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Introduction  
BC is committed to providing a palliative approach to care for persons living with life-limiting 
illnesses (British Columbia Ministry of Health, 2015). The palliative approach to care aims to 
reduce suffering and improve quality of life by addressing the physical, psychosocial and 
spiritual needs for persons and family caregivers. A palliative approach to care is described as a 
person-centered approach to care guided by the understanding that the person is on a 
progressive life-limiting illness trajectory (Sawatzky et al., 2017).  
 
The BC Ministry of Health defines person-and family-centred care as “a way of thinking and 
doing things with persons, families and caregivers as equal partners in health care, rather than 
doing things to or for them. Persons, families and caregivers become both participants and 
beneficiaries of a health system that responds to their needs, values and preferences in a 
respectful, empathetic and holistic way”(British Columbia Ministry of Health, 2017). The BC 
Health Care system’s valuing of person-and family-centred care is essential to the integration of 
a palliative approach. Research has shown that to embed a palliative approach, the health care 
systems’ fundamental values must align with the key principles of a palliative approach 
(Sawatzky et al., 2017).  
 
This paper describes how the integration of a palliative approach to care is supported by 
advance care planning, which includes serious illness and goals of care conversations.  It is 
hoped the paper will provide an opportunity for discussion within the communities involved in 
advance care planning and care of the seriously ill that can lead to a more fulsome 
understanding of how to embed advance care planning in practice. The BCCPC recognizes the 
significant amount of work being done by the BC Ministry of Health and the Health Authorities 
in BC, Alberta and Ontario and community groups in advancing conversations around advance 
care planning and implementation of the palliative approach to care.  
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The BCCPC Schema in Figure 1 illustrates the process and components of advance care planning 
at different periods in a person’s life journey and how advance care planning is one component 
of the palliative approach to care in BC. 

 
Figure 1- Schema demonstrating BCCPC conceptualization of advance care planning in BC. as an integral part within a palliative 
approach. Adapted from Ariadne Labs (n.d). 1 

Integrating a palliative approach to care 
In Canada, the majority of people die as a result of chronic life-limiting conditions (Statistics 
Canada, 2018). Their illness trajectories involve prolonged time spent accessing primary or 
acute care while suffering from a steadily increasing symptom burden and loss of 
independence, often living with an uncertain prognosis. However, despite frequent interactions 
with the health system, crucial conversations about goals of care or patient values and 
preferences are not yet routine. This results in a significant burden of non-beneficial and 
unwanted treatments as an outcome of a lack of conversations that identify person-centred 
goals and values, as well as options for care, incorporated into an appropriate care plan (Scott, 
Mitchell, Reymond, & Daly, 2013). Conversations are essential to put the person living with a 
serious illness at the centre of an ongoing shared decision-making process.  
 
Persons with chronic life-limiting illness are best served by a palliative approach to care which 
blends palliative care and chronic disease management (Thorne, Roberts, & Sawatzky, 2016).  
Integrating a palliative approach across care settings ensures that persons with life-limiting 
conditions and their families are receiving high-quality care according to palliative principles 
wherever they are being treated (Sawatzky et al., 2016).  A palliative approach to care can be 
integrated early in the illness trajectory by all primary care providers even when potentially 
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curative treatment is being offered. A palliative approach to care is not tied to formal palliative 
care services or being on a designated palliative care program although access to specialized 
palliative care should be available in situations of complexity to provide support to both the 
primary care provider and the patient and family. 
 

Principles underlying the palliative approach to care include: 

 Attention to symptom management and the relief of suffering 
 Providing psychosocial and spiritual care 
 Focusing on quality of life 
 Caring for both the person and chosen family/caregivers, including during bereavement if 

needed 
 Multidisciplinary team approach 
 Involvement early in the illness trajectory alongside curative treatment 
 Living well until death, accepting death as a natural part of life 

(British Columbia Ministry of Health, 2013; Canadian Hospice Palliative Care Association, 2012, 
2013). 
 
While not an exhaustive list, these principles are present across palliative care initiatives 
internationally and are included in the World Health Organization’s definition of palliative care 
(World Health Organisation, 2017). To integrate a palliative approach to care, these principles 
are adopted early, adapted to meet the needs and wishes of persons and families with any life-
limiting illness, and embedded into the settings where a person and family are receiving usual 
care (Sawatzky et al., 2017). This leads to better agreement between persons and providers on 
goals of care, a reduction in inappropriate or futile treatments, and support for an open 
environment where ongoing conversations about illness, decline, and goals become established 
norms of care (Bernacki & Block, 2014; Sawatzky et al., 2016). 

Adopt 
Adopting a palliative approach early in the illness trajectory orients care towards what is 
important for the person and their family through open conversations with the health care 
providers about the person’s goals and priorities as well as prognosis and treatment options. 
Within a shared decision-making framework, health care providers share information about the 
illness and what can be expected in the future, and persons and families share their values and 
preferences for care and together negotiate a plan of care.  
 
Early adoption starts with identification. Health care providers can ask themselves “Would this 
person benefit from a palliative approach?” (Sawatzky et al., 2017), avoiding the pitfalls of 
relying on prognostication and linking the delivery of a palliative approach directly to need, not 
trajectory (Australian Government Department of Health and Ageing, 2011; Shadd et al., 2013). 

Adapt 
Adapting a palliative approach is about tailoring care to the person and family in the context of 
their illness. Palliative care was originally developed to treat persons with cancer. Therefore, 
adaptation is needed to best serve persons with non-malignant life-limiting illnesses that have 
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different trajectories and symptom profiles to cancer (Sawatzky et al., 2016).  Adapting a 
palliative approach may mean tailoring care to disease-specific needs, delivering care within a 
person and family’s cultural context, or modifying treatment to provide care for persons who 
are traditionally underserved in BC’s healthcare system (Reimer-Kirkham et al., 2016).  

Embed 
Providing a palliative approach in the setting where the person is being treated ensures that 
they benefit from the palliative principles as well as illness-specific care. Settings of care where 
a palliative approach can be embedded include, but are not limited to, long-term care and 
residential settings, primary care, home care, emergency departments, and acute care units. 
Embedding a palliative approach in all settings of care involves all health care providers, 
including health care aides, nurses, physicians, and other multidisciplinary team members 
(Sawatzky et al., 2017). Support for multidisciplinary team members, as well as communication 
and coordination within and across teams, are key components of a palliative approach 
(Sawatzky et al., 2017). Communication related to the persons’ and families’ evolving 
understandings of illness, personal preferences, and goals of care is essential in embedding a 
palliative approach to care (Sawatzky et al., 2017).  

Advance care planning in BC 
Following legislative changes in 2011, the BC Ministry of Health has been committed to 
providing resources for the public and health care professionals to engage in advance care 
planning (Government of British Columbia, n.d. ) 
 
Advance care planning is a process that supports capable adults to understand and share their 
personal values, life goals and preferences regarding future medical care with family and health 
care providers, and to record and review these preferences if appropriate (Rietjens et al., 2017; 
Sudore et al., 2017). Advance care planning is a health care decision-making process for adults, 
which can begin when healthy and continue throughout a person’s life.  
 
Serious illness conversations, along with other practices and tools such as goals of care 
conversations and medical/goals of care orders, are used for care planning and are appropriate 
at different periods in a person’s life journey.  All tools are focused on planning for future care 
and communication that work effectively within a health system to ensure that the care 
provided is in line with persons goals, values and preferences. Consent for specific treatments is 
a separate and distinct process that is used as appropriate when treatment decisions need to 
be made. Recognition by the health care team that the person is seriously ill, triggers advance 
care planning conversations within the context of his/her illness. This is known as a serious 
illness conversation. 

Serious illness conversations 
Serious illness conversations are clinician-led discussions between seriously ill persons and 
health care providers that include person-tailored information about disease understanding, 
prognosis, goals, fears, worries, strengths, critical abilities and trade-offs within the serious 
illness context (Bernacki & Block, 2014). Serious illness conversations may or may not result in a 
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plan for future care, but they do provide a foundation for making future health care decisions 
and should be revisited over time. They should be initiated early in the illness trajectory, 
thereby ensuring persons receive care consistent with their goals, values and preferences, even 
if death is not imminent (Bernacki et al., 2015).  
 
All too often, conversations about goals and values are left until the final months of life, or are 
put off completely due to prognostic uncertainty (Bernacki & Block, 2014).  The timing of the 
serious illness conversation is important.  Conversations are intended to be early enough for 
the person to have the time, ability and awareness of their illness to be able to enact their 
personal goals. It is also important that the information gained during a serious illness 
conversation is made accessible across settings to all team members that are providing care for 
a person and family.   
 
A team of researchers and clinicians at Harvard University’s Ariadne Labs designed the Serious 
Illness Care Program (Ariadne Labs, n.d.) to address many of the known barriers to early and 
ongoing conversations (Bernacki et al., 2015). The Ariadne Labs’ Serious Illness Care Program is 
a widely adopted, evidence-based system level approach supporting the use of a structured 
serious illness conversation guide that has been shown to promote understanding of person-
centred goals and priorities for current and future care. This systems-level intervention is built 
around a Serious Illness Conversation Guide, containing structured questions drawn from best 
practices in palliative care (Bernacki et al., 2015). Refer to Appendix A for a more detailed 
description of the Serious Illness Conversation Guide. Using a systems level approach aligns 
with Sawatzky et al. (2017)’s emphasis on a shift in philosophy supported by systematic 
interventions to elicit person and family perspectives on care.  
 
Implementation of the Serious Illness Care Program has six-steps: 

1. Systematic identification of persons at high risk of death within the next year. 
2. Development of triggers to ensure discussions take place at the appropriate time.  
3. A 2.5-hour training program for health care providers including role-plays, followed by 

ongoing coaching and support on how to use the guide effectively (Bernacki et al., 2015). 
4. Use of the Serious Illness Conversation Guide; providing a structure to setting up, 

conducting, closing and documenting the conversation, including prompts with person-
tested language (Ariadne Labs, n.d.; Bernacki et al., 2015). 

5. Written materials to support persons and families. Firstly, in preparing for conversations by 
considering and discussing values and goals, identifying their questions, and considering 
hopes and fears in the face of changing health. Secondly, to support persons in sharing their 
goals with family members after discussion (Bernacki et al., 2015). 

6. A dedicated, structured documentation process in the electronic health record or chart that 
allows for easy access to information about persons’ goals and values for all care team 
members across settings. 

Although on-going evaluation of the overall effectiveness of the program continues, preliminary 
findings show that when the Serious Illness Conversation Guide is implemented in a practice 
setting more conversations occur, they are happening earlier during illness, and they are of 
better quality when the program is used. Persons view the serious illness conversation as 
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worthwhile, clinicians find the approach effective and feasible, and the value of a 
multidisciplinary team approach to the conversation was noted (Bernacki et al., 2015; Lakin et 
al., 2017, Paladino et al., 2015). 
 
Using the above steps for implementation, the BC Centre for Palliative Care (BC CPC) launched 
the Serious Illness Conversation Initiative to adopt the Ariadne Serious Illness Care Program in 
2016, after receiving endorsement from a wide variety of clinicians, educators and decision 
makers.  

Experience in Implementing a Serious Illness Conversation Initiative in BC 
The BCCPC project aims to embed the Serious Illness Care Program in care for all persons with 
serious illness in BC who are estimated to be in the last one year of life. In partnership with 
Health Authorities and other organizations, over 1300 clinicians,110 Facilitators and 23 Master 
Trainers were trained. The role of Master Trainers is to lead the implementation of the Serious 
Illness Care Program within their communities by training others and developing toolkits for 
specific needs to facilitate a rollout of the initiative locally.  Toolkit development includes 
adaptations for Substitute Decision Makers (Fraser Health Authority-Dr Charlie Chen), Pediatric 
Palliative Care (Canuck Place-Camara van Breemen) and for Nurses and Allied Health 
professionals. Current pilots in BC are in disease-specific groups (e.g. renal) and in various care 
settings (primary care; residential care; First Nations Communities).  

Conclusion 
Advance care planning, including practice supports and tools such as serious illness 
conversations, goals of care conversations, and medical/goals of care orders, plays an essential 
and important role in the implementation of a palliative approach across care settings. The 
BCCPC schema (Figure 1) illustrates how each of these tools support advance care planning at a 
specific period in a person’s life journey. All advance care planning practices and tools enable 
person-and family-centred care, a fundamental principle in the palliative approach, by fostering 
dialogue between persons, families and health care providers around the person/family goals, 
values, and preferences and placing them at the centre of care.  

About the BC Centre for Palliative Care 
The BC Centre for Palliative Care (BCCPC) was established in 2013 with a grant from the BC 
Ministry of Health to support the implementation of the 2013 Provincial End-of-life Care Action 
Plan.  Working with members of the public, policy makers, regional health authorities, 
professional bodies and community organizations, the BCCPC facilitates person-centred care by 
promoting more, better, and earlier conversations between individuals, their families and 
substitute decision makers, and health care providers and addressing barriers and gaps. These 
conversations are broadly known as advance care planning (ACP) and BC CPC actively supports 
the development of ACP resources and strategies to further awareness and understanding of 
ACP within communities and the health care system.  
 



     

 

     

BCCPC Integration of a PAC FEB 19  Page 7 of 9 

References  
Ariadne Labs. (n.d.). Serious Illness Care. Retrieved from https://www.ariadnelabs.org/areas-of-

work/serious-illness-care/ 
Australian Government Department of Health and Ageing. (2011). Guidelines for a palliative 

approach for aged care in the community setting. Best practice guidelines for the Australian 
context. Retrieved from 
http://www.health.gov.au/internet/main/publishing.nsf/Content/400BE269B92A6D73CA25
78BF00010BB0/$File/COMPAC-30Jun11.pdf 

Bernacki, R. E., Block, S. D., & American College of Physicians High Value Care Task Force. 
(2014). Communication about serious illness care goals: A review and synthesis of best 
practices. JAMA Internal Medicine, 174(12), 1994-2003. 
doi:10.1001/jamainternmed.2014.5271 

Bernacki, R., Hutchings, M., Vick, J., Smith, G., Paladino, J., Lipsitz, S., . . . Block, S. D. (2015). 
Development of the serious illness care program: A randomised controlled trial of a palliative 
care communication intervention. BMJ Open, 5(10), e009032. doi:10.1136/bmjopen-2015-
009032 

British Columbia Ministry of Health. (2013). End-of-Life Care Action Plan for British Columbia, 
(March). Retrieved from http://www.health.gov.bc.ca/library/publications/year/2013/end-
of-life-care-action-plan.pdf 

British Columbia Ministry of Health. (2015). The British Columbia Person-Centred Care 
Framework. Retrieved from 
https://www.health.gov.bc.ca/library/publications/year/2015_a/pt-centred-care-
framework.pdf 

British Columbia Ministry of Health. (2017). An Integrated B.C. Health Care System That Works 
for Persons; Health Professionals; and Sustainability, Appendix L. Glossary of Terms 
Integrated Care DRAFT. 

Canadian Hospice Palliative Care Association. (2012). The Way Forward: Integrating a palliative 
approach into the management of chronic, life-threatening diseases: who, how and when? 
Retrieved from http://www.hpcintegration.ca/media/36315/TWF-integrating-palliative-
approach-report-Eng_final3.pdf  

Canadian Hospice Palliative Care Association. (2013). A Model to Guide Hospice Palliative Care. 
Retrieved from http://www.chpca.net/media/319547/norms-of-practice-eng-web.pdf 

Government of British Columbia. (n.d.). Advance Care Planning - Province of British Columbia. 
Retrieved September 1, 2015, from http://www2.gov.bc.ca/gov/content/family-social-
supports/seniors/health-safety/advance-care-planning 

Lakin, J. R., Koritsanszky, L. A., Cunningham, R., Maloney, F. L., Neal, B. J., Paladino, J., . . . 
Bernacki, R. E. (2017). A systematic intervention to improve serious illness communication in 
primary care. Health Affairs (Project Hope), 36(7), 1258-1264. doi:10.1377/hlthaff.2017.0219 

Paladino, J et al. (2015, October). Effect of Serious Illness Conversations on Person Anxiety and 
Depression. Preliminary Results. Poster session presented at the ASCO Palliative Care in 
Oncology Symposium, Boston, U.S. 

Reimer-Kirkham, S., Stajduhar, K., Pauly, B., Giesbrecht, M., Mollison, A., McNeil, R., & Wallace, 
B. (2016). Death is a social justice issue: Perspectives on equity-informed palliative care. 
Advances in Nursing Science, 39(4), 293-307. doi:10.1097/ANS.0000000000000146 



     

 

     

BCCPC Integration of a PAC FEB 19  Page 8 of 9 

Rietjens, J. A. C., Sudore, R. L., Connolly, M., van Delden, J. J., Drickamer, M. A., Droger, M., . . . 
European Association for Palliative Care. (2017). Definition and recommendations for 
advance care planning: An international consensus supported by the european association 
for palliative care. The Lancet Oncology, 18(9), e543-e551. doi:10.1016/S1470-
2045(17)30582-X 

Sawatzky, R., Porterfield, P., Lee, J., Dixon, D., Lounsbury, K., Pesut, B., . . . Stajduhar, K. (2016). 
Conceptual foundations of a palliative approach: A knowledge synthesis. BMC Palliative 
Care, 15(1), 5. doi:10.1186/s12904-016-0076-9 

Sawatzky, R., Porterfield, P., Roberts, D., Lee, J., Liang, L., Reimer-Kirkham, S., . . . Thorne, S. 
(2017). Embedding a palliative approach in nursing care delivery. Ans. Advances in Nursing 
Science, 40(3), 263-279. doi:10.1097/ANS.0000000000000163 

Shadd, J. D., Burge, F., Stajduhar, K. I., Cohen, S. R., Kelley, M. L., & Pesut, B. (2013). Defining 
and measuring a palliative approach in primary care. Canadian Family Physician Medecin De 
Famille Canadien, 59(11), 1149-1150. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/24235182  

Statistics Canada. (2018). Table 13-10-0394-01 (Fomerly CANSIM 102-0561)- Leading causes of 
death, total population, by age group and sex, Canada, annual, Canada, 2015. Retrieved 
from https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310039401 

Sudore, R. L., Lum, H. D., You, J. J., Hanson, L. C., Meier, D. E., Pantilat, S. Z., … Heyland, D. K. 
(2017). Defining Advance Care Planning for Adults: A Consensus Definition From a 
Multidisciplinary Delphi Panel. Journal of Pain and Symptom Management, 53(5), 821–
832.e1. https://doi.org/10.1016/j.jpainsymman.2016.12.331 

Thorne, S., Roberts, D., & Sawatzky, R. (2016). Unravelling the tensions between chronic disease 
management and end-of-life planning. Research and Theory for Nursing Practice, 30(2), 91-
103. doi:10.1891/1541-6577.30.2.91 

World Health Organisation. (2017). WHO definition of palliative care. Retrieved from 
http://www.who.int/cancer/palliative/definition/en/ 

  
  



     

 

     

BCCPC Integration of a PAC FEB 19  Page 9 of 9 

Appendix A 
 

 
 
 


	Integration of a palliative approach to care and the role of serious illness conversations in advance care planning
	Introduction
	Integrating a palliative approach to care
	Adopt
	Adapt
	Embed

	Advance care planning in BC
	Serious illness conversations
	Experience in Implementing a Serious Illness Conversation Initiative in BC

	Conclusion
	About the BC Centre for Palliative Care
	References
	Appendix A


