Advance Care Planning: Creating a Climate
for Critical Self-Reflection
By Cara Wallace, Ph.D., LMSW

Advance care planning (ACP)
for end-of-life care has a renewed
public interest with the recent popularity of Atul Gawande’s best-selling
book on end-of-life care,1 national
debates surrounding current death
with dignity legislation, and publicity surrounding The Conversation

of ACP and preparing for the end of
life,6 the process is fraught with both
professional and personal barriers.
On the professional side, physicians
report barriers such as language
or medical interpretation issues,
patients’ limited health literacy,
patients’ mistrust of the health care

Project,2 a movement which encourages everyone to have conversations
about their end-of-life wishes. Beginning in January 2016, Medicare
now reimburses physicians and
other qualified health care providers for voluntary ACP sessions with
patients and their families.3 While
these are encouraging signs that, as
a culture, we are becoming more
comfortable with conversations surrounding end-of-life care, in practice, many providers do not always
talk to their patients about ACP,
even when opportunities emerge in a
clinical visit.4 When communication
does occur, the quality and content
of these conversations varies.5
Though practitioners overwhelmingly agree on the importance

system, and a lack of understanding
about patients’ cultural or religious
beliefs surrounding death, dying and
decision-making.7 Other reported
barriers include lack of knowledge
about available services, lack of training, and lack of standardized criteria
for referrals.8,9 On the personal side,
even physicians do not have formal
conversations about their own ACP
with their own providers and families,10 citing lack of time as a primary
reason for why communication and
completion have not occurred.11
As a provider, you can perhaps
see yourself within these barriers
and you already recognize ACP as
a potential area for improvement in
working with patients. For others,
maybe this is less on your radar. Yet,
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each of us has a history that tells a
story about how and why we chose
to pursue the degree and career path
we did. Our early experiences on
this path contribute to this story and
the shaping of an individual to a clinician. Maybe, there are clues within
this history that have the power to
impact how we interact with patients
and families in ACP.
In an autobiography written as he
was faced with his own terminality,12
Dr. Paul Kalanithi recounts many
of the professional experiences that
taught him about working with patients on the brink between life and
death:
“Amid the tragedies and failures,
I feared I was losing sight of the
singular importance of human
relationships, not between
patients and their families but
between doctor and patient.
Technical excellence was not
enough. As a resident, my highest
ideal was not saving lives—
everyone dies eventually—but
guiding a patient or family to
an understanding of death and
illness.”
Dr. Kalanithi’s reflections allowed him to connect his professional experiences with his personal
life, enabling him to be clearer about
not only what he wanted in his own
healthcare, but also as a skilled
clinician, how to communicate with patients and family
members about wishes of their
own. This reflective process is
one that few of us engage in, but that
likely has direct relevancy to how we
practice direct patient care.
In a current, ongoing study with
SLU colleagues, Drs. Dulce Cruz and
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Jennifer Ohs, we are examining potential connections between:
1) practitioners’ personal and professional history with loss;
2) their own completion of (and communication about) advance directives; and
3) attitudes and current practices surrounding ACP and referrals to hospice and palliative care.
Initial analysis of nearly 180 health
care practitioners (physicians, nurse
practitioners, RNs, social workers
and others) demonstrates strong correlations between a person’s history of
loss (both professionally and personally), completion and communication
about one’s own directives, and his/her
attitudes and practices in professional
ACP. Our experiences are inexplicitly
connected with how we practice.
Though many of us respectively
received training on separating our beliefs, emotions, and experiences from
professional practice, we have less
understanding and practice with acknowledging the connections between
them, or how to handle the inevitable
impact of the personal on the professional. In a text examining emotional
and countertransference responses in
palliative and end-of-life care,13 clinician Renee Katz posits the following:
“We propose that our professional
work…is extremely personal in
nature, that we are profoundly
influenced by our patients and
their families as much as they are
impacted and influenced by us,
and that our emotional responses
do impact the clinical moment—
whether we want them to or not,
whether we are aware or not,
whether we can admit it or not.”
More than likely, each of us is
concerned about assisting our patients
with planning for their end-of-life
care though many barriers remain.
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Perhaps the place to start is not just in
having the conversations within our
own lives, but also in exploring how
our own experiences and emotions
shape our practices and preferences,
both personally and professionally.
Maybe it is within this critical selfreflection where we can find meaningful connection to the stories of our
patients, and perhaps then we can engage in more effective advance care
planning for all of us.
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