step 1

Step 2

Step 3

Step 4

Step 5
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Step 1 Choose a Medical 
Decision Maker

Choose someone you trust to help 
make decisions for you in case you 
become too sick to make your own 
decisions.

A good decision maker will:
• ask doctors questions
• respect your wishes

If there is no one to choose right 
now, do Steps 2, 4, and 5.

How to say it:
“If I get sick in the future and cannot 
make my own decisions, would 
you work with my doctors and help 
make medical decision for me?”

OR

“I do not want to make my own 
medical decisions. Would you talk 
to the doctors and 
help make medical 
decisions for me 
now and in the 
future?”

This can help you 
decide on medical 
care that is right for 
you.

Five questions can help you decide 
what matters for your medical care:

What is most important in life? 
Friends? Family? Religion?

What experiences have you had 
with serious illness or death?

What brings you quality of life? 
Quality of life is different for each 
person. Some people are willing to 
live through a lot for a chance of living 
longer. Others know certain things 
would be hard on their quality of life. 

If you were very sick, what would 
be most important to you:
• To live as long as possible even  

if you think you have poor quality  
of life?

• Or, to try treatments for a period of 
time, but stop if you are suffering?

• Or, to focus on quality of life and 
comfort, even if your life is shorter?

Have you changed your mind about 
what matters most in your life over 
time?

Step 2 Decide What 
Matters Most in Life

1.

2.

3.

4.

5.

Step 3 Choose Flexibility 
for Your Decision 
Maker

Flexibility gives your decision 
maker leeway to work with your 
doctors and possibly change your 
prior medical decisions if something 
else is better for you at that time.

How to say it:

Total Flexibility: 
“I trust you to work 
with my doctors. It 
is OK if you have 
to change my prior 
decisions if something is better for 
me at that time.”

Some Flexibility: 
“It is OK if you have 
to change my prior 
decisions. But, 
there are some decisions that I 
never want you to change. These 
decisions are…”

No Flexibility: 
“Follow my wishes 
exactly, no matter 
what.”
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