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Several recent studies have shown substantial deficien-
cies in the quality or quantity (or both) of communica-
tion and decision-making during serious illness.1–6 A 

major problem is that doctors infrequently engage in such 
conversations with seriously ill patients because they believe 
patients are ill-prepared to have such conversations.7,8 
Research conducted by our group showed considerable dis-
cordance between older patients’ stated values and their 
preferences related to the use of life-sustaining treatments, 
and a considerable lack of knowledge and understanding 
regarding cardiopulmonary resuscitation, a key medical deci-
sion for patients admitted to hospital.9–11 We concluded that 
more efforts to increase the “decisional readiness” of seri-
ously ill patients (and their families) were warranted before 
health care professionals can be expected to engage them in 
high-quality conversations that will improve clinical 
decision-making in the context of serious illness.

Accordingly, we developed a novel decision aid, the Plan 
Well Guide, with the express aim of helping patients clarify 
their authentic values and be truly informed about the medical 
treatment options in the context of serious illness. We aimed to 
evaluate the efficacy of the guide in primary care settings, before 
the onset of serious illness. Our overarching hypothesis was that 
the use of this decision aid in older patients in primary care will 
result in increased quantity and quality of subsequent planning 
decisions with primary care physicians compared to usual care.
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Background: Recent studies have shown substantial deficiencies in the quality or quantity (or both) of communication and decision-
making during serious illness. We evaluated the efficacy of a novel decision support intervention, the Plan Well Guide, in increasing 
completion of a standard medical order form for advance medical care planning and improving decisional outcomes in nonacademic 
primary care settings.

Methods: We conducted a randomized trial in 3 primary care practices in Lethbridge, Alberta in 2017–2018. We recruited “patients at 
high risk” referred by the primary care doctor who required establishment or review of their Goals of Care Designation (GCD). 
Enrolled patients were randomly allocated to receive the Plan Well Guide, delivered by a trained facilitator, or usual care. Eight to 
12 weeks after the intervention, a research assistant blinded to intervention assignment contacted the patients in both groups by tele-
phone to do a final outcome assessment. The primary outcome was completion of GCD forms; secondary outcomes included deci-
sional conflict scores and ratings of satisfaction.

Results: A total of 123 patients (59 women [48.0%]; mean age 73.9 yr) were enrolled, 66 in the intervention arm and 57 in the usual-
care arm; 119 patients completed the trial. After the intervention, GCD completion rates in the intervention and usual-care groups 
were 95.3% and 90.9%, respectively (risk difference [RD] 4%, 95% confidence interval [CI] –14% to 22%), and the rate of concor-
dance between medical orders and expressed preferences on follow-up was 78% and 66%, respectively (RD 12%, 95% CI –7% to 
30%). Significantly fewer patients in the intervention group than in the usual-care group had written medical orders for intensive care 
unit care and cardiopulmonary resuscitation (22 [34%] v. 33 [60%], RD –26%, 95% CI –42% to –8%). Patients in the intervention 
group had lower decisional conflict scores than those in the usual-care group (mean 30.9 v. 43.1, adjusted mean difference –12.0, 
95% CI –23.2 to –0.8). Physicians considered patients in the intervention group to have lower decisional conflict than those in the 
usual-care group, although not significantly so (mean score 10.4 v. 14.9, adjusted mean difference –4.7, 95% CI –9.9 to 0.4) and 
spent less time with the former (mean 9.7 v. 13.2 min, adjusted mean difference –3.5, 95% CI –5.5 to –1.5 min).

Interpretation: The decision-support intervention did not increase GCD completion rates but did seem to improve some aspects of deci-
sional quality while reducing the physician’s time to accomplish GCD decisions. Trial registration: ClinicalTrials.gov, no. NCT01297946
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Methods

Design
This was a prospective multicentre, patient-based, pragmatic, 
assessor-blinded, parallel-group, randomized clinical trial 
conducted from September 2017 to October 2018. The trial 
was registered, but, owing to an administrative error, registra-
tion occurred after the trial began (Clinicaltrials.gov 
NCT03434626).

Setting
We partnered with 3 nonacademic primary care settings in 
Lethbridge, Alberta. A province-wide standard medical order 
form, Goals of Care Designation (GCD) (https://www.
albertahealthservices.ca/frm-103547.pdf), is used in Alberta 
for physicians to indicate the level of care a patient is to 
receive when seriously ill (resuscitative or intensive care, 
medical care or comfort care). To facilitate the trial, we set up 
a special GCD clinic in each practice setting where research 
staff met with referred patients.

Participants
We aimed to enrol “patients at high risk” considered by the 
primary care physician to require establishment or review of 
the GCD form because of a perceived high probability of hos-
pital admission. No specific inclusion criteria were estab-
lished, but guidelines from the study team included any 
patient aged 75 or more; any patient with a complex care plan 
or complicated, serious, life-threatening illnesses; any patient 
with a serious illness following a recent hospital stay for whom 
it was felt that GCD review would be appropriate; any patient 
whose death in the subsequent 12 months would not surprise 
the physician; and any other patient for whom the physician 
thought it appropriate to start the advance care planning dis-
cussion or review past discussions. Patients who did not speak 
English were excluded from the trial.

Participating doctors referred potentially eligible patients 
to the GCD clinic. Patients were provided with a workbook 
on advance care planning (Speak Up Workbook) and were 
encouraged to complete the workbook before their GCD 
clinic appointment. At the appointment, an expert GCD facil-
itator (D.K.H., R.H., or 1 of 2 research staff) explained the 
nature of the trial, randomly assigned consenting patients to 
the intervention or usual care group, and collected basic 
demographic data. All GCD facilitators participated in face-
to-face training led by the principal investigator (D.K.H.).

Our randomization process used sequentially numbered, 
opaque sealed envelopes prepared by a biostatistician other-
wise uninvolved in study management or patient recruitment. 
Patients were randomly allocated (1:1) to receive the decision 
support intervention or usual care. Randomization used per-
muted blocks of varying size (2, 4 or 8, previously undis-
cussed) stratified by the facilitator. We enrolled 31  couples 
(husband and wife); when this occurred, we used the same 
treatment allocation for both members of the couple.

Written informed consent was obtained from all patients, 
and verbal consent was obtained from participating physicians.

Intervention
The process to develop and initially evaluate the Plan Well 
Guide decision support intervention is described in more 
detail in Appendix 1 (available at www.cmajopen.ca/content/​
8/2/E289/suppl/DC1). To deploy the intervention in this 
trial, we created a Microsoft PowerPoint presentation with 
audio explanations of the content to enable a structured, con-
sistent delivery of the material to participating patients.

For patients randomly allocated to the intervention group, 
the facilitator walked the patient through the Plan Well Guide 
presentation. At the end of the presentation, the facilitator 
worked with the patient to fill out the “Dear Doctor” letter 
(Appendix 2, available at www.cmajopen.ca/content/8/2/E289/
suppl/DC1) and coached the patient to communicate his or 
her values and preferences to the referring doctor via this let-
ter. The patient was then referred back to the family doctor for 
review of the Dear Doctor letter and finalization of the GCD. 
At this point, the participating doctor filled out the physician 
assessment form, which elicited his or her perceptions of the 
effect of the intervention on the patient (Appendix 3, available 
at www.cmajopen.ca/content/8/2/E289/suppl/DC1), and 
returned it to the facilitator.

If the patient was assigned to usual care, after filling out base-
line forms, the facilitator instructed the patient to return to see 
the referring doctor for finalization the GCD. No supplemen-
tary information was provided to prepare the patient for the 
conversation with the doctor about GCD. The physician then 
completed the assessment form and returned it to the facilitator.

Outcomes
The outcomes of this trial included prespecified measures of 
decisional quality and quantity, and were consistent with a 
recent international consensus statement on outcomes of 
advance care planning.12 The primary outcome was the pro-
portion of patients who had a completed and signed GCD 
form in the patient chart 8–12 weeks after the intervention.

Secondary outcomes included the nature of the medical 
orders (the level of medical care specified, i.e., for resuscita-
tion or not) and the extent to which the order was consistent 
with the patient’s expressed preferences (concordance mea-
sure); a short screening test administered to the patient to 
assess decisional conflict13 relating to his or her preference for 
life-sustaining treatments, modified for the context of 
decision-making in serious illness (rated on a scale of 0 to 100; 
lower score = less decisional conflict); a single-item, global 
rating of satisfaction with decision-making for both partici-
pants and physicians; physician ratings of the patient’s deci-
sional conflict (Appendix 3); and the amount of time the phys
ician spent with the patient finalizing goals of care.

Eight to 12 weeks after the intervention, a research assis-
tant from the Clinical Evaluation Research Unit at the Kings-
ton General Hospital (research unit of D.K.H.) who was 
blinded to intervention assignment contacted the patients in 
both groups via telephone to do a final assessment of their 
GCD and decisional conflict. During the same period, local 
research staff audited clinic charts to determine the presence 
and content of GCDs in the patients’ charts.
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Sample size
Rates of GCD completion in the average family practice set-
ting are low (< 10%).14 However, given that our participants 
were selected patients referred to a GCD consultation clinic, 
we expected the completion rate in the control group to be 
much higher. To achieve 80% power to detect an absolute 
improvement of 25% (from 60% to 85%) or 20% (from 75% 
to 95%) using a Fisher exact test with 2-sided α = 0.05, we 
would need follow-up assessments for 55  patients per arm. 
We thus aimed to enrol 120  patients, to allow for loss to 
follow-up or imbalance between arms.

Statistical analysis
We determined patient characteristics and outcomes by group 
using descriptive statistics (counts and percentage, or mean 
and standard deviation and quartiles for highly skewed vari-
ables). When calculating agreement between preferences and 
documented goals of care, we omitted patients with missing 
data and those who expressed uncertainty about their prefer-
ence regarding goals of care. In addition, we reported concor-
dance rates as the proportion of patients whose preferences to 
receive or not to receive cardiopulmonary resuscitation, 
elicited during the interview, were consistent with their docu-
mented preference for cardiopulmonary resuscitation on their 
GCD forms in their charts.

We tested between-group differences of binary outcomes 
including completion of the GCD form, desired goals of care, 
and agreement between preferences and documented goals of 
care (concordance measure) using the Fisher exact test and 
described them using risk differences with exact 95% confi-
dence intervals (CIs). We used the exact Cochran–Armitage 
test for trend to compare the ordinal decisional conflict items 
between groups. For all continuous variables, including the 
overall decisional conflict score and time spent with patients 
finalizing goals of care, the adjusted mean difference between 
arms was estimated by means of a 2-way analysis of variance 
controlling for site. The analysis was performed in SAS ver-
sion 9.4 (SAS Institute). No adjustment was made for multi-
plicity of outcomes.

Ethics approval
The project was approved by the Hamilton Integrated 
Research Ethics Board.

Results

From September 2017 to October 2018, 163 patients were 
referred to the trial, of whom 123 consented and were ran-
domly assigned to the intervention (n = 66) or usual-care (n = 
57) group (Figure 1). Of the 123, 98 (79.7%) were married, 
and 64 (52.0%) were male; the average age was 73.9  years. 
There were no important differences in baseline characteris-
tics between the 2 groups (Table 1).

Following the baseline and intervention visits, 121 patients 
returned to see their referring physician to discuss and com-
plete a GCD form. Compared to the usual-care patients, 
those in the intervention group were rated by their physician 

as having lower decisional conflict, although not significantly 
so (mean score 10.4 [standard deviation (SD) 11.7] v. 14.9 [SD 
16.9], adjusted mean difference –4.7 [95% CI –9.9 to 0.4]) 
(Table 2, Figure 2). The items that constitute the decisional 
conflict score consistently favoured the intervention group, 
although only clarity about which risks and benefits matter 
most reached statistical significance; there were trends toward 
statistical significance for improved knowledge and enough 
information and support from the medical team (Figure 2).

Patients in the intervention group reported lower deci-
sional conflict than those in the usual-care group (mean score 
30.9 [SD 26.1] v. 43.1 [SD 32.8], adjusted mean difference 
–12.0, 95% CI –23.2 to –0.8). Patients in the intervention 
group reported lower decisional conflict than those in the 
usual-care group (mean score 30.9 [SD 26.1] v. 43.1 [SD 32.8], 
adjusted mean difference –12.0, 95% CI –23.2 to –0.8). The 
difference between groups was statistically significant for 
being clear what matters the most, having more support and 
information from the primary care team, and feeling more 
sure that their selected option is best for them (Figure 2).

On average, physicians spent less time finalizing goals of 
care for patients in the intervention group than for those in the 
usual-care group (mean 9.7 [SD 5.4] min v. 13.2 [SD 5.0] min; 
adjusted mean difference –3.5, 95% CI –5.5 to –1.5  min). 
Physicians reported being completely or somewhat satisfied 
with the clinical encounter in 106 cases (86.2%).

Eligible patients
n = 163

Approached for consent 
n = 163

Consented
n = 123

Randomly allocated 
n = 123

Intervention
n = 66

Usual care
n = 57

Did not consent  n = 40
• Declined n = 23
• Pain/illness n = 5
• Language/cognitive barrier

n = 4
• Time commitment n = 4
• Prior exposure to tool n = 2
• Transportation difficulty n = 1
• Did not present to GCD clinic

n = 1

Figure 1: Flow diagram showing patient selection. Note: GCD = 
Goals of Care Designation.
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Four patients (2 in either group) could not be contacted for 
the follow-up assessment; thus, 119 patients were included in 
the final analysis. The rate of completion of the GCD form 
was higher than expected in both groups, and rates were not 
different between the groups (95.3% in intervention group v. 
90.9% in usual-care group, risk difference [RD] 4%, 95% CI 
–14% to 22%) (Table 3). However, fewer patients in the 
intervention group than in the usual-care group had a GCD 
that would lead to provision of cardiopulmonary resuscitation 
and intensive care unit care (22 [34%] v. 33 [60%], RD –26%, 
95% CI –42% to –8%).

 The crude agreement between the medical order recorded 
in the GCD form and the patient’s expressed preference on 
follow-up was higher in the intervention group than in the 
usual-care group, but the difference was not statistically sig-
nificant (56% v. 46%, RD 10%, 95% CI –9% to 28%). Simi-
larly, there was no significant difference between groups in 
concordance between ordered care and patient preference on 
follow-up to receive or not to receive cardiopulmonary resus-
citation (78% v. 66%, RD 12%, 95% CI –7% to 30%).

Forty-six patients (72%) were very satisfied with the 
decision support intervention, and 55 (86%) said they 

Table 1: Baseline demographic characteristics of patients in the decision-support 
intervention and usual-care groups

Characteristic

Group; no. (%) of patients*

Intervention
n = 66

Usual care
n = 57

Overall
n = 123

Age, yr, mean ± SD 73.5 ± 15.9 74.4 ± 11.1 73.9 ± 13.9

Sex

    Male 33 (50.0) 31 (54.4) 64 (52.0)

    Female 33 (50.0) 26 (45.6) 59 (48.0)

Current marital status

    Married/living as married 54 (81.8) 44 (77.2) 98 (79.7)

    Widowed 9 (13.6) 8 (14.0) 17 (13.8)

    Never married 2 (3.0) 4 (7.0) 6 (4.9)

    Divorced/separated; not remarried 1 (1.5) 1 (1.8) 2 (1.6)

Highest level of education completed

    Did not complete secondary school 18 (27.3) 10 (17.5) 28 (22.8)

    Completed secondary school 7 (10.6) 9 (15.8) 16 (13.0)

Some university education, or 
completed community college, 
technical college or postsecondary 
program

25 (37.9) 27 (47.4) 52 (42.3)

    University degree 12 (18.2) 5 (8.8) 17 (13.8)

    Graduate degree 4 (6.1) 6 (10.5) 10 (8.1)

Self-rated overall quality of life

    Excellent 8 (12.1) 8 (14.0) 16 (13.0)

    Very good 29 (43.9) 32 (56.1) 61 (49.6)

    Good 22 (33.3) 12 (21.0) 34 (27.6)

    Fair 6 (9.1) 3 (5.3) 9 (7.3)

    Poor 1 (1.5) 2 (3.5) 3 (2.4)

Needs help when reading instructions, 
pamphlets or other written material 
from doctor or pharmacy

    Never 36 (54.5) 32 (56.1) 68 (55.3)

    Occasionally 20 (30.3) 16 (28.1) 36 (29.3)

    Sometimes 7 (10.6) 3 (5.3) 10 (8.1)

    Often 1 (1.5) 3 (5.3) 4 (3.2)

    Always 2 (3.0) 3 (5.3) 5 (4.1)

Note: SD = standard deviation.
*Except where noted otherwise.
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would definitely or probably recommend the program to 
others (Table 3).

Interpretation

In this randomized trial of a novel decision aid for advance 
medical care planning in nonacademic primary care settings, 
GCD completion rates were high in both groups, and rates 
were not different between groups. Nevertheless, compared 
to usual care, this intervention reduced orders for intensive 
care unit care and cardiopulmonary resuscitation, reduced 
decisional conflict, increased patient knowledge of medical 
decisions, helped clarify patients’ values and gave patients 
increased confidence in engaging health care professionals 
about their GCD. Physicians reported being satisfied with the 
decision-making process and spent less time with patients who 
had received the decision support intervention than with 
those who received usual care.

Our findings are consistent with other randomized trials of 
patient decision support tools or advance care planning inter-
ventions that have shown that these planning or preparing 
interventions affect patient and health system outcomes posi-
tively.15–20 However, prior studies were conducted in hospital17 
or academic outpatient settings,18,19 or were Internet-based.16 

In an attempt to broaden the generalizability of these prior 
studies and influence care before the onset of serious illness, 
we worked in nonacademic primary care settings to conduct 
this practice-based research.

Although there are many existing tools for advance care 
planning available, there are several features of our decision 
support intervention that make it particularly useful for 
patients and clinicians (Appendix 1, Box 1). In our experience, 
patients have difficulty discriminating between planning for 
terminal care and planning for medical care when seriously ill, 
and our decision support tool specifically addresses these dif-
ferences. One of the other key observations from the develop-
ment process was the difficulty patients had linking their 
underlying values to their preferences for medical treatments. 
Accordingly, we developed a short values-clarification tool 
that made the trade-offs between common end-of-life values 
very transparent and then connected the values scales to the 
grids shown in Appendix 1, Supplemental Figure S2 to make 
this process transparent.

Myers21 has argued that clinicians should elicit goals of 
care only in terms that are meaningful to the patient, which 
are a reflection of their personal values and priorities, such as 
to remain alive to attend a daughter’s wedding or to remain 
independent. Although these impressions may be helpful in 
decision-making, many clinicians then translate these broad, 
patient-centred statements into specific medical decisions 
about which treatments to use or not to use in the context of 
serious illness, without further patient input.22 Such an 
approach may be biased, lacks transparency and reliability, 
and, in our view, perpetuates a power imbalance that may be a 
major barrier to shared decision-making approaches.23–27 The 
Plan Well Guide explains decision-making in the context of 
serious illness, helps patients clarify their authentic values 
through constrained values-clarification approaches and edu-
cates patients about the different levels of medical care avail-
able when seriously ill, and then transparently connects 
patient values to treatment preferences.

We have previously reported low rates of agreement 
between patients’ expressed preferences and their goals of care 
documented in the medical chart in an inpatient population, 
with most of the disconnect related to overuse of cardiopul-
monary resuscitation.7 In the current study, patients in the 
intervention group were much less likely than those in the 
usual-care group to express a preference for cardiopulmonary 
resuscitation. Given this finding, along with the fact that the 
decision support intervention reduced physician time in 
decision-making, the intervention may have important eco-
nomic implications.

To date, this decision aid has been implemented with 
trained, expert facilitators. We have developed a Web-based 
version of the tool in which a patient can go through the mate-
rials independent of a facilitator (https://planwellguide.com).

Limitations
Strengths of this project include the rigour with which the 
decision aid was developed and evaluated, concealed random-
ized blinded assessment of patient outcomes, and limited loss 

Table 2: Physician and patient assessment of patient’s 
decisional conflict in the 2 groups

Decisional conflict item

Group; mean raw score ± SD*

Intervention Usual care

Physician assessment of 
decisional conflict

Knows benefits and risks 13.8 ± 21.1 20.8 ± 24.6

Clear what matters most 11.0 ± 14.6 18.4 ± 22.0

Has enough support and advice 
from family

7.6 ±14.5 10.2 ± 17.2

Has enough support and 
information from primary care 
team

7.2 ± 12.2 12.3 ± 21.2

Feels SURE 12.7 ± 17.3 13.2 ± 17.4

Overall decisional conflict 10.4 ± 11.7 14.9 ± 16.9

Patient assessment of 
decisional conflict

Knows benefits and risks 36.9 ± 40.3 43.3 ± 39.9

Clear what matters most 25.8 ± 31.8 41.3 ± 37.7

Has enough support and advice 
from family

44.5 ± 42.3 50.5 ± 40.8

Has enough support and 
information from primary care 
team

29.7 ± 34.3 46.0 ± 38.3

Feels SURE 17.8 ± 27.5 31.9 ± 36.1

Overall decisional conflict 30.9 ± 26.1 43.1 ± 32.8

Note: SD = standard deviation, SURE = Sure of myself, Understand information, 
Risk−benefit ratio, Encouragement.
*On a scale of 0 to 100; lower score = less decisional conflict.
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to follow-up. A limitation of this trial is the small sample, 
which resulted in imprecise estimates for many of the out-
come comparisons and limited the ability to conduct sub-
group analyses. Moreover, the small sample of patients from a 
limited geographic area, all English speakers, limits the gener-
alizability of the findings. No specific inclusion criteria were 
used, which may limit the reproducibility of the trial; how-
ever, it also enhances the validity of the real-world findings. 
The lack of patient and physician blinding to intervention 
assignment is an additional limitation.

The rate of completed and signed GCD forms in the patient 
chart was much higher than expected in the control arm, which 
left little room for improvement from the intervention. It may 
be that clinicians referred only patients motivated to engage in 
GCD conversations, or the nature of the study design, with a 
protocolized follow-up appointment with the referring phys
ician, may explain this finding. Also, all study patients received 
materials related to advance care planning, which may have 

further motivated them to complete their GCD. These factors 
likely combine to minimize the impact of the intervention and 
call into question the potential effect of the intervention in a 
broader, unselected population with less rigorous follow-up.

Finally, using the same treatment allocation for both mem-
bers of couples induced a potential correlation between 
responses for a substantial portion of the sample. Accounting 
for this would further widen the CIs.

Conclusion
The decision support intervention had no impact on rates of 
completion of GCD forms in primary care. However, it 
seemed to help patients clarify values and better inform them 
regarding the medical treatment options available when seri-
ously ill, and may reduce their preference for resuscitation. 
The decision support aid reduced physician barriers to engag-
ing their patients by reducing the time spent on these impor-
tant discussions. The aid has the potential to improve the 

% difference

−30 −25 −20 −15 −10 −5 −1 3 6 9 13 17 21

Physician assessment of 
decisional conflict 

Patient assessment of 
decisional conflict 

Knows benefits and risks

Clear what matters most

Has enough support and advice 
from family

Has enough support and information 
from primary care team

Feels SURE 

Overall decisional conflict

Knows benefits and risks

Clear what matters most

Has enough support and advice
from family

Has enough support and information
from primary care team

Feels SURE 

Overall decisional conflict

Favours intervention Favours usual care

–7.0 (–15.4 to 1.4)

–7.6 (–14.3 to –0.9)

–2.7 (–8.5 to 3.1)

–5.4 (–11.4 to 0.6)

–0.9 (–7.3 to 5.5)

–4.7 (–9.9 to 0.4)

–6.3 (–21.3 to 8.8)

–15.4 (–28.6 to –2.3)

–5.9 (–21.9 to 10.0)

–16.3 (–30.2 to –2.4)

–13.7 (–25.8 to –1.6)

–12.0 (–23.2 to –0.8)

% difference
(95% CI)

Figure 2: Point estimates of difference in decisional conflict between patients in the decision-support intervention and usual-care groups. Error 
bars represent 95% confidence interval (CI). Note: SURE = Sure of myself, Understand information, Risk−benefit ratio, Encouragement.
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Table 3: Telephone follow-up assessment in the 2 groups

Item

Group; no. (%) of patients

p value
Intervention

n = 64
Usual care

n = 55
Overall
n = 119

Preferences on follow-up 0.4

Use machines and all possible measures including resuscitation 
(CPR) with a focus on keeping me alive at all costs

10 (15.6) 16 (29.1) 26 (21.8)

Use machines and all possible measures with a focus on keeping me 
alive, but if my heart stops, no resuscitation (CPR)

5 (7.8) 2 (3.6) 7 (5.9)

Use machines only in the short term to see if I will get better, but if the 
illness is prolonged, change focus to comfort measures only; if my 
heart stops, no resuscitation (CPR)

29 (45.3) 19 (34.5) 48 (40.3)

Use full medical care to prolong my life, but if my heart or my breathing 
stops, no resuscitation (CPR) or breathing machines

6 (9.4) 5 (9.1) 11 (9.2)

Use comfort measures only with a focus on improving my quality of life 
and comfort; allow natural death, and no artificial prolongation of life 
and no resuscitation (CPR)

11 (17.2) 10 (18.2) 21 (17.6)

    Unsure 2 (3.1) 0 (0.0) 2 (1.7)

    Missing 1 (1.6) 3 (5.4) 4 (3.4)

Completeness of GCD in patient’s Green Sleeve* 0.47

    Completed 61 (95.3) 50 (90.9) 111 (93.3)

    Not completed 3 (4.7) 5 (9.1) 8 (6.7)

Goal of care on (GCD) form in your Green Sleeve* from telephone 
assessment

0.03

    Intensive care including CPR 22 (34.4) 33 (60.0) 55 (46.2)

    Intensive care excluding CPR 21 (32.8) 10 (18.2) 31 (26.0)

    Intensive care excluding CPR and intubation 7 (10.9) 4 (7.3) 11 (9.2)

    Medical care 8 (12.5) 3 (5.4) 11 (9.2)

    Comfort care only 3 (4.7) 0 (0.0) 3 (2.5)

    Do not know 1 (1.6) 2 (3.6) 3 (2.5)

    Did not do 1 (1.6) 0 (0.0) 1 (0.8)

    Missing 1 (1.6) 3 (5.4) 4 (3.4)

Overall, how satisfied were you with the material presented to you by the 
GCD navigator or research nurse?

−

    Slightly dissatisfied 2 (3.1) − −

    Slightly satisfied 2 (3.1) − −

    Moderately satisfied 13 (20.3) − −

    Very satisfied 46 (71.9) − −

    Missing/declined 1 (1.6) − −

How likely are you to recommend this program to others? −

    Probably would not recommend 1 (1.6) − −

    Might recommend 3 (4.7) − −

    Probably would recommend 14 (21.9) − −

    Definitely would recommend 41 (64.1) − −

    Missing/declined 5 (7.8) − −

Note: CPR = cardiopulmonary resuscitation, GCD = Goals of Care Determination.
*A plastic pocket that holds important documents for advance care planning and other forms that outline a patient’s goals for care. It is given to patients who have had 
discussions or completed documents that refer to decision-making about their current or future care.
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quality and quantity of GCD discussions and reduce health 
care costs. Further evaluation in patients making treatment 
decisions in a broader population and more diverse settings 
with longer follow-up is warranted.
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Box 1: What is different about the Plan Well Guide compared 
to other tools for advance care planning?

Compared to other tools that may be used to help patients near or 
at the end of life, our Plan Well Guide offers the following features 
or attributes:

•	 Discriminates between planning for terminal care v. planning 
for serious illness

•	 Explains how medical decisions are made under conditions of 
uncertainty

•	 Uses a constrained values-clarification tool in which 
respondents have to select between competing values

•	 Uses grids to transparently connect stated values to 
respondent’s preferences for medical treatments during serious 
illness

•	 Provides a decision aid on the different levels of care, with 
explanations about the difference between intensive care unit 
care, medical care and comfort care, so respondents 
understand the risks, benefits and outcomes of the type of 
treatments they are preferring
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