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Oncologists frequently have to make diag-
noses that portend bad outcomes and dif-
ficulties in management, among them, for

stage IV lung or pancreatic cancer. Many recent
studies have shown the importance of appropriate
implementation of palliative care and the need for
discussing with the patient the goals of treat-
ment early in diagnosis.1-3

This process has its challenges. One way to view
and meet these challenges is through assessing a
patient’s personal values regarding his or her life and
care. Clinicians (oncologists and midlevel providers)
can support a culture of patient and practitioner
shared decision making, ensuring that patients with
life-limiting illnesses are aware of their choices for
end-of-life (EOL) care.4,5 Through “values-based”
conversations, the clinicians gain perspective of the
patients’ needs.6 This can lead to more formal con-
versations about EOL care and the completion of
advance directive documents.

Advance care planning principles
With this in mind, clinicians should recognize 5
advance care planning (ACP) principles:
y Discussions are patient-driven and practitioner
supported through truthfulness;
y Every patient has a right to have his or her
personal values and goals of care known and
respected;
y Exploring the benefits and burdens of treatment
options is a prerequisite for matching a patient’s
values and treatment goals;

y Systematic re-evaluation of an individual’s
change in health status directs the need for further
ACP discussions; and
y Specific outcomes metrics are needed to support
ACP methodology that is truly beneficial to pa-
tients, practitioners, and practices at large. Al-
though the ACP process is not a legal process,
an outcome may be development of legal doc-
uments, for example, advance directives, living
wills, Five Wishes (a patient-friendly legal doc-
ument that helps adults plan how they want to
be cared for if they become seriously ill), phy-
sician order for life-sustaining treatment, or do-
not-resuscitate directives.

Demonstration of a values-based
conversation model
In stage IV lung and pancreatic cancer populations,
having a values-based conversation is a critical step
because it is important to have documented care
directives included within the medical record. How
can we facilitate this step? Again, the answer is to
learn what is important to patients, given the realities
of their life-limiting illnesses. For some individuals,
the process may be facilitated by asking them to tell
us the level of detail at which they want their health
information shared with them or by asking them
what a clinician can do for them to support good
quality of life during times of disease progression.7,8

Rather than the oncologists and patients strug-
gling through difficult conversations and decisions
separately, clinicians can facilitate discussion by
prompting with statements like, “Tell me what is
important to you in your life,” and to listen to each
patient through ongoing office visits to connect
with them on their level, to understand their val-
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ues, and to help them meet their goals. This allows
patients to provide a map of future care for the oncologist.9-11

Learning about a patient’s health care values provides
appropriate insight to individual prioritization of quality
of life versus quantity of life and is a major step forward
in creating patient-centered care.

Benefits of early ACP
Through review of current literature, we know that many
practitioners are aware of the benefits of ACP. What may
be less well known is that early ACP provides distinct
advantages in fashioning a plan of care. Earlier interven-
tion allows for greater openness of discussion, with earlier
understanding of a patient’s values promoting higher lev-
els of comfort and satisfaction for the patient and family
during subsequent medical care.12 In addition, early ACP
conversations diminish barriers to EOL discussions
throughout the continuum of progressive disease, which
can lead to effective use of hospice and palliative care, less
aggressive care in the last 6 months of life, and more
efficient use of practice and patient resources.13

From a business perspective, we also know that pro-
viding an ACP service adds associated costs through ad-
ditional training needs, infrastructure requirements and
use of staff members on the patient’s health care team.
Billing has frequently been conducted through oncolo-
gists and midlevel providers (MLPs) only, through stan-
dard evaluation and management coding for multiple
commercial payers and Medicare.

My Choices, My Wishes model for
improving uptake of early ACP
The US Oncology Network is a network of community
oncology practices in the United States, consisting of
nearly 1,000 physicians who share research, infrastructure,
and quality initiatives to improve the quality and value of
patient care. Together, The US Oncology Network and
McKesson Specialty Health have designed My Choices,
My Wishes®, a structured model for ACP education and
care delivery.

The program was implemented in the Central Austin,
Texas Oncology practice, and there has been a measurable
impact on patient care as a result of using the program.
Over the course of 90 days, the program assisted our
practice in identifying 265 unique patients who were
clinically appropriate for a values-based conversation. Ap-
pointments were scheduled with an MLP who has been
trained in having values-based conversations with cancer
patients. In our practice model, the MLP may be either
an advanced practice nurse or a physician’s assistant. Our
program is MLP driven, but the counseling appointment

is interdisciplinary, and we often have a licensed medical
social worker (LMSW) present.

Most of the time spent with patients and their family
members involves patient-centered counseling (see Figure 1).
During counseling, the provider does as little speaking as
possible so that the patients can share their values, their
goals in life, and discuss needs for living their lives well.
“Generous listening” creates the right setting, where the
patient and family can hold the discussion among them-
selves with the MLP and LMSW. It is critical that the
MLP guides the conversation, gently providing support
and education and empowering the patients to have in-
formation to make the best decisions for their care. Other
major components of each ACP meeting include assess-
ing a patient’s values and goals for health care and assist-
ing in the preparation of advance directive documents.

As the conversation unfolds, the topics of palliative
care and hospice may be addressed. In this discussion,
basic education is reviewed so that the patients and their
families are aware of services that can ultimately improve
their quality of life and symptom management.

Each week, Austin Central providers review a report of
eligible patients with primary oncologists so that each is
aware that advance care planning services can be provided
for their patients. We hold interdisciplinary meetings,
MLP and LMSW, with patients that prove to be very
beneficial to both the patients and their families.

It is important to note that nursing and social work
disciplines hear different topics when a person is sharing
his or her story, values, and needs. It is a privilege to sit
and talk with patients who are facing an uncertain time in
their lives, and to empower them to state what their values
are, so that they (along with the oncologist) can “map”
their wishes and goals for health care they will receive. In
addition, should the patient have an interest in selecting
their medical power of attorney or completing an advance

FIGURE 1 Midlevel provider ratio of advanced care planning time
spent.
Abbreviation: ACP, advanced care planning.
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directive, we can discuss who might best serve them in
that capacity. We can also discuss what life-sustaining
interventions the patient would or would not want in
situations of declining health. Some of these life sustain-
ing interventions require educating the patient and family
about what may, or may not, be helpful for someone with
life-limiting illness. At first, the interaction itself can be
daunting for the patient, but as the conversation unfolds,
they relax and begin to take the lead in what they want to
talk about and focus on their personal preferences for care.

At times, the provider can see the patient’s expressions
change when introducing the topic of ACP. It is impor-
tant to assure them with security that they are having this
conversation not during a time of crisis, but at a time
when they are able to make sound decisions and share
those decisions with their family and health care provid-
ers. Each patient agrees that this is a focus they’ve not had
in their care, but know the importance of sitting and
taking the time to begin the conversation. The patient
may list various symptoms or personal issues, such as
income and investments, and the MLP and LMSW can
listen and begin to process and offer support.

Should symptoms be a topic that they report, an in-
troduction to palliative care is provided. If needed, the
patient is offered an outpatient palliative care referral to
our palliative care clinic. As the conversation is ending,
the patient and family are aware that this is just the
beginning of their conversations and that they can feel
comfortable talking about the things in their lives that are
important for them to live well. Most are relaxed by the
end and will often comment that the exchange “wasn’t so
bad. I thought it was going to be very difficult. I feel good.
Thank you!” Ultimately, providing this service has an
impact on satisfaction for both patient and provider. The
shared experience enables a forum for patient-centered
care and trust, and patients understand through this
meaningful discussion that they are valued.

Program scalability
My Choices, My Wishes is designed for program scaling
to fit practice needs and resources. Practices begin by
focusing on 2 diagnoses: stage IV lung and pancreas
cancers. Additional program integration occurs over time,
as clinicians become more comfortable with the program,
patient interactions, and program administration. Pro-
gram infrastructure is fostered through the use of the
McKesson Specialty Health iKnowMed electronic health
record system, which allows community practitioners to
identify patients within the practice who are clinically
appropriate for advance care planning discussions and to
access, record, and share data on components of care. All

levels of program engagement include assessment of pa-
tient values and goals for health care, intervention docu-
mentation tools, and defined metrics for evaluating pro-
gram outcomes and performance.

Conclusion
My Choices, My Wishes is aimed at systematically integrat-
ing advance care planning activity early into the cancer ex-
perience by enlisting involvement of patients, MLPs, and
oncologists. The program provides structured EOL support
that includes education to improve health literacy, method-
ology for assessing patient values and goals for care, and it
creates an environment for care planning that matches each
patient’s specific goals. Because we recognize the importance
of these discussions being directed by patient values, we are
currently piloting and validating a patient values and goals
for health care instrument. Ongoing studies will assess how
this overall strategy for integrating and implementing ad-
vance care planning affects quality of care, quality of life,
health care resource use, and cost.
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