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Land Acknowledgement 

We would like to acknowledge that we are gathered today on the traditional 
territories of the Musqueam, Squamish and Tsleil-Waututh peoples.
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Source: www.johomaps.net



Learning objectives

• Recognize the benefits of initiating Serious Illness Conversations (SICs) 

early.

• Identify indicators that suggest the need for an SIC.

• Apply skills from the Serious Illness Conversation Guide into routine 
practice.

• Conduct code status conversations with greater efficiency and 
confidence.

• Locate adapted conversation guides that support cultural safety and 
trauma-informed care.
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ACP VS SIC VS MOST – WHAT’S THE DIFFERENCE?
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Advance Care 
Planning

Serious Illness 
Conversation

Care and 
Treatment 
Decisions

Wishes for future care
“What would I want if something happened?”
Encouraged for all adults
Should be revised in context of serious illness

Care preferences in the context of serious illness
“This could happen”

Primary aim of 
medical treatments

Cure
Life prolongation
Comfort

Personal goals

Functional
Family
Mentation
Psychosocial

“This is happening”
MOST, Code status
Specific treatments and procedures
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A Global Movement

Recognizing that:

• People are living longer

• Many people are living with 
one/multiple chronic illnesses

• Most patients have periods of decline 
before dying

• Most people have other goals than 
just living longer

We can use conversations to:

Elicit patient values and beliefs, which 
are more broadly applicable to a variety 
of health care decisions.

 Better prepare patients and families
for the journey, not just the end

 Tailor recommendations for care in a 
person-centered manner



The unique position of Family Practice
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• Longitudinal relationships

• Rapport

• Interactions outside of medical 
crises



Benefits of serious illness conversations
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Can reduce anxiety and depression

Improve illness understanding

Support informed decision-making

Improve quality of life 

Allow time to weigh decisions that lie ahead

(Detering, Hancock, Reade & Silvester, 2010; Wright et al., 2008)
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When do you typically initiate a 
conversation with a patient about their 

illness and their wishes?

Timing



Three basic principles of these conversations

• Think broadly

• Think earlier

• Think often
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(Murray et al., 2016)This is typically a series of conversations. 
Many start out very general and become 
more specific as illnesses progress.
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At minimum, prioritize patients at higher risk

1. Surprise question

“Would you be surprised if this 
patient died in the next year?”

2.    SPICT Tool

spict.org.uk

3.    Clinical Frailty Scale



SPICT Tool: General indicators of deteriorating health
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spict.org.uk
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A helpful framework for these conversations: 
The Serious Illness Conversation (SIC) Guide

• Research-based out of Ariadne Labs

• Patient-tested language

• Uses logical flow

• Both exploratory and informative
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(Ariadne Labs, 2016)



Overview of the SIC Guide

1. Open the conversation.

2. Explore Understanding

3. Share Concerns and Prognosis

4. Explore what matters

5. Summarize the Conversation

You don’t have to ask it all. 
Start with a few questions.



First steps of the SIC Guide
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1. Open the conversation.

2. Explore Understanding

3. Share Concerns and Prognosis

4. Explore what matters

5. Summarize the Conversation

I’d like to talk to you about your illness and 
get a better understanding of what matters 

to you so I can provide you with the care 
you want. Is that ok?

Can you share with me your understanding 
of what’s happening with your 

health/illness?
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1. Open the conversation.

2. Explore Understanding

3. Share Concerns and Prognosis

4. Explore what matters

5. Summarize the Conversation

“I’d like to share with you my understanding of 
your illness…  [very brief summary]”

Then use Wish/worry, hope/worry framework

E.g. Uncertainty: “I hope that you continue to stay 
well, but I worry that you could get sick quickly and 
I think it’s important to prepare for that 
possibility…”

Align with their hope, but plant the seeds of change

Framing concerns about future



Exploring what matters and summarizing 
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1. Open the conversation.

2. Explore Understanding

3. Share Concerns and Prognosis

4. Explore what matters

5. Summarize the Conversation

• Goals/hopes
• Worries about future
• Unwilling to sacrifice [these abilities]
• Willing to go through [tests, hospital, CPR…]

“I’ve heard you say _______ are important to you. With that 
and what we know about your illness, I recommend that we 
_________.”



Conversations that are culturally safe 
and trauma-informed

•Prepare the patient in advance
–Who would they like present?

–Do they have an ACP?

–Family awareness?

“What do I need to know about 
you to give you the best care 
possible?”
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Conversation Guide for Patients with Structural Vulnerabilities

• Rapport and connection (in the 
moment) are key

• First, assess and address basic 
needs

• Use a parallel planning 
approach

–Plan for more than one possible 
path (eg current path and 
possibility of making an expressed 
change)

• Guide for use in community 
settings under development
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Wise words from Wendy
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Retrieved from Pinterest



We need to normalize these conversations

“I have this conversation with everyone who 
has [a chronic or serious health condition].”



Sharing prognosis or medical updates

• Hope, honesty and hopefulness
– speak in the third person to soften

– instead of “you have cancer”  use “tests show you have cancer”

• “Wish, worry, wonder” 

• Pause… wait out the silence
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“I wish ___… but I worry ___… 
and I wonder ___ …”



When decisions are needed urgently…

Share either:
1. “The expectation is that this is treatable and you will get better.  However, if

you become very sick…”
2. “We are going to do everything we can to manage your symptoms and hope 

for improvement… However, we need to have a plan in case you become 
sicker.”

Then, explore these 3 key topics:

1) Do you have an advanced care plan?

2) Have you ever thought about treatments that you would never want?

3) Who would know your wishes if you were unable to speak for yourself? (SDM)



Making recommendations for care:
Focus on what we WILL do

• “We can focus on what we can treat to help you to feel better…”

• “You will get the best care possible even if we can’t fix everything…” 

• “We will help you and your family to live meaningfully in the time you 
have left…”
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Principle: First focus your recommendations on appropriate treatments
being offered, not on CPR.



Tips when hearing “I want everything done”

• “Yes, we will do everything we can to treat what we can.”
• “If we cannot treat for cure, there is plenty that we can treat to prolong a 
good quality of life.”

May need to engage in a detailed conversation about what everything would 
entail. Most people do not know that dying in an ICU entails…

• Sedation
• Restraints
• minimizing pain meds
• being unable to communicate with family
• little chance of returning to previous level of functioning
• requiring long-term care

Painting the picture



CPR and critical care discussions

• Frame discussion in context of patient’s wishes, values and prognosis

e.g. “You told me that the most important thing was time with your family, and to not suffer, so 
what we should focus on is the most appropriate care for you.”

• “Some people become so ill that they need CPR, transfer to the ICU to be kept alive with a breathing 
tube and a breathing machine. Is that something you have thought about?”

• If CPR is not appropriate…there is a lot that can be treated before we get to CPR. Describe the 

escalating care that goes through DNR levels M3-C2 as appropriate to prognosis. E.g. “If you became 

septic and needed to be in a HAU setting, for pressors, etc, I think that would be appropriate in your 

case.”

• CPR in this type of condition would lead to a traumatic painful undignified death. 
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How is this framework different or similar to 
your current approach?

What challenges have you experienced in 
having these conversations?

Group discussion



Resources to support your practice

• RPACE webpage on internal and 
external VCH websites

–Adapted conversation guides

–Translated materials

–Screening tools

• CME accredited workshops for 
physicians

–5 workshops over the coming year presenting the 
original SICG and three other adaptations dates TBA

–Watch for an announcement coming to an inbox near 
you!

rpace@vch.ca
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Translations 
available!

SICG Clinician 
Reference Guide --
Tips for navigating 
strong emotions 
or resistance

mailto:rpace@vch.ca


Thank you for having us
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